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new  vistas 
for  the  . . 


Effective  control  of  seizures,  social  acceptance, 
and  recognition  of  employment  potential  are 
providing  new  vistas  for  the  majority  of  epileptic 
patients.  Accurate  diagnosis  and  adequate 
therapy,  as  in  present-day  management,  can  be 
expected  more  confidently  than  ever  before  to 


Alone  or  in  combination,  DILAXTIX  continues  as  an  anticonvulsant  of  choice 


restore  such  patients  to  as  full  a life  as 
is  compatible  with  their  condition. 


for  control  of  grand  mal  and  of  psychomotor  seizures.  In  addition  to  its  notable 
effectiveness,  DILAXTIX  has  little  or  no  hypnotic  effect. 


DILAXTIX  Sodium  is  supplied  in  a variety  of  forms— 
including  Kapseals®  of  0.03  Gm.  (14  gr.)  and  0.1  Cm. 


(Il2  gr.)  in  bottles  of  100  and  1,000. 
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}§s,  you  can  have  Real  Tobacco 
Taste  in  a Filter  Cigarette  ! 


The  VICEROY  filter  tip  contains 
20,000  tiny  filters  made  exclusively 
from  pure,  white  cellulose.  This  is 
twice  as  many  as  the  next  two  largest- 
selling  filter  brands. 


No  wonder  VICEROY  gives  you  that 
fresh,  clean,  real  tobacco  taste  you 
miss  in  other  filter  brands.  No  wonder 
so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


' : 


ONLY  VICEROY  GIVES  YOU 

20,000Tiny  Fillers- 

TWICE  AS  MANY  AS  THE 
NEXT  TWO  LARGEST-SELLING 
FILTER  BRANDS ...  FOR 
REAL  TOBACCO  TASTE! 


Viceroy 

filter 

CIGARETTES 

KING-SIZE 


Mng-Size 
Filter  Tip 


Viceroy 


World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More 
Than  Cigarettes  Without  Filters 


for  ease  of  handling  and  breaking  by  arthritic  fingers. 

anti-rheumatic/anti-allergic/anti-inflammatory 


supplied: 


mg.  oral  tablets,  bottles  of  100. 

White,  5 mg.  oral  tablets,  bottles  of  20  and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


*brand  of  prednisolone 
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know 

your 

diuretic 


TABLET 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials-parenteral  and  oral-improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3-CHL0R0MERCURI*2 

-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


for  "...  a new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 


a Standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 


BRAND  OF  MERALLURIDE  INJECTION 


wed'CCK  LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 


your  penicillin  therapy 


To  safeguard  your  patients  add  1 cc.  of  Chlor- 
Trimeton  Injection  100  mg./cc.  to  each  10  cc.  vial 
of  aqueous  penicillin. 

Supplied:  2 cc.  multiple-dose  vial.  For  intramuscular 
and  subcutaneous  administration. 

Chlor-Trimeton®  maleate,  brand  of  chlorprophenpyri- 
damine  maleate. 


Schering 


CHLOR- 

TRIMETON 

INJECTION 


;T.J58 


6/21/55 
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Now,  you  can  prescribe  an  antibiotic  (Filmiab 
Erythrocin)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cause  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  most  sensitive 
to  Erythrocin)  doesn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coccic? 


STEARATE 


Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 
effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100  ^ ^ ^ 
and  250  mg.), bottles  of  25  and  100.  (JjuLTOtt 


STEARATE 


®Filmtab — Film  sealed  tablets;  patent  applied  for. 
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the  drug  of  choice 

. . . as  a tranquilizing  (ataractic*)  agent 
in  anxiety  and  tension  states 
. . . in  hypertension 

RAUDIXIN 


Squibb  Whole  Root  Rauwolfia 


As  a tranquilizing  agent  in  office  practice, 
Raudixin  produces  a calming  effect,  usually 
free  of  lethargy  and  hangover  and  without  the 
loss  of  alertness  often  associated  with  barbi- 
turate sedation.  It  does  not  significantly  lower 
the  blood  pressure  of  normotensive  patients. 

In  hypertension,  Raudixin  produces  a 
gradual,  sustained  lowering  of  blood  pres- 
sure. In  addition,  its  mild  bradycardic  effect 
helps  reduce  the  work  load  of  the  heart. 


• Less  likely  to  produce  depression 

• Less  likely  to  produce  Parkinson-like  symptoms 

• Causes  no  liver  dysfunction 

• No  serial  blood  counts  necessary  during  maintenance  therapy 


• Raudixin  is  not  habit-forming;  the  hazard 
of  overdosage  is  virtually  absent.  Tolerance 
and  cumulation  have  not  been  reported. 

• Raudixin  supplies  the  total  activity  of  the 
whole  rauwolfia  root,  accurately  standard- 
ized by  a rigorous  series  of  test  methods. 
The  total  activity  of  Raudixin  is  not  ac- 
counted for  by  its  reserpine  content  alone. 

Supply:  50  mg.  and  100  mg.  tablets,  bottles 
of  100  and  1000. 

"^Ataractic,  from  ataraxia : calmness  untroubled  by  mental  or  emotional 
excitation.  (Use  of  term  suggested  by  Or.  Howard  Fabing  at  a recent 
meeting  of  the  American  Psychiatric  Association.) 
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(HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCINI 


NASAL 

SUSPENSION 


Anti-inflammatory — 


Decongestant — Antibacterial 


MAJOR  ADVANTAGES:  New  synergistic  anti-inflammatory,  decongestant 
and  antibacterial  formula.  High  steroid  content  assures  effective  response. 


Topically  applied  hydrocortisone*  in  therapeutic 
concentrations  has  been  shown  to  afiford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup* 
plying  1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 


REFERENCE;  1.  Silcox,  L.  E.,  A.M.A.  Arch.  Otolaryng.  60:431,  Oct.  1954. 
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Neo-Synephrine  (brand  of  phenylephrine)  and  Zephiran  (brand  of  benzalkonium, 
^ as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


AND 

NASAL  CONGESTION 
MAKES  YOUNGSTERS 
MISERABLE 


Vuimjid; 

Ityi  ckdclA£*v 

Prompt  and 
Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 

NO  STING  • NO  SEDATION  • NO  EXCITATION 

Plastic  Unbreakable  Squeeze  Bottle 
Leakproof^  Delivers  a Fine  Mist 

Also  well  suited  for  adults  who  prefer  a mild  spray. 


LABORATORIES  • NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT 
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Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied; 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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SlCK  and 

COMVAVSStEHT 

v/ith  menus  and 


New  Booklet  Presents 
Latest  Faets  on  Feedinoj  the  Sick 


Adequate  nutrition  during;  illness  and  convalescence  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent”  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  ot  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet, 


plus  14  pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 


■ Chas.  B.  Knox  Gelatine  Company,  Inc. 

J Professional  Service  Department  SJ-13 
S Johnstown,  N.  T. 

I Please  send  me copies  of  the  new  Knox 

■ “Sick  and  Convalescent”  booklet. 

I YOUR  NAME  AND  ADDRESS 

I 
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Pork  in  the  Human  Dietary 


Pork  may  be  looked  upon  as  an  im- 
portant factor  in  America’s  general 
health  and  well-being.  The  average  in- 
take of  pork  in  America  is  about  46 
pounds  of  lean  pork  and  20  pounds  of 
bacon  and  salt  pork  per  person  each 
year.i  But  America’s  demand  for  pork 
goes  further  than  taste  appeal  and 
deeper  than  mere  statistics.  Pork  makes 
a valuable  contribution  to  day-in-and- 
day-out  nutrition. 

Pork  rates  among  the  foremost  sources 
of  thiamine.  As  a source  of  all  other  B 
vitamins  and  many  essential  minerals, 
such  as  iron  and  phosphorus,  pork  meat 
is  considered  an  important  dietary  con- 
stituent. 

Lean  pork  is  virtually  completely  di- 
gestible. Its  protein  serves  to  promote 
growth  and  aid  in  the  maintenance  of 
tissue  cells.  Like  all  high  quality  pro- 
tein, that  of  pork  aids  in  the  elaboration 
of  protein  hormones,  enzymes,  and  anti- 
bodies. 


Pork  constitutes  a valuable  part  of  the 
daily  diet  (Table  I),  and  also  contrib- 
utes importantly  to  the  nutrition  of  the 
pregnant  woman  (Table  II). 

Pork  and  pork  products  have  won 
America’s  favor  by  their  unique  com- 
bination of  economy,  palatability,  and 
nutritional  value. 


1.  Consumption  of  Food  in  the  United  States,  1909-1952, 
Washington,  D.C.,  United  States  Department  of  Agri- 
culture, Bureau  of  Agricultural  Economics,  Agricultural 
Handbook  No.  62,  September,  1953. 

2.  Watt,  B.K.,  and  Merrill,  A.L.:  Composition  of  Foods 
— Raw,  Processed,  Prepared,  Washington,  D.C.,  United 
States  Department  of  Agriculture,  Agricultural  Handbook 
No.  8,  1950. 

3.  Bowes,  A.  deP.,  and  Church,  C.F.:  Food  Values  of 
Portions  Commonly  Used,  ed.  7,  Philadelphia,  Anna 
dePlanter  Bowes,  1951. 

4.  Cheldelin,  V.H.,  and  Williams,  R.J.:  Studies  on  the 
Vitamin  Content  of  Tissues,  II,  Houston,  Texas,  Univer- 
sity of  Texas  Publication  No.  4237,  1942. 

5.  Schweigert,  B.S.;  Nielsen,  E.;  Mclntire,  J.N.,  and 
Elvehjem,  C.A.:  Biotin  Content  of  Meat  and  Meat  Prod- 
ucts, J.  Nutrition  26:65  (July)  1943. 

6.  Scheid,  H.E.,  and  Schweigert,  B.S.:  The  Vitamin  B12 
Content  of  Meat,  Annual  Report,  An  Outline  of  Research 
During  the  Fiscal  Year  1953-54,  Chicago,  American  Meat 
Institute  Foundation,  Bull.  22,  1955. 

7.  Estimated  on  basis  of  protein  content  of  meats.  Sherman. 
H.C.:  Food  Products,  ed.  4,  New  York,  The  Macmillan 
Company,  1948  p.  155. 

8.  Recommended  Dietary  Allowances,  Washington,  D.C., 
National  Academy  of  Sciences — National  Research  Coun- 
cil, Publication  302,  1953. 


Cooked  Pork  Chops,  Ham,  and  Pork  Sausage 


Nutrients  and  Calories  Provided  by  3-Ounce  Portions 

1 Protein  Thiamine 

Gm.  mg. 

Niacin 

mg. 

Riboflavin 

mg. 

Iron 

mg. 

Phosphorus 

mg. 

Calories 

Pork  Chops,  without  bone,  cooked,  3 oz.2  20 

0.71 

4.3 

0.20 

2.6 

200 

284 

Ham,  without  bone,  cooked,  3 oz.2  20 

0.45 

4.0 

0.20 

2.6 

202 

338 

Pork  Sausage,  cooked,  3 oz.^  14 

0.42 

2.8 

0.20 

2.1 

139 

396 

3.5  ounces  of  fresh  pork  loin,  equivalent  to  approximately  3 ounces  of  cooked  loin,  contains  0.47  mg.  pantothenic  acid  0.10  mg.  pyridoxine  ;■*  0.005 
mg.  biotin 36  mg.  inositol;^  0.08  mg.  folic  acid;'*  0.0027  mg.  vitamin  B12;®  63  mg.  chlorine F 0.1  mg.  copper;'  20  mg.  magnesium;'  280  mg.  potas- 
sium;' 70  mg.  sodium;'  and  0.01  mg.  manganese.' 

Nutrients  and  Calories  of  Cooked  Pork  Chops  (3  ounces)  Expressed 
TABLE  1 1 as  Percentages  of  Recommended  Daily  Dietary  Allowancess 

Percentages  of  Allowances  for:  Protein 

Thiamine 

Niacin 

Riboflavin 

Iron 

Phosphorus 

Calories 

Girls,  13-15  years  of  age;  weight, 
108  lb.;  height,  63  inches. 

55% 

33% 

10% 

17% 

15% 

11% 

Women,  25  years  of  age;  weight,  0,07 

121  lb.;  height,  62  inches. 

59% 

36% 

14% 

22% 

17% 

12% 

Pregnant  Women  (3rd  trimester)  25% 

47% 

29% 

10% 

17% 

13% 

11% 

The  nutritional  statements  made  in  this  advertisement  have  been  reviewed 
by  the  Council  on  Foods  and  Nutrition  of  the  American  Medical  Associa- 
tion and  found  consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


Tetracyn 

Tetracycline  is  notable  among  broad-spectrum  antibiotics 
for  its  solubility  and  stability.  And,  clinical  trials  have  established 
that  tetracycline  is  an  efficient  antibiotic  against 
those  diseases  due  to  susceptible  microorganisms. 


, Tetracyn  is  available  in  a variety  of  oral, 

'I:  parenteral  and  topical  dosage  forms  for  the 

treatment  of  a wide  range  of  susceptible  infections 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15?^  Bottle  of  24  tablets  (2H  grs.  each). 


We  u'ill  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.Y, 


prednisone,  schering 


(metacortandraci 


in) 


the  distinctive 

beneeits 

OE  HORMONE 

therapy 


For  physicians  who  hesitate  to  use  the  older  corticosteroids  because  of 
diminishing  therapeutic  returns  and  frequently  predominating  major 
undesirable  side  effects,  Meticorten  with  its  high  therapeutic  ratio 
reduces  the  incidence  of  certain  major  undesirable  side  effects. 

• minimizes  sodium  and  water  retention 

• minimizes  weight  gain  due  to  edema 

• no  excessive  potassium  depletion 

• in  rheumatoid  arthritis,  effective  relief  of  pain,  swelling,  tenderness; 
diminishes  joint  stiffness 

• in  intractable  asthma,  relief  of  bronchospasm,  dyspnea,  cough; 
increases  vital  capacity 

• clinical  response  even  where  cortisone  or  hydrocortisone  ceases 
to  be  effective  — “cortisone  escape” 

• effective  in  smaller  dosage 


BIBLIOGRAPHY 

(1)  Bunim,  J.  J.;  Pechet,  M.  M.,  and  Bollet,  A.  J.;  J.A.M.A.  757:311,  1955.  (2)  Gray,  j.  W„  and 
Merrick,  E.  Z.:  J.  Am.  Geriat.  Soc.  5:337,  1955.  (3)  Boland.  E.  W.:  California  Med.  82:65,  1955. 
(4)  Dordick,  J.  R.,  and  Gluck,  E.  J.:  J.A.M.A.  758:166,  1955.  (5)  Margolis,  H.  M.,  and  others: 
J.A.M.A.  758:454,  1955.  (6)  Hollander,  J.  L.:  Philadelphia  Med.  50:1357,  1955.  (7)  Barach,  A.  L.; 
Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest  27:515,  1955.  (8)  Arbesman,  C.  E.,  and  Ehrenreich, 
R.  J.:  J.  Allergy  26:189,  1955.  (9)  Skaggs,  J.  X;  Bernstein,  J.,  and  Cooke,  R.  A.:  J.  Allergy  26:201, 
1955.  (10)  Schwartz,  E.:  J.  Allergy  26:206,  1955.  (11)  Nelson,  C.  X:  J.  Invest.  Dermat.  24:377,  1955. 
(12)  Robinson,  H.  M.,  Jr.;  J.A.M.A.  758:473,  1955.  (13)  Herzog,  H.  L.,  and  others:  Science  727:176, 
1955.  (14)  Perlman,  P.  L.,  and  Xolksdorf,  S.:  Fed.  Proc.  74:377,  1955.  (15)  King,  J.  H.,  and  Weimer, 
J.  R.:  Experimental  and  clinical  studies  on  Meticorten  (prednisone)  and  Meticortelone  (prednisolone) 
in  ophthalmology,  A.M.A.  Arch.  Ophth.,  in  press.  (16)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck, 
G.  J.:  Clinical  and  physiological  studies  on  the  use  of  metacortandracin  in  respiratory  disease. 
II.  Pulmonary  emphysema  and  pulmonary  fibrosis,  Dis.  Chest,  to  be  published.  (17)  Dordick,  J.  R.,and 
Gluck,  E.  J.;  Preliminary  clinical  trials  with  prednisone  (Meticorten)  in  systemic  lupus  erythematosus, 
A.M.A.  Arch.  Dermat.  & Syph.,  in  press.  (18)  Goldman,  L.;  Flatt,  R.,  and  Baskett,  J.;  Assay  technics 
for  local  anti-inflammatory  activity  in  the  skin  of  man  with  prednisone  (Meticorten)  and  prednisolone 
(Meticortelone),  J.  Invest.  Dermat.,  in  press. 


Meticorten,*  brand  of  prednisone. 
•X.M. 


in 


rheumatoid  arthritis, 

intractable  asthma,  rheumatic  fever,  nephrosis,  certain  skin  disorders 
such  as  acute  disseminated  lupus  erythematosus,  acute  pemphigus,  extensive 
atopic  dermatitis  and  other  allergic  dermatoses,  and  certain  eye  disorders 


BLOOMFIELD,  NEW  JERSEY 


METICORTEN 


PREDNISONE,  SCHERING  (metacortandracin) 


SCHERING  CORPORATION 


MC>J-520 
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Provides  complete  control 

? 

1 

k. 

of  digitalis  dose 

' / 

SA**-' 


QA' 


..M.D'' 


, ¥.V>A- 


,\Vt" 


'Crystodigin’ 


(crystalline  DIGITOXIN,  LILLY') 


Available  in  scored 
tablets  of  0.05  mg.  (orange), 
0.1  mg.  (pink),  0.15  mg. 
(yellow),  and  0.2  mg. 

(white)',  and  in 
1-cc.  and  10-cc.  ampoules, 
0.2  mg.  per  cc. 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  be  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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DIVERTICULA  OF  THE  DUODENUM 
With  Intrapancreatic  Location 

Edmund  G.  Laird,  M.D.,* 
Wilmington,  Del. 

The  subject  of  diverticula  of  the  duo- 
denum has  been  very  adequately  covered 
by  numerous  authors  such  as  Greenler  and 
Curtis%  Whiting  et  aP,  Patterson  and 
Bromberg’,  McRoberts^,  and  Glasier  and 
Corbett’,  in  recent  years,  not  to  mention 
innumerable  previous  papers  on  the  sub- 
ject. 

The  purpose  of  this  report  is  to  discuss 
the  diverticula  of  the  duodenum  which  lie 
partially  or  completely  within  the  substance 
of  the  pancreas  and  briefly  to  re-emphasize 
a few  facts  which  are  pertinent  to  these  as 
well  as  most  diverticula  of  the  duodenum. 

Up  to  the  present  time  I have  been  able 
to  find  records  of  only  three  specifically  re- 
ported cases,  although  McRoberts^  in  1948 
stated  as  follows:  “When  the  diverticulum 
is  buried  in  the  head  of  the  pancreas,  and 
dissection  and  excision  may  prove  hazard- 
ous, Maclean®  has  advocated  opening  the 
duodenum  and  inverting  the  sac  within  it”. 
I assume  that  the  condition  is  not  as  rare 
as  it  would  seem  and  I imagine  that  many 
are  seen  by  x-ray  which  are  considered  er- 
roneously to  be  extrapancreatic  and  prob- 
ably are  asymptomatic. 

It  has  been  estimated  by  various  authors 
that  diverticula  of  the  duodenum  cause 
symptoms  in  approximately  10%  of  the 
cases,  while  a few  estimates  as  high  as  50% 
have  been  made.  It  is  my  impression  that 
intrapancreatic  diverticula  of  the  duoden- 
um cause  few,  if  any,  more  symptoms  than 
other  such  diverticula  do  but  that  the  sur- 
gical removal  is  technically  more  difficult 
and  is  followed  by  a much  greater  morbid- 
ity. 

The  symptoms  are  not  pathognomonic 
and  the  diagnosis  is  in  nearly  all  instances 
made  by  the  x-ray  department.  The  fol- 
lowing symptoms  can  and  do  occur: 

♦Attending:  Chief.  Department  of  Surgery,  Delaware  Hos- 
pital. 


1.  Gross  bleeding  in  the  intestinal  tract. 

2.  Pain  of  a vague  and  intangible  na- 
ture extending  through  to  the  back 
in  the  interscapular  region. 

3.  Pain  and  tenderness  above  and  to 
either  side  of  the  umbilicus,  usually 
the  right  side. 

4.  Jaundice  due  to  obstruction  of  the 
ampulla  of  Vater. 

5.  Vomiting,  or  obvious  duodenal  ob- 
struction. 

6.  Any  of  the  signs  and  symptoms 
which  may  go  with  inflammation  of 
any  diverticulum,  anywhere. 

7.  Bad  breath  or  a bad  taste  in  one’s 
mouth  after  eating. 

As  for  the  major  complications,  one  must 
mention  the  following: 

1.  Hemorrhage. 

2.  Ulceration  and  perforation. 

3.  Obstruction  to  the  biliary  and  pan- 
creatic ducts. 

4.  Intestinal  obstruction  (duodenal). 

5.  Enterolith  formation. 

Patterson  and  Bromberg’  cite  two  cases 
operated  on  by  others  in  which  a Whipple- 
type  pancreatoduodenectomy  was  per- 
formed for  inflammatory  diverticula  of  the 
second  portion  of  the  duodenum  in  the  be- 
lief that  they  were  carcinomas  of  the  pan- 
creas. 

Many  symptomatic  diverticula  of  the 
duodenum  have  been  missed  at  the  first 
operation  because  a patient  with  known 
gallstones  did  not  have  an  upper  gastro- 
intestinal x-ray  series  made  before  opera- 
tion. Wherever  practicable,  a patient  who 
is  to  be  operated  on  for  gallbladder  diseases 
should  have  a preliminary  roentgen  ray 
study  of  the  upper  gastro-intestinal  tract 
just  as  any  patient  who  is  to  undergo 
stomach  surgery  should  have  a cholecysto- 
gram. 

As  with  any  other  diverticulum  of  the 
duodenum,  surgery  should  be  attempted 
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with  extreme  caution  and  only  if  symptoms 
are  severe.  Retention  and  stasis  of  food  for 
6 to  12  hours  after  eating  is  often  thought 
to  be  presumptive  evidence  that  a diverti- 
culum is  or  might  become  symptomatic. 

When  surgery  is  performed  the  immedi- 
ate proximity  of  the  common  bile  duct  and 
the  pancreatic  ducts  must  be  kept  in  mind. 
The  localization  of  diverticula  can  be  great- 
ly facilitated,  as  in  my  own  case,  by  dilat- 
ing the  stomach  with  air  and  inflating  the 
duodenum  by  compressing  the  stomach 
manually. 

To  return  to  the  specific  cases  of  intra- 
pancreatic  duodenal  diverticula,  Patterson 
and  Bromberg’  reported  one  arising  from 
the  antero-medial  aspect  of  the  second  por- 
tion of  the  duodenum  which  was  accom- 
panied by  ulceration  and  hemorrhage.  Gla- 
zier and  Corbett®  described  a diverticulum 
of  the  third  portion  of  the  duodenum  made 
bicornuate  by  a large  vein,  the  smaller  cor- 
nu of  which  penetrated  the  body  of  the 
pancreas.  The  resection  of  this  was  followed 
by  six  weeks  of  pancreatic  drainage  but 
with  eventual  recovery.  The  follow-up  on 
both  cases  was  of  comparatively  short  du- 
ration, as  is  my  own. 

Maclean'  describes  a diverticulum  of  the 
medial  side  of  the  second  portion  of  the 
duodenum  which  was  very  similar  to  the 
case  which  follows.  He  also  approached  it 
trans-duodenally. 

Case  Report 

J.  P.  D.  was  admitted  to  the  Delaware 
Hospital  June  14,  1953.  He  was  a fifty-six 
year  old  white  male  who  had  developed  pre- 
prandial  pains  14  years  previously  and  had 
lost  20  lbs.  in  weight.  He  was  treated  med- 
ically for  a peptic  ulcer  with  relief  for  four 
years.  Four  years  ago  his  symptoms  re- 
curred and  were  not  relieved  by  food  or 
medications  as  previously.  The  symptoms 
were  manifold  and  inconsistent,  but  were 
described  principally  as  a feeling  of  “a 
stoppage  of  his  intestines”,  usually  in  the 
left  half  of  the  abdomen.  There  were  no 
specific  food  intolerances  and  in  recent 
months  before  admission  the  only  relief  he 
obtained  was  when  his  stomach  was  empty. 
He  had  not  vomited,  but  had  experienced 
a bad  taste  in  his  mouth.  There  was  no 


pain  at  night.  The  patient  had  changed 
physicians  at  frequent  intervals  for  the  past 
14  years. 

Past  history  was  otherwise  unremarkable. 

He  had  had  no  jaundice  and  no  abnormal 
stools.  A gastro-intestinal  series  of  x-rays 
eight  months  before  admission  disclosed  a 
large  diverticulum  of  the  second  portion  ! 

of  the  duodenum  (Fig.  1)  without  twenty-  \ 

four  hour  retention  of  barium. 


Fig.  1 


Physical  examination.  Pulse  68;  blood 
pressure  150/90;  temperature  98°. 

The  patient  was  an  emaciated,  small, 
slender  male  with  dilated  veins  over  the 
face  and  nose  which  gave  him  an  ashen, 
cadaverous  appearance.  His  head  and  neck 
were  unremarkable,  as  were  his  lungs,  ex- 
cept for  a slight  emphysema.  There  were 
prominent,  somewhat  dilated  veins  over 
the  abdomen  and  thorax.  A recent  chest 
x-ray  revealed  no  radiologic  evidence  of 
disease.  The  abdomen  was  scaphoid,  with 
an  almost  total  absence  of  subcutaneous 
fat.  Subjective  pain  without  muscle  spasm 
was  elicited  on  palpation  in  the  left  lower 
and  left  upper  quadrants  just  beneath  the 
rectus  abdominis  muscle.  There  was  no 
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epigastric  or  right  upper  quadrant  tender- 
ness. There  were  no  masses  and  the  liver, 
kidneys,  and  spleen  were  not  palpable. 
Peristalsis  was  normal.  Rectal  examination 
revealed  external  hemorrhoidal  tags. 

Laboratory  Data.  Hgb.  103%;  WBC 
8,100;  differential  normal  except  for  5% 
eosinophils;  Mazzini  negative;  blood  urea 
nitrogen  11  mg.  %;  serum  albumin  3.9 
gms;  serum  globulin  2.9  gm.  %. 

Operation.  June  16,  1953.  An  upper  right 
rectus  incision  was  made.  The  viscera,  in- 
cluding the  liver,  were  ptotic.  The  gall- 
bladder was  normal  except  for  some  non- 
inflammatory peritoneal  attachments  to  the 
duodenum.  The  stomach  and  duodenum 
were  unremarkable  and  the  pancreas  was 
soft,  flaccid  and  thin.  The  remainder  of 
the  abdominal  cavity  was  unremarkable. 
No  diverticulum  of  the  duodenum  could 
be  found  even  after  completely  mobilizing 
the  latter  and  exploring  as  far  as  Treitz’s 
ligament.  During  the  exploration  the 
stomach  had  gradually  become  dilated  with 
air,  and  on  compressing  it,  the  pancreas 
suddenly  ballooned  up  to  several  times  its 
apparent  size.  Pressure  on  the  pancreas 
caused  it  to  collapse  again.  It  could  be 
distended  at  will  by  pressure  on  the  stom- 
ach. A vertical  incision  was  made  in  the 
duodenum  and  the  diverticulum  was  ex- 
plored. It  measured  approximately  3 inches 
by  inches  and  had  a broad  neck.  It 
was  approached  along  the  antero-medial 
aspect  of  the  duodenum  by  careful  dissec- 
tion and  was  inverted  into  the  lumen  of 
the  duodenum  by  pulsion  and  traction.  A 
double  ligature  of  catgut  was  placed  around 
the  inverted  neck  of  a row  of  00  black  silk 
mattress  sutures  was  placed  with  caution 
througli  the  sero-muscular  layers  from  the 
outside  of  the  duodenum.  The  redundant 
sac  was  excised  and  the  cuff  closed  again 
with  a running  000  chromic  catgut  suture. 
The  duodenum  was  then  closed  transversely 
by  a running  intestinal  chromic  catgut  su- 
ture reinforced  by  silk  mattress  sutures. 
Two  cigarette  drains  were  placed  in  the 
right  lumbar  gutter  and  the  abdomen  was 
closed  in  the  usual  manner  with  cotton 
sutures. 


Course.  The  course  postoperatively  was 
uneventful  for  two  days,  when  he  suddenly 
began  to  drain  clear,  golden  bile  copiously 
from  his  wound.  After  two  more  days  the 
drainage  changed  to  a clear,  thin,  color- 
less material  which  had  all  the  character- 
istics of  pancreatic  .secretion  and  which  be- 
gan to  irritate  the  skin  quite  markedly. 
He  became  distended  and  suffered  crampy 
pains  even  though  he  had  daily  stools  of 
normal  appearance.  On  June  24  (8th  po.st- 
operative  day),  he  began  to  vomit  bile- 
stained  material.  Wangensteen  suction  was 
instituted  for  several  days,  after  which 
time  the  cramps,  vomiting,  and  drainage 
of  pancreatic  fluid  stopped  quite  suddenly, 
and  the  patient  made  an  uneventful  re- 
covery. He  was  discharged  July  7,  1953. 

For  about  one  month  the  patient  seemed 
markedly  improved,  but  gradually  all  his 
old  symptoms  recurred  and  by  August  13 
he  had  already  changed  his  physician  twice. 
It  became  obvious  that  he  was  a definitely 
psychoneurotic  individual.  A gastro-intes- 
tinal  x-ray  was  taken  (Fig.  2)  which  showed 
a fixed,  but  otherwise  normal  duodenum. 


Fig.  2 
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The  patient  began  to  break  his  appoint- 
ments and  was  last  seen  in  a state  of  panic 
early  one  morning  complaining  that  “bones 
were  sticking  out  of  his  incision”.  Exam- 
ination revealed  a normal,  well-healed  in- 
cision. 

Discussion 

The  literature  has  revealed  very  few  re- 
ported cases  of  diverticula  of  the  duoden- 
um located  within  the  body  of  the  pan- 
creas. I have  added  one  case  which,  judg- 
ing from  the  postoperative  results,  was 
presumably  asymptomatic  and  should 
therefore  not  have  been  removed  surgically. 
As  far  as  can  be  determined  from  the  lim- 
ited number  of  cases  described,  intrapan- 
creatic  diverticula  cause  no  more  severe 
symptoms  than  do  other  diverticula  of  the 
same  portion  of  the  duodenum,  but  the  re- 
moval of  these  is  much  more  hazardous.  I 
have  presented  some  of  the  more  acute 
symptoms  and  complications  occurring  at 
times  with  diverticula  of  the  duodenum  in 
geneial,  although  no  effort  has  been  made 
ro  discuss  the  subject  of  diverticula  of  the 
duodenum  in  its  entirety. 

Summary 

1.  Reports  of  three  cases  of  diverticula 
of  the  duodenum  situated  within  the  sub- 
stance or  parenchyma  of  the  pancreas  have 
been  collected,  along  with  other  non-spe- 
cific references  to  the  existence  of  the  same. 

2.  A personal  case  of  an  intra-pancre- 
atic  diverticulum  arising  from  the  second 
portion  of  the  duodenum  has  been  report- 
ed in  detail. 

3.  Some  of  the  more  acute  symptoms 
and  complications  of  duodenal  diverticula 
in  general  have  been  discus.sed. 
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STUDIES  ON  THE  STAPHYLOCOCCUS 
II.  Nasopharyngeal  Carriers 

William  J.  Holloway,  M.D.,* 

AND 

Elvyn  G.  Scott,  M.T., 
Wilmington,  Del. 

That  there  has  been  a steady  increase 
in  the  incidence  of  antibiotic-resistant 
staphylococci  from  hospitalized  patients  is 
borne  out  by  the  recent  medical  litera- 
ture.'-^® In  a recent  study^  of  culture  ma- 
terial from  patients  at  the  Delaware  Hos- 
pital, it  was  found  that  78.6  per  cent  of 
strains  of  pathogenic  staphylococci  were  re- 
sistant to  penicillin  in  vitro,  and  30.5  per 
cent  were  resistant  to  tetracycline. 

This  high  incidence  of  resistant  strains  is 
due  in  part  to  the  semiclosed  environment 
of  a hospital,  and  also  to  the  cross  infec- 
tion by  carriers  facilitated  by  this  environ- 
ment. In  1949  Martin  and  Whitehead®  re- 
ported the  first  study  of  carrier  incidences 
of  penicillin-resistant  staphylococci.  They 
cultured  various  body  sites,  including  the 
skin  and  nares,  and  found  31  carriers  among 
50  healthy  males,  19.4  per  cent  of  the 
strains  being  penicillin-resistant.  Rountree 
and  Thompson®  tested  200  members  of  a 
hospital  staff  and  found  a 54.5  per  cent 
carrier  rate,  80.7  per  cent  being  penicillin- 
resistant.  By  carrying  out  antibiotic  sensi- 
tivity testing  and  bacteriophage  typing, 
Gould  and  Allan'  established  the  fact  that 
staphylococcal  infections  in  hospitalized  pa- 
tients were  derived  from  hospital  nasal  car- 
riers. These  authors  suggested  that  cross 
infections  could  be  reduced  by  strict  surg- 
ical and  nursing  technique,  but  recom- 
mended specific  treatment  of  the  carrier. 
They  obtained  a decrease  in  carrier  rate 
by  nasal  application  of  oxytetracycline 
cream,  but  three  months  after  discontinuing 
treatments,  the  carrier  rate  was  at  its 
previous  level. 

The  purpose  of  this  study  was  to  deter- 
mine and  compare  the  naso-pharyngeal  car- 
rier rate  of  staphylococci  in  the  following 
groups; 

1.  Nursing  personnel  in  direct  con- 
tact with  patients  at  the  Delaware  Hos- 
pital. 

2.  Hospital  personnel  with  no  patient 
contact. 

* Assistant  in  Medicine,  and  Bacteriologist.  Delaware  Hos- 
pital. 
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Table  1 

NASOPHARYNGEAL  CARRIER  RATE  & ANTIBIOTIC 
SENSITIVITY  OF  STAPH.  AUREUS 


Source 

. % 

Showing  Positive 
Isolations 

% 

Penicillin 

Resistant 

% 

Tetracycline 

Resistant 

% 

Erythromycin 

Resistant 

% 

Chloramphenicol 

Resistant 

Nurses 

32% 

87.5% 

18.8% 

0 

6.3% 

Hospital 

Personnel 

30% 

46.6% 

0 

0 

0 

Controls 

20% 

30% 

20% 

0 

0 

3.  Industrial  personnel  with  no  hos- 
pital contact. 

Method 

Nasopharyngeal  swabs  were  obtained  by 
using  cotton-tipped,  24  gauge  nichrome 
wire,  and  these  were  promptly  inoculated 
to  blood  agar  plates  and  thioglycollate 
medium.  These  were  incubated  18  to  24 
hours  at  37°C.  If  the  original  plate  showed 
no  growth,  one  loopful  of  the  thioglycollate 
culture  was  inoculated  to  a second  blood 
agar  plate,  and  incubated  as  before. 
Growth  of  Staph,  aureus  on  either  medium 
was  considered  a positive  culture.  Sensi- 
tivity testing  was  carried  out  on  all  isolated 
strains  by  subculture  and  antibiotic  discs, 
including  penicillin,  tetracycline,  erythro- 
mycin and  chloramphenicol.  Coagulase 
tests  were  carried  out  on  all  strains  isolated. 

Results 

Thirty-two  per  cent  of  50  nurses  and  30 
per  cent  of  50  hospital  employees  with  no 
patient  contact  showed  positive  cultures  for 
Staph,  aureus.  Twenty  per  cent  of  the  50 
industrial  personnel  showed  positive  cul- 
tures for  Staph,  aureus.  These  differences 
in  carrier  rate  are  not  statistically  signifi- 
cant. The  significant  difference,  however, 
appears  in  the  penicillin  resistance  of  the 
strains  isolated  from  these  three  groups. 
Eighty-seven  per  cent  of  the  Staph,  aureus 
from  the  nurses  were  penicillin-resistant, 
while  46.6  per  cent  of  the  strains  from  non- 
patient contact  hospital  personnel  were  re- 
sistant to  this  antibiotic.  Only  30  per  cent 
of  the  strains  from  industrial  employees 
were  penicillin-resistant.  On  subjecting 
these  figures  to  statistical  analysis,  the  dif- 
ference is  significant  between  nurses  and 
other  hospital  personnel  (chi^  = 4.2),  and 


even  more  significant  between  nurses  and 
industrial  personnel  (chi-  = 6.6). 

Relatively  few  strains  were  encountered 
that  were  resistant  to  the  other  antibiotics. 
Discussion 

Nine  cases  of  post-operative  wound  infec- 
tion due  to  coagulase-positive,  penicillin- 
resistant  Staph,  aureus  were  observed  in 
the  surgical  wards  of  the  Delaware  Hospital 
during  a three  month  period.  The  present 
study  would  suggest  a casual  relationship 
to  the  carrier  state  of  the  nursing  personnel. 
Further  studies  are  definitely  indicated  on 
the  following:  isolation  of  patients  with 
staphylococcal  infection;  careful  supervi- 
sion of  nurse  transfer  from  one  ward  to 
another;  the  oiling  of  bedclothes;  and  erad- 
ication of  the  carrier  state. 

Summary 

1.  Studies  on  the  nasopharyngeal  car- 
rier rate  of  Staph,  aureus  in  hospital  patient 
and  non-patient  contact  personnel  are  re- 
ported. 

2.  The  antibiotic  sensitivity  of  the 
strains  isolated  indicate  a significant  in- 
crease in  penicillin-resistant  Staph,  aureus 
among  the  nursing  personnel. 

3.  The  significance  of  these  findings  are 
discussed. 

The  authors  gratefully  acknowledge  the  tech- 
nical assistance  of  Mrs.  Jeannette  Shannon. 
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STUDIES  ON  THE  STAPHYLOCOCCUS 
III.  Penicillinase  Production 

William  J.  Holloway,  M.D.,* 
and 

Elvyn  G.  Scott,  M.T., 
Wilmington,  Del. 

The  isolation  of  penicillin-resistant  sta- 
phylococci resulted  in  investigations  by 
Abraham  and  Chain, ^ resulting  in  the  iden- 
tification of  an  enzyme,  penicillinase,  which 
inactivated  penicillin. 

Early  studies-  on  penicillinase  demon- 
strated its  presence  in  only  naturally-oc- 
curing,  penicillin-resistant  staphylococci, 
and  not  those  strains  made  resistant  in 
vitro  or  in  vivo.  Other  resistant  micro- 
organisms, such  as  shigella,  produce  pen- 
icillinase; and  likewise,  many  other  bacteria 
resistant  to  penicillin  do  not  elaborate  the 
enzyme.  The  close  correlation  between 
penicillinase  production  and  penicillin-re- 
sistance of  staphylococci,  however,  suggests 
a cause  and  effect  relationship.  Bondi- 
demonstrated  that  staphylococci  requiring 
more  than  0.15  units  per  ml.  of  penicillin 
for  inhibition  produce  penicillinase  in  de- 
tectable amounts. 

The  production  of  penicillinase  by  the 
resistant  strains  of  staphylococcus  has  im- 
portant implications  in  the  clinical  and  lab- 
oratory studies  of  this  organism.  There- 
fore, we  thought  it  necessary  to  perfect  a 
method  for  determining  penicillinase  pro- 
duction which  would  be  amenable  to  the 
time  and  equipment  available  in  our  lab- 
oratory. 

Method 

In  1952  El  Ghoroury^  reported  a simple 
method  for  the  determination  of  penicil- 
linase production,  which  correlated  satis- 
factorily with  the  cup  method  of  Bondi  and 
Dietz.  A dry  blood  agar  plate  was  streaked 
with  a known  penicillin  sensitive  strain  of 
Staph,  aureus,  and  filter  paper  discs  sat- 
urated with  a solution  of  penicillin  con- 
taining 15  units  per  ml.  were  placed  on  the 
surface  of  this  plate.  One  disc  served  as  a 
control,  while  the  other  discs  were  inocu- 
lated with  a loopful  of  a 24  hour  broth  cul- 
ture of  the  strains  to  be  tested  for  penicil- 
linase production.  A zone  of  growth  inhibi- 
tion of  more  than  20  mm.  in  diameter 
occurred  around  the  control  disc,  while  the 

Assistant  in  Me<iicine.  and  Bacteriologist.  Delaware  Hos- 
pital. 


discs  inoculated  with  a penicillin-resistant 
Staph,  aureus  showed  little  or  no  inhibitory 
zone.  This  was  due  presumably  to  the  de- 
struction or  inactivation  of  penicillin  by 
the  penicillinase.  On  repeated  trials,  the 
authors  were  unable  to  reproduce  El 
Ghoroury’s  results.  Bondi^  suggested  that 
since  staphylococcus  penicillinase  is  an  in- 


Fig.  1.  Penicillinase  Production.  Right — positive  strains. 
Upper  left — penicillin  control.  Lower  left — negative  strain. 


tracellular  enzyme,  this  method  may  not 
allow  for  adequate  amounts  of  the  enzyme 
to  be  released  from  the  bacterial  cells.  He, 
therefore,  recommended  a modification  of 
El  Ghoroury’s  technique,  which  proved  sat- 
isfactory in  this  study. 

The  strains  to  be  tested  were  grown  for 
18  hours  at  37°C.,  in  Difco  tryptose  phos- 
phate broth,  following  which  sufficient  pen- 
icillin was  added  to  give  a final  concentra- 
tion of  15  units  per  ml.  These  tubes  were 
then  incubated  at  37°C.  for  20  to  30  min- 
utes. Filter  paper  discs  were  then  dipped 
in  this  mixture  and  placed  on  blood  agar 
plates  previously  streaked  with  a penicillin- 
sensitive  Staph,  aureus,  inhibited  by  0.031 
units  per  ml.,  a control  disc  containing  only 
penicillin  (15  units  per  ml.)  being  included 
on  each  plate.  After  18  to  24  hours  incu- 
bation, the  plates  were  examined  for  in- 
hibition zones,  and  failure  to  show  such 
zones  was  interpreted  as  indicating  penicil- 
linase production. 
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Table  I 

PENICILLINASE  PRODUCTION  OF 
STAPHYLOCOCCI 


Organism 

Number 
of  Strains 

Penicillinase 

Produced 

No  Penicillinase 
Produced 

Staph,  aureus 
( Penicillin-resistant ) 

40 

40 

0 

Staph,  aureus 
(Penicillin-sensitive) 

27 

0 

27 

Staph,  albus 
( Penicill  in-  resistant ) 

35 

35 

0 

Forty  strains  of  coagulase-positive,  pen- 
icillin-resistant Staph,  aureus  and  35  strains 
of  coagulase-negative,  penicillin-resistant 
Staph,  albus  were  tested  by  this  method. 
All  of  the  75  strains  of  penicillin-resistant 
staphylococci  demonstrated  penicillinase 
production.  Twenty-seven  control  strains 
of  penicillin-sensitive  Staph,  aureus  pro- 
duced no  penicillinase. 

Summary 

1.  A modified  technique  for  the  testing 
of  penicillinase  production  of  penicillin-re- 
sistant staphylococci  is  described. 

2.  By  this  technique,  75  strains  of  pen- 
icillin-resistant Staph,  aureus  and  Staph, 
albus  were  shown  to  produce  penicillina.se. 

3.  Twenty-seven  control  strains  of  pen- 
icillin-sensitive Staph,  aureus  produced  no 
penicillinase. 

The  authors  gratefully  acknowledge  the  tech- 
nical assistance  of  Mrs.  Jeanette  Shannon. 
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TREATMENT  OF  EPITHELIOMA  BY 
MODIFIED  SHERWELL  TECHNIQUE* 

A Review  of  271  Cases 

Allen  D.  King,  M.D.,** 
Wilmington,  Del. 

Many  modalities  for  the  treatment  of 
cutaneous  cancer  are  available  and  in  use 
today.  The  essential  requirement  of  each 
is  the  complete  destruction  of  all  cancer 
tissue.  These  include  surgical  excision,  ir- 
radiation, cautery  and  fulgeration,  cancer 
pastes,  podophyllum,  zinc  chloride  fixation, 
and  surgical  removal. 


S.  Sherwell,  writing  in  the  Journal  of 
Cutaneous  Diseases,  in  1910,  described  a 
procedure  for  the  treatment  of  cutaneous 
malignancies  under  the  title:  “Further  Ob- 
servations on  the  Technique  of  an  Efficient 
Procedure  for  the  Removal  and  Cure  of 
Superficial  Malignant  Growths.”  This  ar- 
ticle was  read  and  its  mode  of  treatment 
adopted  by  many  dermatologists,  and  has 
continued  to  be  popular  as  an  office  pro- 
cedure for  the  removal  of  epitheliomas. 

The  technique  of  the  Sherwell  operation 
is  as  follows:  Adequate  local  anesthesia  is 
obtained  by  drugs  such  as  procaine  hydro- 
chloride injected  subcutaneously  around 
and  beneath  the  tumor  mass.  Following 
this  a biopsy  specimen  may  be  obtained. 
The  entire  area  is  then  subjected  to  vig- 
orous curettage,  resulting  in  the  removal 
of  all  gross  malignant  tissue  and  leaving  a 
shallow  depressed  ulcer  with  firm  base  and 
border.  Next  a solution  of  acid  nitrate  of 
mercury  is  applied  to  the  wound  with  a 
cotton  pledget.  A superficial  eschar  forms, 
with  complete  control  of  bleeding.  After- 
wards, the  acid  nitrate  of  mercury  is  neu- 
tralized with  bicarbonate  of  soda.  A modi- 
fication of  this  technique  consists  in  the 
substitution  of  fulgeration  and  repeated 
curettage  for  the  acid  nitrate  of  mercury 
application  and  subsequent  neutralization. 
Finally,  the  curetted  area  and  a suitable 
border  of  normal  skin  is  subjected  to  a 
single  dose  of  superficial,  unfiltered  x-ray. 
This  modified  procedure  has  been  used  in 
my  office  practice  for  the  past  20  years. 

In  1953  a critical  survey  of  all  private 
epithelioma  cases  treated  by  this  method 
was  undertaken,  and  all  cases  available  in 
my  files  form  the  material  for  this  study. 
No  cases  of  cancer  of  the  lip,  buccal  mu- 
cosa, eyelid  or  genitalia  are  included  in  this 
series,  as  they  have  not  been  treated  by 
this  method.  Malignant  melanomas  are 
likewise  excluded. 


• Read  before  the  Delaware  Hospital  Tumor  Clinic. 

**  Director,  Department  of  Dermatolopry,  Delaware  Hospital. 
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The  various  findings  are  listed  in  the  fol- 
lowing tables: 

Table  1 


Total  Cases 
271 

Recurrences 

12 

Percentage 

4.4 

Total  One  Year 
Follow-up 
185 

12 

6.48 

Total  Biopsies,  One 
Year  Follow-up 
116 

6 

5.1 

Basal  Squamous 
83  22 

71.5%  18.9% 

Mixed 

9 

7.7% 

Sclerosing 

1 

0.45% 

Trichoepithelioma 

1 

0.45% 

Table  2 

Recurrences  — Other  Authors 

Sharp,  G.  S. 

Allen.  K.  D.  A. 

and 

and 

Blinklev.  F.  U. 

Freed.  J.  H. 

Lamb,  J.  H. 

Mohs.  F.  E. 

11% 

3.2% 

oar 
^ , o 

6.4% 

Table  3 

Recurrent  Cases  Author’s 


Type 

Disposition 

Remarks 

J.  D. 

Retreated 

3 Year  Cure 

.M.  H. 

Basal 

Surgery 

J.  B.  J. 

Multiple 

Basal 

Retreate<l 

Ultimate  Cure 

F.  M. 

X-ray 

L.  N.  P. 
J.  F.  R. 

Sclerosinjr 

Radium 

1 Year  Cure  at  Time 

Basal 

Retreate<I 

of  Cardiac  Death 

C.  R. 

Basal 

Cancer  Clinic 

Excision  and  Cure 

K.  R. 

Retreated 

8 Month  Cure: 

J.  R. 

Basal 

Probable  Recurrence 

F.  B. 

- — 

Retreaterl 

No  Data 

F.  E. 

Basal 

Cancer  Clinic 

Excision  and  Cure 

J.  F.  H. 

— 

Surgery 

Excision  and  Cure 

There  were  no  complications.  No  deaths 
occurred.  No  metastases  occurred.  No  ra- 
dio dermatitis  sequellae  have  been  observed. 
No  scars  required  plastic  repair. 


Fig.  1.  — J.  F.  H. 


One  of  the  recurrent  cases  J.  F.  H.,  a 
robust  male,  aged  70  is  reported  in  brief, 
because  of  its  unusual  nature.  Broad 
bands  of  severe  chronic  radiodermatitis 
form  a large  cross  on  chest  and  upper  ab- 
domen, the  result  of  application  of  radio 
active  plasters  30  years  ago.  Telangiectasia 
and  atrophy  are  marked.  Epithelioma  de- 
veloped in  1945  and  was  destroyed  by  radi- 
cal curettage  and  fulgeration.  Four  more 
lesions  have  developed  and  have  been  re- 
moved in  similar  manner,  in  an  eight  year 
period,  1945-1953.  One  of  these  recurred 
and  has  been  cured  with  radical  surgical 
excision  and  plastic  repair.  Patient  has  de- 
clined to  have  extensive  plastic  surgery  of 
entire  area. 

Summary 

A follow-up  survey  of  271  cases  of  epithe- 
liomas treated  by  a modified  Sherwell  tech- 
nique, consisting  of  repeated  curettage, 
fulgeration  and  single  dose  of  x-ray,  was 
made.  There  were  12  recurrences,  (6.48%) 
among  the  185  cases  in  which  a follow-up 
of  one  year  or  longer  could  be  obtained. 
There  were  no  complications.  One  case, 
with  recurrent  epithelioma  in  chronic  radio 
dermatitis  of  unusual  origin,  is  reported  in 
brief  detail. 
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DR.  WITNESS* 

Hon.  Daniel  L.  Herrmann,** 
Wilmington,  Del. 

When  I was  invited  to  attend  this  din- 
ner meeting  and  to  talk  about  “The  Court 
and  the  Doctor”,  I was  happy  to  accept 
the  invitation.  I think  that  the  subject 
deserves  discussion  and  consideration  by 
our  two  professions  to  the  end  that  mutual 
understanding  and  cooperation  may  be  pro- 
moted. 

We  start  with  the  premise  that  a physi- 
cian rarely  enjoys  appearing  in  court  as  a 
witness.  Perhaps,  that  is  an  understate- 
ment. Perhaps,  a more  precise  way  of  ex- 
pressing it  would  be  to  say  that  most  doc- 
tors would  rather  take  a beating.  I have 
given  some  thought  to  this  deplorable  sit- 

* Address  delivered  before  the  New  Castle  County  Medical 

Society.  June  21.  1955. 

Judge  of  the  Superior  Court  of  Delaware. 
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I uation  and  I have  talked  to  men  in  both 
f professions  about  it.  There  appear  to  be 
several  basic  reasons  for  this  rather  un- 
neighborly  attitude  of  medical  men  toward 
courts  and  lawyers.  It  may  be  that  a rec- 
ognition of  some  of  the  reasons  for  the 
aversion  may  help  us  to  diagnose  the  case 
and  commence  treatment. 

At  the  outset,  we  must  realize  that  the 
doctor  is  an  individualist,  accustomed  to 
making  decisions  and  accustomed  to  being 
obeyed.  He  makes  his  findings  and  pre- 
scribes the  future  conduct  of  his  patient 
with  only  occasional  argument  or  contra- 
diction and,  quite  unreasonably  but  hu- 
manly enough,  the  doctor  is  apt  to  resent 
a challenge  to  his  pronouncements. 

Put  this  into  legal  phraseology  and  it 
means  that  the  doctor  usually  acts  as  judge 
and  jury  in  the  cases  that  come  under  his 
j care.  As  jury,  he  determines  the  particular 
transgression  of  the  laws  of  health  of  which 
his  patient  has,  consciously  or  unconscious- 
j ly,  been  guilty;  and,  as  judge,  he  pre- 
! scribes  the  penalty,  the  nauseous  potion  or 
the  surgical  ordeal  by  which  the  offender 
may  expiate  his  offense  and  rejoin  the  ranks 
' of  the  hygienically  sinless.  It  is  quite  un- 
derstandable, therefore,  why  the  physician 
is  often  resentful  when  his  professional 
judgment  is  challenged  in  the  trial  of  a law 
suit  in  which  he  appears  as  a witness. 

Another  reason  becomes  apparent  for 
the  doctor’s  aversion  to  the  courtroom. 
There  is  a fundamental  difference  in  the 
method  of  approach  of  law  and  medicine 
, toward  the  discovery  of  truth.  The  lawyer 
attempts  to  maintain  his  position,  which 
he  believes  to  be  the  truth,  by  argument 
and  contention  with  opposing  counsel. 
Without  differences  of  opinion  much  of  the 
work  of  the  legal  profession  would  disap- 
pear. The  physician,  on  the  other  hand, 
does  not  live  by  contention  and  contro- 
versy. His  training  and  practice  are  in  the 
clinical  atmosphere  of  the  laboratory  and 
the  hospital.  He  demands  full  exploration 
of  the  case  history  and  friendly  discussion 
of  all  phases  of  a case.  When  all  pertinent 
data  are  collected  he  correlates  them  and 
forms  a judgment. 

And  so,  by  training  and  practice,  the 
whole  tempo  of  the  day-to-day  experience 


of  the  physician  and  the  lawyer  are  totally 
different.  Is  it  any  wonder,  then,  that  the 
physician  is  reluctant  to  step  out  of  an  at- 
mosphere in  which  he  is  at  home  and  into 
an  atmosphere  of  controversy  to  which  he 
is  not  accustomed,  an  atmosphere  which 
irritates  him  and  in  which  he  feels  sudden- 
ly like  Exhibit  A with  all  eyes  upon  him? 
Often,  mere  unfamiliarity  is  sufficient  to 
breed  suspicion. 

In  addition  to  being  unfamiliar  with,  and 
uncomfortable  in,  situations  which  are  com- 
monplace to  a lawyer,  physicians  complain 
that  too  often  they  are  practically  made 
parties  to  the  case  in  which  they  testify. 
We  are  all  aware  of  this  problem.  We  know 
that  some  clients  and  some  patients  are 
not  looking  for  legal  counsel  or  medical  ad- 
vice at  all.  They  are  looking  for  confed- 
erates! Fortunately,  this  type  of  harass- 
ment is  infrequent. 

My  advice  to  doctors  is  to  refuse  to  be- 
come advocates  in  any  sense  of  the  word. 
On  occasion,  I have  detected  in  doctors  on 
the  witness  stand  a temptation  to  become 
an  advocate  which  must  be  resisted.  That 
temptation  arises  not  only  because  of  the 
prodding  of  lawyers  but  also  because  of 
the  doctor’s  personal  association  with  the 
patient-client.  Then,  too,  the  doctor’s 
sympathies  are  often  aroused;  and  some- 
times when  his  opinions  are  challenged,  he 
is  inclined  to  overstate  in  order  to  empha- 
size a point.  The  medical  witness  who  be- 
comes an  advocate  invariably  finds  himself 
subject  to  a more  vigorous  attack  under 
cross-examination  and,  as  his  role  of  ad- 
vocate becomes  more  apparent,  the  Court, 
the  jury  and  counsel  lose  confidence  in  his 
testimony  as  a physician.  I think  doctors 
are  well  advised,  always,  to  leave  advocacy 
to  the  lawyers. 

I think  that  another  reason  for  the  doc- 
tor’s reluctance  to  be  a witness  is  his  fail- 
ure to  understand  fully  the  concept  of  ex- 
amination and  cross-examination.  When 
the  average  medical  witness  takes  the  wit- 
ness stand  and  has  sworn  to  tell  the  truth, 
the  whole  truth,  and  nothing  but  the  truth, 
he  seems  to  be  under  the  general  impres- 
sion that,  while  one  attorney  is  doing  his 
level  best  to  bring  out  the  truth,  the  lawyer 
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on  the  other  side  is  trying  equally  hard  to 
keep  the  truth  from  being  brought  out. 

Our  system  of  trying  a case  is  the  adver- 
sary system.  Consequently,  any  doctor  giv- 
ing testimony  inevitably  finds  himself  cast 
in  the  role  of  either  a plaintiff's  witness  or 
a defendant’s  witness.  Try  as  he  might  to 
be  absolutely  impartial,  he  finds  himself 
constantly  pulled  and  hauled  toward  one 
or  the  other  of  the  contending  camps  by 
opposing  counsel.  You  must  understand 
that,  in  our  adversary  system,  next  to  his 
duty  as  an  officer  of  the  Court  and  as  a 
man  of  honor,  a lawyer’s  duty  is  to  win 
his  client’s  case.  The  lawyer  knows  that  in 
personal  injury  actions,  for  example,  the 
medical  side  of  his  case  must  be  established 
through  the  medium  of  doctors.  Quite 
naturally,  he  is  going  to  emphasize  and 
play  up  those  aspects  of  his  client’s  case 
that  will  best  serve  his  purpose  and  tend 
towards  the  verdict  he  seeks.  Indeed,  if  he 
failed  to  do  so,  he  would  be  remiss  in  his 
duties. 

The  discovery  of  truth,  after  all,  is  the 
sole  objective  of  a trial.  The  discovery  of 
truth  is  the  only  means  by  which  justice 
can  be  done  and  both  of  our  professions 
are  mutually  interested  in  that  end.  After 
centuries  of  experience,  the  Anglo-Ameri- 
can method  of  seeking  truth  by  examina- 
tion and  cross-examination  has  not  been 
excelled  by  any  other  m-ethod  known  to 
man.  A better  understanding  of  the  con- 
cept of  examination  and  cross-examination 
would  be  helpful  to  every  medical  witness 
I have  ever  encountered. 

Another  reason  for  the  doctor’s  aversion 
to  the  courtroom  is  his  dislike  for  the  loss 
of  time  that  a court  appearance  means. 
Everyone  knows  that  our  doctors  are  busy 
and  that  their  time  should  not  be  wasted. 
The  Court  is  always  concerned  about  this 
matter  of  wasting  time  of  medical  witnesses 
and  I can  assure  you  that  if  the  lawyer  who 
is  calling  you  to  the  wdtness  stand  wishes 
to  be  considerate,  he  can  usually  plan  the 
timing  of  his  case  and  make  the  necessary 
arrangements  with  the  Court  to  have  you 
put  on  at  a designated  time  or  on  short 
notice.  If  this  is  not  done  the  next  time 
you  are  subpoenaed,  demand  it  of  counsel. 
It  is  your  privilege  and  I think  you  will 


find  that  the  Court  will  support  your  de- 
mand, even  though  you  be  under  subpoena 
to  attend  the  Court  generally. 

Now,  since  lawsuits  and  lawyers  cause  so 
much  distress  among  members  of  your  pro- 
fession, perhaps,  as  a representative  of  my 
profession,  I may  make  amends  somewhat 
by  a few  suggestions,  based  upon  my  ob- 
servations as  a trial  judge,  as  to  how  best 
to  meet  this  ordeal  from  which  cool  and 
courageous  physicians,  men  who  face  and 
battle  death  daily  with  equanimity,  seem 
to  shrink. 

I think  the  primary  thing  every  physi- 
cian should  remember,  as  he  enters  the 
portals  of  the  courtroom,  is  that  he  is  re- 
vered and  respected  by  every  person  in  that 
courtroom  because  he  is  a doctor  of  medi- 
cine. If  that  reverence  and  respect  are  in 
any  way  lessened  before  the  physician 
leaves  the  courtroom,  it  can  only  be  the 
fault  of  the  physician  himself. 

I suggest  to  every  doctor  that  adequate 
preparation  for  the  trial  is  the  complete 
answer.  No  lawyer,  no  matter  hov/  versa- 
tile he  may  be  nor  how  much  he  may  have 
crammed,  can  possibly  be  as  well  prepared 
as,  or  a match  for,  the  physician  if  he  too 
is  prepared  for  the  examination.  The  ad- 
ministration of  justice  and  the  physician’s 
duty  to  his  patient  require  that  the  doctor 
come  into  the  courtroom  knowing  more 
about  his  patient  and  his  patient’s  condi- 
tion than  any  other  person  there.  If  a doc- 
tor does  this  he  will  not  have  an  unpleasant 
experience  on  the  witness  stand  nor  will  he 
be  humiliated  in  the  courtroom.  It  is  only 
the  unprepared  medical  witness  who  can  be 
made  to  look  foolish  by  a lawyer  when  the 
subject  matter,  after  all,  is  within  the  wit- 
ness’ chosen  profession. 

Preparation  for  examination  at  the  trial 
includes  consultation  with  the  lawyer  who 
calls  the  physician  as  a witness  in  the  case. 
It  should  be  remembered  that  a witness  is 
not  called  to  make  a speech.  He  can  testi- 
fy only  in  response  to  questions.  For  most 
of  us,  that  is  a very  unusual  way  of  ex- 
pressing ourselves.  Yet  we  know,  after  cen- 
turies of  experience,  that  it  is  the  best  way 
by  which  evidence  may  be  adduced.  To 
prepare  for  this  unusual  method  of  presenta- 
tion, doctors  should  insist  upon  an  inter- 
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view  with  counsel  before  testifying.  The 
lawyer,  I am  certain,  will  always  welcome  a 
pretrial  conference. 

Now,  of  course,  it  is  cross-examination 
by  opposing  counsel  that  the  physician 
finds  most  objectionable  in  his  courtroom 
role.  It  is  usually  cross-examination  that 
leads  to  discomfiture  to  the  unprepared 
witness.  Your  testimony  on  direct  exami- 
nation may  show  such  preparation  and  may 
carry  conviction  to  such  a degree  that  the 
lawyer  on  the  other  side  asks  no  questions 
at  all.  As  a rule,  however,  counsel  with  the 
duty  of  cross-examination  may  attempt 
several  things; 

The  cross-examiner  may  try  to  discredit 
the  value  of  your  testimony  as  an  expert. 
Your  opinion  may  differ  from  that  of  the 
writer  of  a textbook.  It  has  been  said  that 
all  textbooks  are  out  of  date  by  the  time 
they  are  published,  but  there  seems  to  be 
an  aura  of  authority  surrounding  the 
printed  page.  The  good  medical  witness 
never  hesitates  to  differ  with  the  textbook 
writer  if  he  can  give  good  reasons  for  his 
opinion.  If  he  is  prepared  and  has  antici- 
pated the  question,  he  may  even  be  pre- 
pared with  another  textbook  to  support  his 
view. 

Sometimes  you  will  be  faced  with  the 
general  statement  of  the  cross-examiner 
that  it  is  only  human  to  make  mistakes, 
and  after  all.  Doctor,  you  are  not  super- 
human, are  you?  If  you  get  the  chance, 
your  best  reply,  I think,  is  that  you  have 
considered  the  various  other  possibilities, 
rejected  them,  and  chosen  the  one  you  have 
put  forward.  To  do  this  successfully  means 
that  you  must  be  prepared  to  give  reasons 
for  your  belief,  and  that  again  implies  me- 
ticulous preparation. 

At  times  the  cross-examiner  will  attempt 
to  discredit  your  opinion  by  comparing  it 
with  the  opinion  of  some  other  local  physi- 
cian. Sometimes  you  will  be  told  “Dr.  — 
this  morning.  Dr.  XY  said  thus  and  so;  do 
you  think  he  is  wrong?”  In  reply  to  this 
type  of  approach  by  the  cross-examiner  one 
may  simply  say  that  one  can  only  accept 
responsibility  for  one’s  own  opinions  and 
beg  to  be  excused  from  commenting  on  the 
opinions  of  another  doctor.  This  demurrer 
will  generally  close  the  subject  and  it  will 


have  the  Court’s  understanding  and  sup- 
port. 

There  are  two  questions,  sometimes 
heard  during  cross-examination,  which  are 
considered  unfair  and  reprehensible.  I have 
watched  these  questions  cause  consterna- 
tion on  the  part  of  the  inexperienced  medi- 
cal witness. 

One  question  goes  like  this:  “Doctor, 
isn’t  it  true  that  you  have  agreed  to  ac- 
cept a fee  for  your  appearance  and  testi- 
rnony  here  today?”  The  inexperienced 
medical  witness  is  often  not  quite  certain 
how  an  admission  of  payment  is  going  to 
be  taken  by  the  Court  and  jury.  Of  course, 
there  is  nothing  improper  about  a reason- 
able fee  for  the  expert  witness  and  it  is 
considered  unfair  of  counsel  to  attempt  to 
imply  otherwise  to  the  jury  by  asking  the 
question. 

The  other  question  which  often  causes 
undue  concern  is  this  one:  “Is  it,  or  is  it 
not  true.  Doctor,  that  you  discussed  your 
testimony  with  the  lawyer  on  your  side  of 
this  case  just  before  Court  opened  this 
morning?”  Again,  there  is  the  implication 
to  the  jury  that  a physician  does  something 
wrong  by  discussing  the  case  with  counsel. 
These  are  unfair  tactics  and  I have  taken 
the  occasion  to  caution  counsel  about  this 
practice  when  it  has  occurred  in  any  case 
before  me.  A medical  witness  should  never 
let  either  of  these  two  questions  cause  him 
to  become  disconcerted. 

There  are  certain  pet  questions  favored 
by  the  expert  cross-examiner  which  are  of 
the  “when  did  you  lick  your  wife  last” 
category.  For  example,  the  doctor  may  be 
questioned  as  to  his  relationship  or  friend- 
ship with  the  party  or  his  attorney.  He 
may  be  asked  whether  he  was  subpoenaed 
for  appearance  in  Court.  If  not  sub- 
poenaed, that  indicates  close  friendship 
with  the  party  or  his  attorney.  On  the 
other  hand,  if  the  doctor  was  subpoenaed, 
that  indicates  lack  of  confidence  in  the  doc- 
tor or  that  the  medical  bill  has  not  been 
paid;  and  if  the  bill  has  not  been  paid,  that 
indicates  bias  and  interest  in  the  outcome 
of  the  proceeding.  Under  this  type  of  at- 
tack, the  witness  is  completely  at  the  mercy 
of  the  examiner.  The  witness  must  not  feel 
too  frustrated,  however,  and  must  rely  on 
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counsel  to  clear  away  all  debris  in  his  re- 
direct examination  or  upon  summation  to 
the  jury. 

The  cross-examining  attorney  must 
never  be  looked  upon  by  the  doctor  as  an 
opponent  with  whom  to  match  wits.  The 
doctor  is  not  on  an  equal  footing  because 
he  has  different  ground  rules.  You  are  not 
permitted  to  argue  with  counsel.  You  can 
only  answer  his  questions.  The  important 
thing  is  to  avoid  becoming  flustered  or 
angry.  I have  often  seen  a medical  witness 
make  a good  impression  through  a long  ex- 
amination only  to  destroy  it  in  the  last  few 
seconds  by  losing  his  temper  at  what  he 
considers  to  be  some  inane  question  or  per- 
sonal affront. 

The  medical  witness  must  keep  in  mind 
at  all  times  the  first  reason  for  his  being  in 
Court  at  all.  It  is  to  enlighten  the  judge 
and  the  jury  on  the  facts  of  the  case.  His 
prime  duty,  therefore,  is  to  make  use  of  the 
simplest  possible  language  to  express  his 
thoughts.  All  medical  men  have  a technical 
vocabulary  they  use  as  a means  of  com- 
munication among  themselves.  The  judge 
and  the  jury  lack  this  equipment. 

The  doctor  should  therefore  see  to  it 
that  judge  and  jury  both  understand  what 
he  has  to  say.  He  must  use  terms  a layman 
can  understand.  In  the  courtroom,  the 
“thigh  bone”  or  the  “arm  bone”  is  better 
than  “femur”  or  “humerus”,  “wrist”  is  bet- 
ter than  “carpus”  and  “spine”  is  better  than 
“vertebral  column”.  The  choice  of  the 
words  of  the  layman  is  apt  to  go  against 
the  grain,  I know,  for  there  is  a loss  of  pre- 
cision. Some  loss  of  precision,  however,  is 
preferable  to  a state  of  things  where,  though 
precision  may  have  its  place  in  your  mind, 
the  judge  or  jury  has  been  left  in  a condi- 
tion of  hopeless  confusion. 

It  is  important  for  the  expert  witness  to 
remember  that  he  is  not  presenting  a scien- 
tific paper.  He  is  trying  to  convey  the  truth 
to  someone  else,  who  is  desperately  anxious 
to  learn  the  truth.  Sometimes  the  judge 
may  call  for  amplification  of  some  state- 
ment you  have  made.  The  interruption 
should  be  welcomed,  and,  even  to  the  learn- 
ed judge,  the  simplest  possible  phrases 
should  he  used. 


I cannot  give  you  a complete  description 
of  the  good  witness.  Generally  speaking, 
the  forthright  individual  who  speaks  clear- 
ly, simply  and  briefly  and  answers  only  the 
questions  asked  of  him  makes  by  far  the 
best  impression.  Truth,  simplicity,  brevity, 
candor,  these  are  the  cardinal  virtues  of 
the  good  witness.  The  good  medical  wit- 
ness, in  my  opinion,  also  knows  how  to  say: 
“I  do  not  know”. 

But  above  all,  the  good  medical  witness 
speaks  in  every-day  language.  I have  seen 
juries  sit  up  expectantly  when  a doctor  is 
called  to  the  witness  box  and  then  gradual- 
ly lose  interest  as  he  proceeds  to  describe 
the  case  in  technical  language.  He  might 
as  well  have  been  speaking  in  a foreign 
language.  Not  only  is  the  attention  of  the 
jury  lost,  but  the  captive  audience,  the 
judge  and  jury,  cannot  help  but  become 
irritated  by  being  asked  to  listen  to  what 
they  cannot  understand. 

And  so,  although  we  “rib”  each  other 
on  the  subject,  everyone  will  agree,  I think, 
that  the  two  professions  have  mutual  prob- 
lems which  should  be  seriously  considered 
for  the  sake  of  the  improvement  of  the  ad- 
ministration of  justice.  There  should  be 
brought  to  the  physician  an  awareness  and 
understanding  of  the  many  situations  in 
which  the  paths  of  law  and  medicine  cross 
and  an  appreciation  of  the  methods  by 
which  the  law  approaches  these  situations. 
It  is  apparently  human  nature  to  fear  and 
distrust  that  which  is  not  thoroughly  under- 
stood. To  the  extent,  therefore,  that  phy- 
sicians understand  the  general  purposes  and 
goals  of  the  lawyer’s  technique  they  lose 
their  fear  and  distrust  of  legal  situations 
and  become  more  cooperative.  This  is 
equally  true  so  far  as  lawyers  and  an  un- 
derstanding of  the  techniques  of  science 
are  concerned. 

We  cannot  do  very  much  in  the  field  of 
education,  although  there  does  seem  to  be 
some  improvement  in  the  curricula  of  the 
medical  schools  and  the  law  schools  along 
these  lines.  We  can,  however,  work  toward 
improvement  on  the  local  level  by  closer 
association  of  the  Medical  Society  of  Dela- 
ware and  the  Delaware  Bar  Association.  A 
joint  meeting  of  the  two  organizations  oc- 
casionally, or  a joint  standing  committee,  or 


January,  1956 


Delaware  State  Medical  Journal 


13 


a seminar  once  a year,  any  of  these  should 
be  gratifying  to  both  professions  and  bene- 
ficial to  the  public.  The  theme  of  such 
programing  could  well  be:  “Let  us  under- 
stand each  other.” 

To  the  extent  that  understanding  over- 
comes the  doctor’s  traditional  fear  of  the 
courtroom  and  enables  him  to  appreciate 
the  lawyer’s  problems,  to  that  extent  the 
doctor  may  be  more  receptive  to  the  law- 
yer’s request  for  assistance  in  the  search  for 
truth.  To  the  extent  that  the  attorney,  by 
understanding,  becomes  aware  of  the  phy- 
sician’s problems,  to  that  extent  he  will  be 
able  to  deal  with  the  physician  more  tact- 
fully and  with  better  chance  of  success. 

I hope  that  our  two  groups  may  draw  to- 
gether in  the  interest  of  the  administration 
of  justice. 


THE  MONTH  IN  WASHINGTON 

Washington,  D.  C. — The  second  session 
of  the  eighty-fourth  Congress  is  under  way, 
and  in  medical  legislation — as  in  all  other 
fields — this  promises  to  be  much  livelier 
than  last  year’s  deliberations. 

For  one  thing,  neither  the  Republican 
administration  nor  the  Democratic  party, 
which  is  in  control  on  Capitol  Hill,  got  any- 
where near  as  much  as  it  wanted  last  year 
in  medical  legislation. 

For  another  thing,  and  something  that 
shouldn’t  be  lost  sight  of  at  any  time,  both 
parties  this  year  will  be  legislating  with  one 
eye  cocked  toward  next  November,  when 
the  voters  make  a choice  between  the  two 
parties.  Try  as  they  might  to  pass  laws  for 
the  good  of  all  the  people,  neither  party  can 
afford  to  ignore  the  political  realities  of  the 
situation:  each  will  want  to  take  credit  for 
any  legislation  with  popular  appeal  or  where 
that  is  impossible,  at  least  to  see  that  the 
other  party  doesn’t  get  the  credit. 

In  front  of  this  political  mosaic,  these  are 
some  of  the  medically-important  issues  that 
will  be  fought  out  in  Senate  and  House: 

1.  Federal  guarantee  of  mortgages  on 
health  facilities.  This  has  been  on  the  Con- 
gressional calendar  for  two  years;  it  was 
pushed  hard  in  1954,  and  was  given  some 
consideration  in  1955.  It  would  mean  that 
the  federal  government  would  underwrite 
mortgages  for  hospitals,  clinics  and  nursing 


homes,  under  certain  conditions,  thereby 
allowing  some  sponsors  to  obtain  loans  they 
couldn’t  otherwise  get,  or  to  obtain  them 
on  longer  terms  and  with  lower  interest. 

2.  Federal  grants  for  research  facilities. 
Under  this  plan — approved  last  session  by 
the  Senate — the  U.S.  would  make  outright 
grants  to  laboratories,  medical  schools  and 
clinics  for  building  facilities  for  research  in 
specific  diseases,  such  as  cancer  and  heart 
disease. 

3.  Federal  aid  to  medical  education.  This 
perennial  project  probably  is  closer  to  Con- 
gressional enactment  now  than  ever  before. 
The  most  popular  bill  is  one  restricting  the 
federal  role  to  grants  for  building  and  equip- 
ment, with  a financial  incentive  held  out  to 
those  schools  willing  to  increase  their  en- 
rollment. This  bill  may  be  tied  in  with 
some  other  grants  bill,  such  as  the  one  for 
research. 

4.  Salk  vaccine.  Legislation  authorizing 
federal  appropriations  for  the  purchase  of 
Salk  poliomyelitis  vaccine  ($30  million  for 
the  current  year)  expires  February  15,  vir- 
tually insuring  Congressional  action  of  some 
sort  before  that  date.  One  issue  is  whether 
the  federal  government  should  continue  the 
grants;  more  controversial  is  the  question 
of  whether  the  U.S.  should  move  in  to  con- 
trol the  allocation  and  distribution  of  the 
vaccine.  Allocation  and  distribution  now 
are  handled  under  a voluntary  program  sup- 
ervised by  the  U.S.  Public  Health  Service. 

5.  Increases  in  federal  appropriations  for 
medical  research.  Over  the  last  few  years — 
since  the  National  Institutes  of  Health 
came  of  age — Congress  repeatedly  has  in- 
creased research  grants  over  the  amounts 
the  Budget  Bureau  allowed  Public  Health 
Service  to  request.  Indications  are  that 
this  year  the  Budget  Bureau  may  have  to 
give  way  and  allow  important  increases  to 
be  requested  of  Congress.  Congress  prob- 
ably would  want  to  add  on  its  own  special 
additions  anyway,  resulting  in  more  money 
than  ever  before  available  for  work  on 
cancer,  heart  disease,  mental  illness,  arth- 
ritis, blindness  and  the  many  other  condi- 
tions. 

6.  OASI-covered  persons  could  receive 
payments  beginning  at  age  50  if  determined 
to  be  disabled.  Under  present  law  retire- 
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ment  payments  for  all  are  available  at  age 
65.  The  bill  containing  this  provision  (H.R. 
7225)  passed  the  House  last  session  by  an 
overwhelming  margin.  It  is  now  before  the 
Senate  Finance  Committee,  where  the  next 
phase  of  the  legislative  contest  will  be 
fought  out  in  1956. 

The  lop-sided  House  vote  on  disability 
payments  may  be  discounted  in  part  be- 
cause of  the  parliamentary  maneuvering  by 
sponsors  of  the  legislation.  House  members 
had  only  40  minutes  to  debate  this  bill,  and 
no  opportunity  to  amend  it.  It  was  a case 
of  accepting  the  whole  bill — which  contains 
a number  of  other  social  security  liberaliza- 
tions not  of  medical  significance — or  being 
politically  damned  as  opposed  to  social 
security  per  se. 

The  American  Medical  Association  main- 
tains that  the  present  expanding  rehabilita- 
tion programs  would  be  undermined  by  cash 
payments  for  disability,  that  the  financial 
and  other  long-range  aspects  of  the  dis- 
ability payments  plan  have  not  been  thor- 
oughly studied,  and  that  the  machinery 
for  disability  payments  would  inevitably 
project  the  federal  government  deeply  into 
the  medical  care  picture. 


POLIO  AHEAD 

Delaware  will  still  have  polio  problems 
in  1956.  The  Salk  vaccine  is  a major  weap- 
on against  paralytic  poliomyelitis,  but  it 
has  not  yet  won  the  war  against  this  dis- 
ease. 

Continuing  cooperation  of  physicians 
must  be  had  both  in  administering  the  vac- 
cine and  in  caring  for  patients  already  par- 
alyzed and  who  will  be  paralyzed  in  spite 
of  the  vaccine.  The  Salk  vaccine  is  not 
100%  effective  and  it  will  take  consider- 
able time  yet,  perhaps  years,  before  all  in- 
dividuals most  susceptible  to  paralytic  pol- 
iomyelitis can  be  fully  immunized  against 
it. 

The  National  Foundation  for  Infantile 
Paralysis,  supported  solely  through  public 
contributions  to  its  January  March  of 
Dimes,  has  made  an  enviable  record,  both 
in  this  state  and  nationwide,  for  meeting 
the  problems  posed  by  paralytic  polio.  In 
1955  the  March  of  Dimes  gave  44,000  cc. 


of  Salk  vaccine  without  charge  to  the  state 
of  Delaware  to  initiate  a statewide  vaccina- 
tion program. 

The  results  already  reported  from  the  use 
of  the  vaccine  are  most  encouraging  but 
they  must  not  be  allowed  to  blind  the  eye 
of  the  medical  profession  to  the  road  that 
still  lies  ahead.  There  remains  a great 
need  for  additional  research  to  improve  the 
Salk  vaccine,  to  determine  the  duration  of 
immunity  it  effects  (and  conversely  to  de- 
termine the  need  for  “booster  shots”)  and 
to  provide  the  best  possible  treatment  for 
patients  already  or  yet  to  be  involved  with 
paralytic  poliomyelitis.  There  is  also  a vast 
need  for  the  professional  education  of 
young  men  and  women  who  will  contribute 
to  the  necessary  research  and  help  give  the 
needed  treatment. 

To  pay  for  research,  education,  and  aid 
to  polio  patients  the  March  of  Dimes  needs 
$47,600,000  in  1956.  Delaware  physicians, 
knowing  both  the  need  and  the  record,  will 
want  to  support  and  urge  their  patients  to 
support  the  1956  March  of  Dimes  in  their 
own  communities. 

A brief  review  of  the  record  of  the  Na- 
tional Foundation  for  Infantile  Paralysis 
in  Delaware,  where  it  has  three  local  chap- 
ters, should  help  to  orient  physicians  to  the 
many  services  to  patients  and  the  profes- 
sions which  have  been  made  possible  by 
the  March  of  Dimes  since  1938,  when  the 
National  Foundation  was  founded. 

Over  $310,000  has  been  spent  in  Dela- 
ware by  local  chapters  for  the  care  of  polio 
patients. 

A total  of  12  National  Foundation 
scholarships  and  fellowships  have  been 
awarded  to  Delaware  residents. 


The  diagnosis  of  active  pulmonary  tuber- 
culosis is  not  a simple  decision  and  may 
be  equally  troublesome  for  the  family 
physician  and  for  the  medical  specialist. 
This  is  true  when  tuberculosis  is  the  only 
disease  to  be  considered.  How  much  more 
perplexing  is  the  problem  when  the  disease 
occurs  in  the  course  of  other  long-term 
illnesses.  Abraham  Gelperin,  M.D.,  Dr.  P. 
H.,  Leon  J.  Galinsky,  M.D.,  and  Albert 
P.  Iskrant,  M.D.,  Pub.  Health  Rep.,  Au- 
gust, 1955. 
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Our  New  Assistant  “Ex  Sec” 

The  House  of  Delegates  of  the  Medical 
Society  of  Delaware  at  its  1955  meeting 
voted  to  engage  a full-time  assistant  for  the 
present  executive  secretary,  who  has  func- 
tioned for  the  past  eight  years  on  a part- 
time  basis.  The  House  expressed  a prefer- 
ence for  a Delaware  layman,  who  could 
manage  its  public  and  legislative  relations, 
together  with  other  duties,  rather  than 
somebody  from  another  state  who  would 
have  to  learn  the  Delaware  picture  de  novo. 
The  Council  has  secured  the  services  of 
such  an  individual  who,  though  young  and 
of  limited  experience  in  some  fields,  gives 
great  promise  for  the  future. 

The  new  appointee,  whose  appointment 
becomes  effective  on  February  1st  is  Mr. 
Lawrence  C.  Morris,  Jr.,  whose  home  is  at 
1301  N.  Jackson  Street,  Wilmington.  Mr. 
Morris  graduated  from  Tower  Hill  School, 


and  received  his  bachelor’s  degree  from 
Haverford  College  in  1953,  where  he  was  in 
the  top  one-fourth  of  his  class.  Mr.  Morris 
has  had  experience  in  the  fields  of  radio, 
advertising,  and  public  relations.  His  per- 
sonality is  most  pleasing  and  he  has  the 
ability  to  make  friends  quickly.  He  is  an 
Episcopalian,  and  unmarried. 

We  feel  sure  that  Mr.  Morris  will  become 
a real  asset  to  our  Society.  It  behooves 
every  officer  and  every  member  to  give  him 
the  fullest  cooperation  and  support. 

A Tactical  Blunder 

It  has  often  been  said  that  a Society  is 
as  good  as  its  secretary.  With  this  state- 
ment we  fully  agree.  But  a good  secretary 
becomes  a better  secretary — with  added 
experience.  In  recent  years  the  Kent  and 
Sussex  County  Medical  Societies  have  been 
in  the  habit  of  changing  their  secretaries 
almost  every  year.  This  we  believe  to  be  a 
tactical  blunder.  Generally  it  takes  more 
than  one  year  for  the  man  to  learn  what 
reports  are  to  be  made,  and  when  and 
where  to  make  them;  what  elections  are  to 
be  held,  and  when;  and  many  other  items 
that  make  for  the  efficient  management  of 
his  office.  After  a few  years  the  work  is  no 
longer  a burden  but  a mere  routine. 

From  1901  to  1955,  inclusive,  the  New 
Castle  County  Medical  Society  has  had 
eighteen  secretaries,  or  an  average  tenure 
of  three  years.  In  that  half  century  there 
was  one  secretary  who  served  ten  years, 
another  six  years,  and  two  others  five  years 
each.  Subtracting  these  four  men  and  their 
twenty-six  years,  we  have  left  twenty-nine 
years  for  fourteen  men — an  average  of  two 
years. 

In  the  Medical  Society  of  Delaware  there 
was  one  fifty  year  period  during  which  only 
three  secretaries  served — seventeen  years 
each!  While  we  are  not  expecting  to  have 
many  such  seventeen  year  men  these  hectic 
days,  we  do  sincerely  hope  we  can  return  to 
the  tenures  of  five,  six,  or  even  ten  years. 
It  would  be  a very  good  thing  for  the 
County  Societies,  and  a better  thing  for 
the  State  Society  and  the  A.M.A.  Let’s 
do  it! 
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A.M.A.  HOUSE  OF  DELEGATES 
NOV.  29 -DEC.  2,  1955 

Boston,  Mass.,  Dec.  2 — Social  security, 
the  report  of  the  Committee  on  Medical 
Practices,  grievance  committees  and  revi- 
sions of  the  code  of  medical  ethics  were 
among  the  major  subjects  of  discussion  and 
action  by  the  House  of  Delegates  at  the 
American  Medical  Association’s  Ninth  Clin- 
ical Meeting  held  Nov.  29  - Dec.  2 in 
Boston. 

Named  as  the  1955  General  Practitioner 
of  the  Year  was  Dr.  E.  Roger  Samuel  of 
Mount  Carmel,  Pa.,  whose  selection  by  a 
special  committee  of  the  Board  of  Trustees 
was  announced  at  the  opening  session  on 
Tuesday.  Dr.  Samuel,  a former  member  of 
the  House  of  Delegates  and  a general  prac- 
titioner for  35  years,  received  the  medal 
and  citation  presented  annually  for  com- 
munity service  by  a family  doctor. 

Dr.  Gunnar  Gundersen,  A.M.A.  Board 
Chairman,  who  made  the  award  to  Dr. 
Samuel,  also  presented  a special  citation  to 
Dr.  Torald  Sollmann  of  Cleveland,  Ohio, 
charter  member  of  the  A.M.A.  Council  on 
Pharmacy  and  Chemistry  for  over  50  years 
and  its  chairman  since  1936.  Dr.  Sollmann, 
81  years  old,  was  honored  for  his  “out- 
standing service  to  the  medical  profession 
and  on  behalf  of  the  advancement  of  med- 
ical science.” 

Total  registration  at  the  end  of  the  third 
day  of  the  meeting  had  reached  7,027,  in- 
cluding 3,672  physicians. 

Social  Security 

Major  legislative  policy  action  taken  at 
the  Boston  meeting  involved  H.R.  7225, 
known  as  the  Social  Security  Amendments 
of  1955.  This  bill,  which  was  passed  last 
summer  by  the  U.  S.  House  of  Representa- 
tives and  is  now  pending  before  the  Senate 
Finance  Committee,  includes  a proposal  for 
federal  cash  benefits  to  selected  individuals 
judged  to  be  permanently  and  totally  dis- 
abled. The  House  of  Delegates  adopted  a 
substitute  resolution  proposed  by  the  Refer- 
ence Committee  on  Legislation  and  Public 
Relations  to  combine  the  intent  of  four  reso- 
lutions and  three  supplementary  reports  of 
the  Board  of  Trustees  dealing  with  H.R. 
7225  and  other  aspects  of  Social  Security. 


The  substitute  resolution  stated  the  fol- 
lowing policy: 

“That  the  American  Medical  Association 
reiterate  in  the  strongest  possible  terms  its 
determination  to  resist  any  encroachment 
upon  the  American  system  of  medical  prac- 
tice which  would  be  detrimental  to  our 
patients,  the  American  people; 

“That  the  American  Medical  Association 
urge  and  support  the  creation  of  a well- 
qualified  commission,  either  governmental 
or  private  or  both,  to  make  a thorough, 
objective  and  impartial  study  of  the  eco- 
nomic, social  and  political  impact  of  Social 
Security,  both  medical  and  otherwise,  and 
that  the  facts  developed  by  such  a study 
should  be  the  sole  basis  for  objective  non- 
political improvements  to  the  Social  Secur- 
ity Act,  for  the  benefit  of  all  the  American 
people; 

“That  the  American  Medical  Association 
pledges  its  wholehearted  cooperation  in  such 
a study  of  Social  Security  in  the  United 
States,  and  will  devote  its  best  efforts  to 
procuring  and  providing  full  information  on 
the  medical  aspects  of  disability,  rehabilita- 
tion and  medical  care  of  the  disabled,  and 

“That  copies  of  this  resolution  be  trans- 
mitted to  the  President  of  the  United 
States,  to  all  members  of  the  Cabinet,  to 
all  members  of  the  Congress,  and  to  all 
constituent  state  medical  associations.” 

OASI  Coverage  of  Physicians 

In  another  action  on  social  security,  the 
House  Passed  the  following  resolution  de- 
signed to  determine  the  exact  attitude  of 
physicians  toward  compulsory  or  voluntary 
coverage  under  the  social  security  system: 

“Whereas,  Misunderstanding  exists  about 
the  position  of  the  medical  profession  on  the 
question  of  the  inclusion  of  physicians  in 
the  Old  Age  and  Survivors  Insurance  pro- 
visions of  the  Social  Security  Act;  therefore 
be  it 

“Resolved,  That  the  House  of  Delagates 
of  the  American  Medical  Association  re- 
commend to  state  societies  that  they  poll 
their  entire  membership  on  this  question 
and  that  the  results  of  the  poll  be  transmit- 
ted to  the  Board  of  Trustees  of  the  Amer- 
ican Medical  Association  as  soon  as 
possible.” 


January,  1956 


Delaware  State  Medical  Journal 


17 


Report  on  Medical  Practices 

The  House  passed  a substitute  resolution 
jffered  by  the  Reference  Committee  on  In- 
surance and  Medical  Service  to  implement 
;he  findings  and  recommendations  of  the 
Committee  on  Medical  Practices  (Truman 
Committee),  which  studied  the  basic  causes 
eading  to  certain  unethical  practices  and 
infavorable  publicity.  The  resolution, 
idopted  with  the  proviso  that  it  is  subject 
:o  review  by  legal  counsel,  includes  the  fol- 
owing  points: 

“That  a Continuing  Committee  on  Med- 
cal  Practice  be  created  in  the  American 
VIedical  Association  to  conduct  a study  of 
he  relative  value  of  diagnostic,  medical 
md  surgical  services  and  to  report  its 
indings  and  recommendations  to  this  House 
n the  same  manner  as  is  now  followed  by 
)ther  committees  and  councils  of  the  Asso- 
riation; 

“That  this  committee  shall  consist  of  five 
nembers  of  the  House  appointed  by  the 
Speaker,  three  of  whom  shall  be  general 
Dractitioners;  . . . 

“That  this  committee  be  directed  to 
itilize  all  possible  means  to  stimulate  the 
ormation  of  a department  of  general  prac- 
tice in  each  medical  school; 

“That  the  American  Medical  Association 
ipprove  of  the  medical  school  teaching  pro- 
grams which  afford  the  medical  student 
>pportunity  for  experience  in  the  general 
jractice  of  medicine; 

“That  the  representatives  of  the  Amer- 
can  Medical  Association  on  the  Joint  Com- 
nission  on  Accreditation  of  Hospitals  be 
nstructed  to  stimulate  action  by  that  body 
eading  to  the  warning,  provisional  ac- 
reditation  or  removal  of  accreditation  of 
ommunity  or  general  hospitals  which  ex- 
lude  or  arbitrarily  restrict  hospital  privi- 
eges  for  generalists  as  a class  regardless  of 
heir  individual  professional  competence, 
ifter  appeal  to  the  Commission  by  the 
bounty  Medical  Society  concerned; 

“That  this  committee  cooperate  in  every 
vay  and  assist  the  Public  Relations  Dept- 
nent  of  the  American  Medical  Association 
o present  a program  of  public  education 
lesigned  to  bring  about  a better  under- 


standing of  all  fields  of  medical  practice, 
and 

“That  this  committee  use  its  full  in- 
fluence to  discourage  any  arbitrary  restric- 
tions by  hospitals  against  general  practi- 
tioners as  group  or  as  individuals.” 

In  a complementary  action  on  the  same 
subject,  the  House  also  approved  a supple- 
mentary report  of  the  Board  of  Trustees 
which  included  the  following  suggestions: 

1.  All  non-surgical  groups  should  be  ask- 
ed for  their  suggestions  and  cooperation  in 
carrying  out  a public  education  program  on 
the  value  of  diagnostic  and  medical  work. 

2.  The  various  specialty  boards  should 
be  encouraged  to  reappraise  the  practice  re- 
strictions on  their  board  diplomates. 

3.  The  American  Medical  Association 
should  continue  to  discourage  arbitrary  re- 
strictions by  hospitals  against  general  prac- 
titioners. 

4.  Organized  medicine  is  “ready,  willing 
and  able  to  solve  satisfactorily  its  own  prob- 
lems, and  such  assurance  should  be  given 
to  the  American  Hospital  Association  or 
any  other  group  concerning  itself  with  such 
problems.” 

Guides  for  Grievance  Committees 

The  House  approved  the  report  of  the 
Committee  to  Recommend  Guides  for  Grie- 
vance or  Mediation  Committees  and  com- 
mended the  committee  for  “their  superb 
approach  to  this  problem.”  Purpose  of  the 
guides  is  “to  promote  general  uniformity 
of  organization  and  function  of  grievance 
committees — and  better  understanding  of 
their  purposes — without  interfering  with 
the  inherent  autonomy  of  constituent  medi- 
cal associations.  Consituent  associations 
are  therefore  urged  to  implement  these 
guides  without  delay.” 

The  Reference  Committee  on  Miscellane- 
ous Business  made  the  following  recom- 
mendations which  were  adopted  by  the 
House : 

“Your  reference  committee  desires  to 
support  the  recommendations  that  a bro- 
chure be  published  promptly  which  will 
outline  the  recommendations  regarding  the 
activities  of  Grievance  Committees  and  that 
this  brochure  be  given  wide  distribution. 
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“We  recommend  also  that  there  be  an 
appendix  to  this  brochure  in  which  addi- 
tional, practical  suggestions  shall  be  in- 
cluded. 

“We  desire  also  to  support  the  contention 
that  there  should  be  no  equivocation  con- 
cerning the  naming  of  such  committees  and 
we  recommend  that  a uniform  policy  be 
adopted  in  which  they  are  called  frankly 
‘Grievance  Committtees.’ 

“Finally,  your  reference  committee  re- 
commends that  because  of  the  many  vari- 
ables, including  the  laws  of  the  several 
states,  which  may  influence  the  operations 
or  procedures  followed  by  State  Grievance 
Committees,  legal  counsel  shall  be  sought 
at  the  local  level  within  the  states.” 
Medical  Ethics 

A proposed  revision  of  the  “Principles  of 
Medical  Ethics  and  Precepts  of  Manners 
of  the  American  Medical  Association”  was 
submitted  to  the  House  by  the  Council  on 
Constitution  and  Bylaws.  The  following 
reference  committee  suggestion  was  adopted 
by  the  House: 

“In  discussion  it  became  evident  that 
there  was  need  for  wide  distribution  of 
these  principles  and  careful  study  of  the 
proposed  changes  not  only  by  this  Reference 
Committee  but  also  by  all  members  of  the 
House  and  in  fact  all  members  of  the  As- 
■sociation.  It  seemed  desirable  also  that  the 
two  Councils  (Council  on  Constitution  and 
Bylaws  and  the  Judicial  Council)  should 
meet  in  joint  session  to  consider  these  pro- 
posals. Your  Reference  Committee  there- 
fore recommends  that  these  proposals  be 
tabled  for  further  consideration  at  the  next 
annual  session  of  the  House  to  be  held  in 
Chicago  in  June,  1956. 

“In  the  meantime,  it  is  recommended 
that  these  proposals  in  their  entirety  be 
widely  publicized  and  that  consideration  be 
given  to  publishing,  in  the  Journal  of  the 
American  Medical  Association  and  also  in 
state  medical  journals,  these  proposed 
changes  in  the  Principles.  It  is  also  recom- 
mended that  consideration  be  given  to  the 
mailing  of  copies  to  each  member  of  the 
Association.  Finally,  your  Reference  Com- 
mittee recommends  that  prior  to  the  meet- 
ing in  Chicago  next  June  the  Council  on 
Constitution  and  Bylaws  and  the  Judicial 


Council  meet  in  joint  session  to  consider 
these  proposed  changes.” 

In  another  action  on  revisions  of  medical 
ethics,  the  House  also  approved  a plan  re- 
quiring that  all  resolutions  dealing  with 
changes  in  the  Principles  of  Medical  Ethics 
shall  be  considered  over  a period  between 
sessions  of  the  House  before  final  adoption. 

Miscellaneous  Actions 

Among  many  other  actions  on  a variety 
of  other  subjects,  the  House  of  Delegates 
also: 

Recommended  that  the  Board  of  Trustees 
give  consideration  to  a dues  increase  for  all 
Association  members,  with  the  increase  de- 
signated for  contribution  to  the  American 
Medical  Education  Foundation; 

Adopted  a resolution  on  the  practice  of 
pathology  declaring  opposition  to  “the  divi- 
sion of  any  branch  of  medical  practice  into 
so-called  technical  and  professional  ser- 
vices”; 

Recommended  that  further  purchases  and 
distribution  of  Salk  polio  vaccine  be  carried 
on  by  the  presently  available  commercial 
avenues  used  for  other  immunizing  agents, 
and  that  all  vaccines,  once  proven,  should 
enter  the  usual  channels  of  distribution; 

Approved  appointment  of  the  A.M.A. 
committee  to  study  the  prevention  of  high- 
way accidents; 

Commended  the  Women’s  Auxiliary  of 
the  A.M.A.  for  its  financial  contributions 
in  support  of  medical  education  and  re- 
quested the  Auxiliary  to  continue  its  active 
efforts; 

Commended  the  Sears  Roebuck  Founda- 
tion for  its  thoughtfulness  and  foresight  in 
sponsoring  the  new  plan  for  financial  as- 
sistance in  establishing  medical  practice 
units; 

Received  progress  reports  from  the  Com- 
mission on  Medical  Care  Plans  and  from 
the  A.M.A.  Law  Department  on  its  studies 
of  professional  liability; 

Approved  a Board  of  Trustees  recom- 
mendation that  the  State  Journal  Adver- 
tising Bureau  be  separated  from  the  Amer- 
ican Medical  Association  and  be  given  full 
autonomy; 

Congratulated  the  physicians  of  Iowa 
for  their  efforts  in  supporting  the  position 
that  the  practice  of  medicine  is  the  right 


January,  1956 


Delaware  State  Medical  Journal 


19 


of  the  individual,  and 

Approved  the  selection  of  Minneapolis 
for  the  1958  Clinical  Meeting  and  Chicago 
for  the  1960  Annual  Meeting. 

Opening  Sessions 

Dr.  Elmer  Hess,  A.M.A.  President,  told 
the  opening  session  of  the  House  that  com- 
placency should  be  regarded  as  the  medical 
profession’s  greatest  enemy.  Although  good 
progress  is  being  made  in  informing  the 
public  and  the  profession  of  the  objectives 
of  organized  medicine,  he  said,  educational 
efforts  must  be  intensified  and  the  list  of 
physicians’  tangible  accomplishments  for 
the  health  benefit  of  the  public  must  be  in- 
creased. 

Dr.  Leo  H.  Bartemeier,  Chairman  of  the 
A.M.A.  Council  on  Mental  Health,  told  the 
House  that  the  new  Joint  Commission  on 
Mental  Illness  and  Health  will  be  ready  to 
embark  on  its  nation-wide  study  and  re- 
evaluation  of  the  human  and  economic 
problems  of  mental  illness  after  the  first  of 
the  year.  Dr.  Bartemeier,  who  is  Chairman 
of  the  Board  of  Trustees  of  Commission,  ap- 
peared before  the  House  to  explain  the  func- 
tions of  the  new  commission,  which  was 
organized  to  carry  out  the  Mental  Health 
Study  Act  passed  by  Congress  earlier  this 
year  without  a dissenting  vote  in  either 
house. 

Medical  Education  Contributions 

The  A.M.A.  Board  of  Trustees  announc- 
ed that  it  again  has  appropriated  $100,000 
to  be  contributed  to  the  American  Medical 
Education  Foundation  for  the  support  of 
medical  schools.  The  California  Medical 
Association  presented  a $25,000  check  to 
the  AMEF,  and  the  Utah  State  Medical 
Society  announced  an  $11,000  contribution. 
George  F.  Lull,  M.D. 
Secretary-General  Manager 
American  Medical  Association 


With  the  tuberculosis  death  rate  con- 
tinuing its  gratifying  sharp  decline,  the 
tuberculin  reaction  is  becoming  increasing- 
ly important  in  differential  diagnosis. 
James  E.  Perkins,  M.D.,  Journal-Lancet, 
April,  1955. 


BOOK  REVIEWS 

Counseling  in  Medical  Genetics.  By  Shel- 
don C.  Reed,  Director,  Dight  Institute  for 

Human  Genetics,  University  of  Minnesota. 

Pp.  268.  Cloth.  Price,  $4.00,  Philadelphia: 

W.  B.  Saunders  Company,  1955. 

Medical  genetics  counseling  based  on 
scientifically  sound  information  is  a new 
phase  in  the  field  of  general  medical  prac- 
tice. The  accumulation  and  dissemination 
of  facts  about  human  genetics  by  a center 
where  individuals  may  receive  education 
and  consequent  understanding  of  problems 
due  to  their  heredity  is  certainly  a new  and 
promising  development  in  our  complex  so- 
ciety. 

Most  of  the  questions  asked  by  patients 
revolve  about  the  subject  of  human  an- 
omalies and  how  heredity  works  for  each 
one  of  them.  The  risk  of  other  children  be- 
ing born  with  the  same  abnormality,  as 
fibrosis  of  the  pancreas,  mongolism,  nervous 
system  malformations,  club  foot,  harelip 
and  cleft  palate,  congenital  heart  disease, 
mental  retardation,  and  a host  of  others,  is 
very  important  to  the  anxious  and  dis- 
appointed parents,  who  wonder  if  they  may 
look  forward  to  having  normal  children. 

The  author  makes  no  pretense  to  com- 
pleteness in  this  small  book.  Only  traits 
which  appear  with  a frequency  of  better 
than  one  in  one  thousand  births  are  con- 
sidered. 

The  chapters  on  schizophrenia  and 
manicdepressive  psychosis  point  out  the 
importance  of  a knowledge  of  the  genetic 
history  of  individuals,  since  children  of 
schizophrenics  have  a high  incidence  of  the 
disease.  Adoption  agencies  will  certainly 
need  to  have  accurate  genetic  histories  on 
babies  they  place.  “Presumably  all  chil- 
dren from  a schizophrenic  pair  of  parents 
have  the  genes  present  which  will  allow  the 
disease  to  become  manifest  if  the  environ- 
mental situation  becomes  favorable  for  de- 
velopment of  the  disease”. 

The  book  consists  of  twenty-nine  short 
chapters,  an  appendix  listing  alphabetically 
the  type  of  inheritance  and  frequency  of 
various  diseases,  a list  of  the  literature 
cited,  and  an  index.  The  appendix  is  very 
useful  as  a reference  to  the  various  diseases 
with  an  inheritance  incidence.  Physicians 
will  find  the  material  pleasantly  presented 
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and  informative;  social  workers  and  those 
specialists  dealing  with  mental  disease  may 
find  it  of  considerable  assistance. 


The  Relief  of  Symptoms.  By  Walter  Mo- 
dell.  M.D.,  Associate  Professor  of  Clinical 
Pharmacology,  Cornell  University.  Pp.  450. 
Cloth.  Price,  $8.00,  Philadelphia:  W.  B. 

Saunders  Company,  1955. 

This  book  is  intended  as  a practical  guide 
to  the  problems  of  providing  the  patient 
with  relief  from  his  distress.  The  author 
recognizes  the  importance  of  making  an  ac- 
curate diagnosis  and  achieving  a cure,  but 
while  in  the  process  of  doing  so,  the  patient 
must  be  given  comfort  without  altering  the 
course  of  the  disease  except  to  suppress  un- 
desirable adaptive  reactions  and  without 
masking  the  course  of  the  illness. 

The  author  stresses  the  importance  of 
understanding  the  personality  of  the  pa- 
tient in  order  to  be  able  to  evaluate  suc- 
cessfully the  importance  of  the  complaint 
in  relation  to  his  disease.  The  dangers  of 
allergy  and  toxic  effects  of  drugs  are  em- 
phasized. 

The  information  presented  is  both  basic 
and  extensive.  There  are  thirty  chapters 
in  all,  the  last  one  being  on  cortisone  and 
the  masking  of  symptoms. 

While  emphasis  is  placed  on  the  relief  of 
symptoms,  the  author  of  necessity  discusses 
the  clinical  pharmacology  of  the  various 
drugs  used  in  obtaining  such  relief,  and  he 
has  done  a marvelous  piece  of  work  in  dis- 
cussing symptom  relief.  The  practicality  of 
the  information  might  have  been  further 
increased  had  he  given  a brief,  concise 
method  which  he  found  useful  for  each  ma- 
jor symptom.  The  fields  covered  are  so 
broad  that  some  of  the  statements  made 
may  not  be  based  on  actual  clinical  experi- 
ence of  the  author.  For  example,  in  the 
chapter  on  skeletal  muscle  spasm,  state- 
ments are  made  regarding  the  hazards  of 
curare  and  curare-like  drugs,  which  are  not 
consistent  with  present  day  clinical  ex- 
perience. 


Cardiac  Diagnosis  — A Physiologic  Ap- 
proach. By  Robert  F.  Rushmer,  M.D.,  As- 
sociate Professor  of  Physiology  and  Biophys- 
ics, University  of  Washington.  Pp.  447.  Cloth. 
Price,  $11:50,  Philadelphia:  W.  B.  Saunders 
Company,  1955. 

Stressing  accurate  diagnosis  as  the  prime 
objective  before  proper  therapy,  either 


medical  or  surgical,  can  be  instituted  in 
cases  of  cardiac  disease,  the  author  reviews 
early  in  this  volume  the  basic  anatomic, 
functional,  and  physical  properties  of  the 
entire  circulatory  system.  A proper  eval- 
uation cannot  be  made  by  merely  inter- 
preting the  patient’s  symptoms  and  ob- 
jective signs,  as  these  vary  considerably  in 
cardiac  diseases.  As  the  subtitle  indicates, 
the  problem  of  cardiac  diagnosis  is  dis- 
cussed through  a physiologic  approach 
delving  into  the  mechanisms  behind  car- 
diac disorders.  Greater  accuracy  in  diag- 
nosis is  thus  assured  through  the  applica- 
tion of  basic  physiologic  principles. 

The  book  is  divided  into  five  parts.  Part 

I describes  the  anatomy  and  the  functional 
character  of  each  component  of  the  cardio- 
vascular system.  The  3 chapters  of  Part 

II  are  devoted  to  the  regulation  of  the 
peripheral  vascular  system  and  of  the  heart. 
The  topics  included  in  Part  III  are  con- 
gestive failure  and  cardiac  reserve.  The 
etiology  of  congestive  heart  failure  is  dis- 
cussed in  detail.  Part  IV  presents  various 
methods  of  cardiac  diagnosis  including  their 
usefulness  and  limitations  in  clinical  prob- 
lems. Part  V fittingly  deals  with  the  diag- 
nostic procedures  discussed  previously  in 
relation  to  problems  encountered  clinically 
among  the  five  main  categories  of  heart 
disease. 

We  highly  recommend  the  book  to  all 
those  interested  in  heart  disease,  whether 
medical  student,  internist,  or  cardiac  spe- 
cialist. 


Peptic  Ulcer:  Diagnosis  and  Treatment. 
By  Clifford  J.  Barborka,  M.D.,  and  E.  Clin- 
ton Texter,  Jr.,  M.D.,  respectively.  Associate 
Professor  of  Medicine,  and  Associate  in 
Medicine,  Northwestern  University.  Cloth. 
Pp.  290,  with  33  illustrations.  Price,  $7.00, 
Boston:  Little,  Brown  and  Co.,  1955. 

This  book  is  intended  as  a ready  refer- 
ence for  the  practicing  physician  v/ho  treats 
and  guides  the  management  of  the  peptic 
ulcer  patient. 

The  authors  are  to  be  congratulated  for 
having  prepared  this  complete,  clearly  writ- 
ten, and  systematically  outlined  story  of 
the  diagnosis  and  treatment  of  peptic  ulcer 
in  all  of  its  phases.  The  detailed  drug  and 
dietary  procedures  outlined  are  very  help- 
ful to  the  reader  who  is  looking  for  the 
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latest  opinions  in  the  treatment  of  peptic 
ulcer.  The  extensive  clinical  experience  of 
the  authors  is  apparent  in  the  concise 
method  by  which  the  information  is  pre- 
sented. 

Bibliography  is  supplied  at  the  end  of 
each  chapter;  an  appendix  of  recipes  for 
foods  commonly  used  in  peptic  ulcer  man- 
agement, together  with  sample  menus,  add 
to  the  practical  value  of  this  book.  It  is 
highly  recommended  to  the  practicing  phy- 
sician. 


Ion  Exchange  and  Adsorption  Agents  in 
Medicine:  The  Concept  of  Intestinal  Bio- 
nomics. By  Gustav  J.  Martin,  Sc.D.,  Re- 
search Director,  National  Drug  Company, 
Philadelphia.  Pp.  333,  with  26  illustrations. 
Cloth.  Price,  $7.50,  Boston:  Little,  Brown 
and  Company,  1955. 

Dr.  Martin  has  devoted  many  years  to 
the  investigation  of  ion  exchange  resins  and 
adsorption  agents  for  medical  use.  The 
problem  of  presenting  absorption  of  harm- 
ful toxic  agents  from  the  gastrointestinal 
tract  is  Dr.  Martin’s  primary  consideration 
in  this  book. 

There  are  ten  chapters.  The  first  one 
discusses  ions  and  solutions,  and  the  im- 
portance of  ions  in  electrolyte  and  fluid 
balance.  The  theories  of  biological  relativ- 
ity and  biological  antagonism  are  discussed. 
Several  of  the  chapters  which  follow  discuss 
the  chemistry  of  anion  and  cation  exchange 
resins  and  their  medical  applications  in  the 
treatment  of  peptic  ulcers  and  intestinal 
infections.  Laboratory  and  clinical  data 
are  presented.  The  pharmacology  of  the 
resins  is  discussed  in  minute  detail  in  their 
action  in  the  processes  of  absorption  and 
adsorption. 

In  the  final  chapter,  the  author  presents 
very  valuable  information  relating  to  vita- 
min and  amino  acid  synthesis  in  the  gas- 
trointestinal tract,  antibiotics,  dietary  fac- 
tors influencing  intestinal  flora,  destruction 
of  nutrients  by  intestinal  bacteria,  and  the 
formation  of  toxic  chemicals  by  intestinal 
bacteria. 

An  intensive  bibliography  and  a com- 
plete index  enhance  the  reference  value  of 
this  book.  Hospital  and  medical  libraries 
and  scientists  interested  in  resins  will  find 
this  book  a welcome  addition,  and  a stimu- 


lus to  new  fields  of  thinking  in  disease  pre- 
vention in  man. 


Office  Procedures.  By  Paul  Williamson, 
M.D.,  Pp.  412.  Cloth.  Price,  $12.50,  Phila- 
delphia: W.  B.  Saunders  Company,  1955. 

All  hospital  residents,  and  particularly 
those  on  emergency  service,  and  every 
young  physician  will  delight  in  having  a 
copy  of  this  informative  atlas  of  office  pro- 
cedures. Surgeons,  too,  will  find  the  well 
illustrated  office  surgical  techniques  intri- 
guing. The  simple  methods  described  in 
localizing  and  removing  foreign  bodies  are 
especially  noteworthy. 

The  extensive  coverage  of  so  many  of 
the  body  systems  is  this  book’s  amazing 
feature.  The  author  includes  sections  on 
ear,  nose  and  throat,  eye,  musculoskeletal 
system,  gynecology,  obstetrics,  urology, 
proctology,  pediatrics,  minor  surgery  and 
internal  medicine.  There  are  also  sections 
devoted  to  anesthesia,  physiotherapy,  the 
small  laboratory,  roentgenography,  and 
psychological  testing. 

With  regard  to  the  latter,  special  men- 
tion must  be  made  of  an  uncomplicated 
method  offered.  The  patient  is  given  a 
series  of  one  hundred  questions  which  he 
is  asked  to  answer  “true”  or  “false”  on  a 
separate  tally  sheet,  eliminating  the  neces- 
sity of  a written  answer  to  each  specific 
question.  The  number  of  “true”  answers 
gives  an  indication  as  to  the  presence  or 
extent  of  psychoneurotic  tendencies. 

A complete  index  is  included  in  this 
practical  book  for  use  in  daily  practice. 


Basic  Surgical  Skills,  A Manual  with 
Appropriate  Exercises.  By  Robert  Tauber, 
M.D.,  Assistant  Professor  of  Gynecology  and 
Obstetrics,  Graduate  School  of  Medicine, 
University  of  Pennsylvania.  Pp.  75.  Cloth. 
Price,  $3.75,  Philadelphia:  W.  B.  Saunders 
Company,  1955. 

Surgical  residents  and  young  surgeons 
will  delight  in  the  author’s  ingenious  and 
practical  exercises  for  training  surgeons’ 
fingers.  The  acquisition  of  a high  grade  of 
technique  perfection  is  taught  through  the 
training  of  the  hands  in  the  handling  of 
sutures  and  various  instruments.  Young 
hands  can  still  be  molded;  the  old  will  not 
yield  to  new  tricks. 
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Fitchett  (1957).  Milford;  J.  L.  Fox 
(1957),  Seaford. 

Alternates:  Catherine  C.  Gray  (1956). 
Bridgeville;  C.  M.  Moyer  (1956). 
Laurel;  C.  G.  Pierce,  Jr.  (1956),  Re- 
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pro-banthTne®  for  anticholinergic  action 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthme  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use^ 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  BeaP  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 
Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's^  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg ” 

Pro-Banthine  (^-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M.:  Gastroenterology  25:24 
(Sept.)  1953. 


Clinical  trial  packages  of  Pro-Banthine  and  the  new  booklet,  "Cose 
Histories  Anticholinergic  Action/'  are  available  on  request  to . . , 


P.  O Box  5110-B-6 
Chicogo  80,  Illinois 
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ScuUtciniiMt 

WAWASET  ROAD 
(Route  842) 

WEST  CHESTER, 
PENNSYLVANIA 


A recognized  private  psychiatric  hospital.  Complete  modern  diag- 
nostic and  therapeutic  services.  Qualified  physicians  may  retain 
supervision  of  patients. 

Moderate  rates. 

Telephone  West  Chester  3120 

H.  VAN  DER  MEER,  M.D.,  Medical  Director  MRS.  W.  J.  HANLEY,  Superintendent 


<^^j9Z9 


After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 


RAPIDLY  EFFECTIVE 

BROAD -SPECTRUM  ANTIBIOTIC  THERAPY 
...WELL  TOLERATED... 

BY  THE  INTRAMUSCULAR  ROUTE 


Brand  of  oxytetracycitnt 


“IN  CHILDREN,  GASTROENTERITIS,  CROUP, 
MENINGITIS,  AND  INFECTIONS  COMPLICATING 
CERTAIN  SURGICAL  CONDITIONS  MAY  BE 
ADEQUATELY  TREATED  BY  ITS  USE  AND  IT  IS 
. . . [A]  DRUG  OF  CHOICE  WHEN  ORAL 
MEDICATION  IS  NOT  POSSIBLE.”* 

*Seh«eter,  F.  H.:  Ohio  State  M.  J.  51:347  (April)  1955. 


Single-dose  vials  providing  , 
100  mg.  crystalline  oxytetracycline 
hydrochloride,  5 per  cent 
magnesium  chloride  and  2 per  cent 
procaine  hydrochloride. 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


XXIV 


Delaware  State  Medical  Journal 


January,  1956 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 

If  it's  insurable  tee  can  insure  it 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
ILMINGTON,  DELAWARE 


With  ‘‘Premarin,”  relief 
of  menopausal  distress  is 
prompt  and  the  “sense  of  well-being” 
imparted  is  highly  gratifying 
to  the  patient. 

‘•Pyemariii”@-— Conjugated  Estrogens  (equine) 


5513 
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FRAIM’S  DAIRIES 

J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


owers  . . . 


Geo.  Carson  Boyd 


at  216  West  10th  Street 

Phone  8-4388 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 
Phone  N.  C.  3411 


WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2.  NEBRASKA 
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24-hour  control 


for  the  majority  of  diabetics 


GLOBIN  INSULIN 

B.W.  & cor 


a clear  solution . . . easy  to  measure  accurately 


Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 
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JOHN  G.  MERKEL 

PATRONIZE 

&S0NS 

OUR 

ADVERTISERS 

PHONE  4-8818 

A Store  for  . . . 

801  N.  Union  Street 

LEIBOWITZ’S 

Wilmington,  Delaware 

224-226  Market  Street 
Wilmington,  Delaware 

POST-GRADUATE 

COURSES* 

Allergy 
Cardiology 
Dermatology 
Arthritis 
Hematology 
Electrocardiography 
Advances  In  Medical  Practice 
• 

For  Catalogue  and  Registration  write 
Albert  Einstein  Medical  Center 
Philadelphia  47,  Pa. 

* Accepted  for  Credit  by  American  Academy  of  General 
Practice 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 
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e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

'i' 

CAPPEAU’S 

Drug  Store  of  Service 

DELA\^  ARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


Enjoy  instant^  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


deuwarefoweheughtcb. 


With  an  Automatic  Gas 

WATER  HEATER 
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integrated  relief . . . 
mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


ilZZ29K 
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PARKE 

0^^  ^itie 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


* Insole  extension  and  ^Lwedge^  at  inner  corner 
of  heel  where  support  is  most  needed. 

* Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

* The  patented  arch  support  construction  is  guar- 
anteed not  to  break  down. 

•Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon 
which  also  cushions  firmly  and  uniformly. 

* Foot-so-Port  lasts  were  designed  and  the  shoe 
construction  engineered  with  orthopedic  advice. 

* NOW  AVAILABLE!  Men's  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

* By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio, 
club  feet  and  all  types  of  abnormal  feet  than  any 
other  manufacturer. 


Write  for  details  or  contact  yaur  lacal  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 


Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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routine  ^ J 

physiologic  ' I 

support  \ 

for  your  ^ 

aging 
patients 

"therapeutic  bile” 

DECHOLIN 

one  tablet  t.i.d. 

to  improve  liver  function^ 
to  produce  fluid  bile^ 
to  restore  intestinal  function^ 

Clinical  evidence  substantiates 
the  value  of  /i>'<irocholeresis  with 
Decholin  as  routine  adjunctive 
therapy  in  older  patients. 

(1)  Schwimmer,  D.;  Boyd,  L.  J.,  and 
Rubin,  S.H.:  Bull.  New  York  M.Coll. 
76:102,  1953.  (2)  Crenshaw,  J.  E: 
Am.  J.  Digest.  Dis.  77:387,  1950. 
(3)  King,  J.  C.:  Am.  J.  Digest.  Dis. 
22:102,  1955. 

Decholin  (dehydrocholic  acid,  Ames) 
and  Decholin  Sodium  (sodium  dehy- 
drocholate,  Ames). 

AMES  COMPANY,  INC. 
Elkhart,  Indiana 

Ames  Company  of  Canada,  Ltd.,  Toronto 


Sick  patients 


need  food  for 


therapy 


THAT  MAN  MUST  EAT  to  remain 
well  is  a concept  as  old  as  medicine. 
But  only  recently  has  it  been  estab- 
lished (1)  that  nutritional  needs  are 
increased  in  illness;  (2)  that  food  suffi- 
cient to  meet  these  needs  is  well  uti- 
lized, and  (3)  that  therapeutic 
nutrition  prevents  many  of  the  debili- 
tating effects  of  disease  and  injury. 

Unfortunately,  because  of  the  ano- 
rexia accompanying  illness,  effective 
nutritional  therapy  requires  added 
care  on  the  part  of  the  physician. 
Food  comes  from  familiar  kitchens 
and  lacks  the  impressive  aura  of  more 
dramatic  therapeutic  agents.  Thus  it 
is  often  difficult  to  convince  the 
patient  that  food,  too,  is  therapeutic 
— that  although  drugs  may  arrest 
disease  only  food  can  repair  the 
ravages  of  disease. 

A^'hatever  the  nutritional  problem — 
whether  caused  by  anorexia,  mechan- 
ical difficulty  in  eating  or  limitation  of 
gastric  capacity  or  tolerance — only 
an  assured  food  intake  will  solve  it. 
The  use  of  Sustagen,  a food  formu- 
lated for  therapeutic  nourishment, 
will  overcome  many  difficulties  in  the 
therapeutic  feeding  of  sick  patients. 
A foundation  for  therapy  thus  may 
be  established. 

The  development  of  Sustagen  ex- 
emplihes  the  continuous  effort  of 
Mead  Johnson  & Company  to  provide 
the  medical  profession  with  products 
basic  to  the  management  of  illness 
and  the  restoration  of  health. 


Sustagen 

Therapeutic  Food  for 
Complete  Nourishment 


Sustagen®  is  the  only  single  food  which 
contains  all  known  nutritional  essentials : 
protein,  carbohydrate,  fat,  vitamins  and 
minerals.  It  may  be  given  by  mouth  or  tube 
as  the  only  source  of  food  or  to  fortify  the 
diet  in  brief  or  prolonged  illness. 


repairs  tissue 
restores  appetite 
overcomes  asthenia 


s 


ustagen 


in 

cirrhosis 
peptic  ulcer 
geriatrics 
infections 
trauma 

chronic  disease 
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MEAD  JOHNSON  & COMPANY.  EVANSVILLE  21.  INDIANA.  U.S.A. 
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HBR  -7  I95S 


Temperature  rapidly  returns  to  normal;  swelling  and  soreness 
readily  subside.  Notably  safe  and  well  tolerated. 

dosage:  Usually,  250  mg.  q.  6 h.  Children, 

5 mg.  per  pound  of  body  weight  q.  6 h. 
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YEARS  AGOwlu  n the  physician  fought  to 
hnng  a patient  tlmnigh  a siege  of  pneumonia 
tliei(*  was  little*  lie  could  do  hut  helj)  conserx  c 
the  patient  s strength,  make  him  comfoi  table 
. . and  hope*  for  the  be'sl. 

In  fact,  the  doctor  sadly  signe*d  de*ath  cer- 
tificate's for  33  emt  of  ever>  100  pneumonia 
patients  he  treate'd.  F'or  those  who  sur\  i\ed. 
reco\eTN  was  slow  and  expenses  were  high. 
The  cost  of  an  a\  erage  case  vvas  about  $1  ,(K)0, 


including  three  or  four  weeks’  time  lost  away 
freiin  work 

Happily,  this  grim  picture  has  changed. 
I'nde'i  the*  onslaught  of  sulfa  drugs  , . . and 
noir  ihc  antibiotics  . . . pneumonia  has  stead- 
il)  lost  grounel  \ou.  uncompljcate*el  cases 
cle-ar  up  in  fenir  to  five  days.  And  instead  eif 
losing  33  out  of  e\  er\  100  cases,  the  doctor 
saxes  all  but  a xery  fexv. 

Just  as  striking  as  the  cut  in  deaths  and 


disability  is  the  cut  in  the  cost  of  rmiiig 
piu'iimemia.  More  and  more  patients  can  neixv 
be  care'd  fe>r  at  home.  .As  a result,  the  ax  erage 
case  of  pneumonia  max  ceist  no  more  than 
$100. . . including  loss  of  income,  the  doctor  s 
xisits  and  tin*  “expensixe  nexx  medicines! 

Todax.  more  than  exer  before,  an  invest- 
ment in  prompt  and  proper  medical  care 
may  xxell  represent  one  of  the  biggest  bar- 
gains of  your  life. 


PARKE  t DAVIS  & COMPANY  Mahn  of  malinms  since  1866 

R«search  arxj  Manulacturing  Laboratories  Detroit  32.  Michigan 
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There  are  few  subjects  on  which  the  general  public  is  more 
uninformed  (or  perhaps  misinformed)  than  the  cost  of  modern 
medical  care. 

People  have  always  grumbled  about  medical  hills  — and 
they  probably  always  will,  to  some  extent.  The  trouble  is  they 
tend  to  see  medical  expense  as  a part  of  sickness— something 
that  certainly  gives  them  no  pleasure  — rather  than  the  price 
of  enjoying  good  health. 

But  the  real  economics  of  the  situation— what  the  patient 
gets  for  what  he  pays— proves  that  today’s  medical  bill  usually 
turns  out  to  be  one  of  the  really  big  bargains  of  his  life. 

The  latest  Parke-Davis  advertisement,  reproduced  here, 
cites  the  amazing  decline  in  the  cost  of  curing  pneumonia  to 
illustrate  the  remarkable  value  represented  by  your  patient’s 
investment  in  prompt  and  proper  medical  care. 

This  message  will  reach  an  audience  of  millions  of  readers 
in  mass-circulation  magazines  such  as  LIFE  and  the  SATURDAY 
EVENING  POST.  Reprints,  in  small  folder  form,  are  promptly 
available  to  physicians  on  request. 


PARKE,  DAVIS  & COMPANY  Detroit  32,  Michigan 


margin 


of  security 


m CO rtic  o steroicl  therapy 


• minimizes  sodium  retention  edema 


• ;dietary  regulation  seldom  necessary 


in  rheumatoid  arthritis:  better  relief  of  pain 


swelling,  tenderness;  diminishes  joint  stiffness 


intractable  asthma:  better  relief  of 


bronchospasm,  dyspnea,  cough;  increases 


vital  capacity 


collagen  diseases  and  allergies:  hormone 


Meticorten  is  available  in  the  following  forms 


1 mg.,  2.5  mg.  and  5 mg.  tablets 


2.5  mg.  and  5 mg.  capsules ' "t i < 


•T.  M.t 


rather,  than 


tisone 


or  Jiyd  rocortisohe 


more  patients 


permits 


treatment 


increased 


simplified  management 


times  more  effective 


than  cortisone  or  hydrocortisone 


"I  milligram  for  milligram 


Ill 


oM^ 


cJ^  ^ 


^i(A^ 

,w  ^ 

£4l. 

OXy^- 


\ 

p 


are  making  medical  history 

in  the  golden  age  of  antibiotic  medicine 


© 

Brand  of  oxytetracycline 

Reports  by  thousands  of  physicians  on  millions  of  cases 
have  built  confidence  in  Terramycin  as  a well -tolerated, 
broad- spectrum  antibiotic  of  choice— now  finishing  its  sixth 
year  of  successful  clinical  use. 


zer  Pfizer  laboratories.  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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know 

your 

diuretic 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral  — improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORMERODRIN 


(18.3  MG.  OF  3-CHLOROMERCURI-2 
• METHOXY-PROPYLUREA  IN  EACH  TABLET) 

for  "...  a new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 

a Standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  or  MERALLURIDE  INJECTION 


'■*  ' LABORATORIES,  INC.,  MILWAUKEE  I,  WISCONSIN 


O 5/Z3/55  this  patientjcolored 

^^^.eisional  biopsy  o£^a__  i.o^spt- 

■"'T^a.s  removed  ana  p,  ______ — 

tumor  wab  -l  

T^on  following  day • , — r 

dmitteTbe^nse^of  pnr}L5il- 
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normal  throughout  hospi 
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Final,  diagnosisi^^  ' 

itT  rapid  and  comple;^  — 

^sult.  penicillm.  _ 

j^owing  lailpi  - 


Abbott  Laborator 


Now,  you  can  prescribe  an  antibiotic  (Filmtab 
Erythrocin)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cau.se  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  most  .sensitive 
to  Erythrocin)  doe.sn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coccic? 


STEARATE 


II.. 


Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora — with  an  accompanying  low  incidence  of  side 
effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100 
and  250  mg.),  bottles  of  25  and  100. 


STEARATE 


®Filmtab — Film  sealed  tablets;  patent  applied  for. 
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What  makes  Wceroy 
diflPerent  irom 
other  filter  cigarettes  ? 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tohacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


Hf  iis  L/cGfh\/  ifou  Cdh  ~i^l/ 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

CIGARETTES 

KING-SIZE 


Pen  -\^e  • Oral* 

TABLETS 

Penicillin  V,  Crystalline 
(Phenoxymethyl  Penicillin) 


•Trademark 


the  totally  new  penicillin  for  decisive  oral  dependability 


• Formulated  specifically  for  oral  use 

• Acid-stable — virtually  unaffected  by  gastric  acid 

• AlkaUne-soluble — optimally  absorbed  in  duodenum 

• Certain,  high  blood  levels 

Supplied:  Tablets,  125  mg.  (200,000  units),  bottles  of  36;  300  mg.  (500,000  units), 
bottles  of  12.  Also  available:  Tablets  Bicillin®*Vee,  100  mg.  (100,000  units)  of 
benzathine  penicillin  G and  62.5  mg.  (100,000  units)  of  penicillin  V,  bottles  of  36. 


Philadelphia  1,  Pa. 
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One-tube  economy 

plus 

two-tube  performance 


YOURS  with  the  200-rna 
MAXICCN®  X-ray  Unit 

This  modestly  priced  single-tube  unit  brings  you  fully  profes- 
sional radiographic  and  fluoroscopic  facilities.  These  include  the 
generous  full-length  table  . . . broad-coverage  independent  tube 
stand  . . . powerful  200-ma  transformer  . . . high-power  rotating- 
anode  tube.  You  also  get: 

Full-wave  rectification  — Brings  you  full  200-ma  power  for  clear, 
sharp  radiographs.  Shorter  exposures  stop  motion  even  when  work- 
ing with  obese  patients. 

Quality  that  cuts  costs  — Professionally  scaled  components  mean 
economical,  dependable  service. 

Room  to  grow  — Later,  should  you  desire  to  expand  your  Maxicon 
installation,  you  can  add  a separate  under-table  tube. 

No  need  to  buy!  — If  you  prefer,  enjoy  all  these  advantages  on  the 
G-E  Maxiservice©  rental  plan  with  no  capital  investment.  Your  G-E 
x-ray  representative  will  give  you  full  details.  Contact  him  at  the 
address  below. 


"Progress  Is  Our  Mosi-  /mporfanf  Product 

GENERAL^  ELECTRIC 


Direct  Factory  Branches: 

PIIIL.\DELPHIA  — Hunting  Park  Avenue  at  Ridge 


BALTIMORE  — 2 West  Eager  Street 
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A valuable  aid  in 
rehabilitating  the  arthritic  patient 


major  ADVANTAGES:  Greater  anti-rheumatic  activity  than  cortisone; 
smaller  doses  produce  clinical  improvement  faster  and  more  uniformly.’ 


Hydrocortone  is  a practical  long-term  thera- 
peutic measure  in  the  majority  of  patients  suffer- 
ing from  rheumatoid  arthritis.  The  use  of  small 
doses  of  Hydrocortone  in  conjunction  with 
conservative  general  measures  will  permit  the 
safe  management  of  these  arthritics  for  pro- 
longed periods  of  time.  Such  a program  has  been 
shown  to  provide  moderate  to  great  relief  in  a 
very  high  percentage  of  patients. ^ In  severely 
handicapped  people,  Hydrocortone  plus  physi- 
cal therapy  will  frequently  allow  the  rehabilita- 
tion of  arthritics  who  would  not  be  helped 
appreciably  by  either  measure  alone. ^ 

OTHER  INDICATIONS:  Still’s  Disease,  rheuma- 
toid spondylitis,  psoriatic  arthritis,  traumatic 


arthritis,  osteoarthritis,  and  bursitis. 

SUPPLIED;  ORAL — Hydrocortone  Tablets:  20 
mg.,  bottles  of  25,  100,  and  500  tablets;  10  mg., 
bottles  of  50,  100,  and  500  tablets;  5 mg.,  bottles 
of  50  tablets.  INTRASYNOVIAL  — Saline  Suspen- 
sion Hydrocortone-T.B.A.:  25  mg./cc.,  vials 
of  5 cc.  Saline  Suspension  Hydrocortone 
Acetate:  25  mg./cc.,  vials  of  5 cc. 


PHILADELPHIA  1.  PA. 
DIVISION  OF  MERCK  & CO..  INC 


REFERENCES:  1.  Boland,  E.  W.  and  Headley,  N.  E.,  J.A.M.A.  148:981,  March  22, 1952.  2.  Ward,  L.  E.,  Policy,  H.  F.,Slocumb, 
C.H.and  Hench,  P.  S.,  J.A.M.A.  152:119,  May  9,  1953.  3.  Snow,  W.  B.  and  Coss.  J.  A.,N.Y.  State  J.Med.  52:319,  Feb.  1, 1952. 


XIV 


Delaware  State  Medical  Journal 


February,  1956 


They  that  drinhe  tvyne  customly 
with  measure,  it  doth  profit 
them  much  and  ma  keth 


good  digestion... 


7? 


— Bullein,  If'.:  Goi>ernmcnt  oj  Health,  1595. 

Through  the  centuries  wine  has  been  traditionally  re- 
garded as  a valuable  food  and  medicine;  acclaimed  not 
only  as  an  aliment  but  as  a pleasant  aperitif,  whose  taste 
and  bouquet  add  zest  to  a meal  and  favorably  influence 
both  appetite  and  digestion. 

In  recent  years,  however,  there  has  developed  within 
the  medical  profession  a demand  for  more  fact  and  less 
conjecture  regarding  the  virtues  and  values  of  wine  in 
clinical  practice. 

Accordingly  extensive  research  programs  have  been  in 
progress  for  some  15  years,  studying  the  chemistry  of 
wine,  its  physiological  action  m the  body  and  hence  its 
true  clinical  rationale. 

In  consequence,  we  now  have  evidence  to  show  why  a 
glass  of  Port,  Sherry,  Burgundy,  Rhine  Wine — depending 
on  individual  taste — can  actually  stimulate  the  lagging 
appetite  and  digestion  of  your  geriatric,  post-surgical, 
sick  or  convalescent  patient. 

Similarly,  there  is  evidence  to  show  that  wine  can  pro- 
vide safe  as  well  as  effective  sedation  in  many  patients 
and  thus  has  proved  invaluable  for  the  treatment  of  the 
Insomniac,  the  irritable,  the  restless  or  depressed  patient. 

Reports  on  these,  and  on  many  other  medical  attributes 
of  wine,  have  been  condensed  into  a small,  readable  bro- 
chure entitled — “Uses  of  Wine  in  i^Iedical  Practice.”  A 
copy  is  available  to  you — at  no  e.xpense — by  writing  to: 
\\5ne  Advisory  Board,  717  jMarket  Street,  San  Francisco 
3,  California. 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 

Dir^iom  fur  making  the  Knox  (Jelatiiie  dr  ink  in  every  j.*ackage 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study^  that  confirmed  previous 
work^  Knox  Gelatine  was  used  to  treat  36 
women  Avith  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  tAvo  Av'omen  Avho  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  Avere  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  ImproA'ement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19:171-179,  March  19S5. 

2.  Tyson,  T.  L.,  J.  Invest,  Dermal.  14:323,  May  1950. 

.......... .................. 

■ I 

I Chas.  B.  Knox  Gelatine  Company,  Inc.  J 

I Professional  Service  Dept.  SJ-14  { 

J Johnstown,  N.  ^ . I 

5 Please  send  me  a reprint  of  the  article  by  Rosenberg  | 

{ and  Oster  with  illustrated  color  brochure.  j 

I YOUR  NAtaC  AAD  address  I 
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There  was  an  old  woman  who  lived  in  a shoe 
She  had  so  many  children  but  she  knew  what  to  do 

She  bundled  them  up  and  whisked  them  away 
For  a DTP  injection  to  safeguard  their  day. 


• One  complete  immunization 

• 992  of  nonspecific  protein  removed 


AND  TETANUS  TOXOIDS  AND  PERTUSSIS  VACCINE 
COMBINED.  Alum  Precipitated  or  Plain. 

• Meets  most  rigid  specifications 

• Freedom  from  tissue  irritation 

• Maximum  antigenicity  with  mini- 
mum of  uutoward  reactions 


Additional  products  in  The  National  Drug  Company’s 
most  complete  line  of  biologicals. 


TETANUS  ANTITOXIN 
INFLUENZA  VIRUS  VACCINE, 
POLYVALENT 
SMALLPOX  VACCINE 
GAS  GANGRENE  ANTITOXIN, 
TRIVALENT 

TETANUS-GAS  GANGRENE  ANTITOXIN, 
POLYVALENT 
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Tetanus  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria Antitoxin.  Diphtheria  Toxin  for  Schick  Test. 
Diphtheria  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria and  Tetanus  Toxoids,  Alum  Precipitated.  Per- 
tussis Vaccine,  Alum  Precipitated  or  Plain.  Rabies 
Vaccine.  Rhus  Tox  Antigen.  Typhoid  Vaccine.  Ty- 
phoid-Paratyphoid Vaccine.  Catarrhalis  Combined  Vac- 
cine for  prophylaxis  and  treatment  of  the  bacterial 
complications  of  the  common  cold.  Staphylococcus- 
Toxoid -Vaccine  Vatox.  Strepto-Combined  Vaccine. 
Suepto-Staphylo  Vatox.  Yellow  Fever  Vaccine. 

zcr> 

Established  for  Highest  Quality 

Careful  seleaion  and  processing  of  all  ingredients 
under  supervision  of  leading  bacteriologists  guarantees 
uniformly  high  potency,  purity  and  efficacy  of  each 
produa.  Minimum  of  untoward  reaaions. 

Complete  directions,  including  dosage,  route  and  tech- 
nique of  administration,  precautions  and  contraindica- 
tions if  any,  are  given  in  the  individual  package  inserts 
which  accompany  each  produa. 

A supply  of  records  of  immunizations  and  tests  are 
available  to  physicians  on  request. 


«■ 


THE  HATIOHAE  D R XJ  G COMPANY  PHIIHOEIPHIA  «,P». 


NOW  IN  TWO  POTENCIES 


Both  tablets  are  deep -scored  and  of  the 
SAME  DISTINCTIVE  “FINGER-GRIP”  SIZE  AND  SHAPE 
for  ease  of  handling  and  breaking  by  arthritic  fingers. 

anti-rheumatic/anti-allergic/anti-inflammatory 

supplied:  Pink.’il  mg,  oral  tablets,  bottles  of  100. 

White,  5 mg.  oral  tablets,  bottles  of  20  and  100. 


I 

i 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


*brand  of  prednisolon 


Hydro  Cl  ortone  -T  B A 

(HYDROCORTISONE  TERTI A RY- BUTYLACETATE,  MERCK) 


gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect.  ■■■  _ 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


SUPPLIED  ! SALINE  SUSPENSION  HYDROCORTONE-T8A  25  MG./  CC..  VIALS  OF  5 CC. 
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New  Evidence 

again  demonstrates  the  antihypertensive  value  of 

Rauiviloid 


© 


THE  ORIGINAL  ALSEROXYLON 


I 

Rd-ilWlloid  j In  Mild  Labile  Hypertension 

Up  to  80%  of  mild  hypertensives  respond'. . .and  with  less  danger 
of  depression^  than  with  single  alkaloidal  preparations. 

Easy  to  prescribe . . . uncomplicated  dosage . . . two  2 mg.  tablets 
at  bedtime. 

Rauwiloid®  + Veriloid®/  In  Moderate  to  Severe  Hypertension 

Single-tablet  medication  combines  3 mg.  Veriloid  (alkavervir),  a 
potent  hypotensive  agent  noteworthy  for  its  safety,®  with  1 mg. 
Rauwiloid.  High  efficacy  from  lower  Veriloid  dosage,  with  greatly 
reduced  side  actions  to  Veriloid.  Initial  dose,  one  tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium  / 

In  Severe,  Otherwise  Intractable  Hypertension 

Combines  ganghonic  blockade  action  of  hexamethonium  chloride 
dihydrate  (250  mg.  per  tablet)  with  Rauwiloid  (1  mg.)  in  a single 
tablet  for  easier,  safer,  ambulatory  management  of  severe  cases. 

Initial  dose,  3^  tablet  q.i.d. 

1 . Moyer,  J.H.,  in  discussion  of  Galen,  W.P.,  and  Duke.  Alone  (Orally)  for  Therapy  of  Ambulatory  Patients 
J.F.:  Outpatient  Treatment  of  Hypertension  with  with  Hypertension,  A.M.A.  Arch.  Int.  Med.  96:530 
Hexamethonium  and  Hydralazine.  South.  M.J.  47:S5S  (Oct.)  1955. 

(Sept.)  1954.  3 Wilkins,  R.W.;  Stanton,  J.R.,  and  Freis,  E.D.;  Es- 

2.  Moyer,  J.H.;  Dennis,  E..  and  Ford.  R.:  Drug  Therapy  sential  Hypertension.  Therapeutic  Trial  of  Veriloid.  a 
(Rauwolfia)  of  Hypertension.  II  A Comparative  Study  New  Extract  of  Veratrum  viride,  Proc.  Soc.  Exper. 
of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used  Biol.  & Med.  72:302  (Nov.)  1949. 


When  Angina  Complicates  Hypertension 


Pentoxylon® 


LOS  ANGELES 


Each  long-acting  tablet  contains  1 mg.  Rauwiloid  and  10  mg. 
pentaerythritol  tetranitrate  (PETN).  Lessens  incidence  and  sever- 
ity of  attacks,  overcomes  tachycardia,  calms  fear  and  tension. 
Lowers  elevated,  but  not  normal  blood  pressure.  Dosage:  one 
to  two  tablets  q.i.d.,  before  meals  and  on  retiring. 
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Upjohn 


Ulcer  protection 
that 

lasts  all  night; 


Pamine-Phenobarbital 

BROMIDE 


Tablets 

Each  FULL-STRENGTH  tablet  contains: 

Phenobarbital  15.0  mg.  (^/4  gr.) 

Methscopolamine  bromide 2.5  mg. 

Dosage : 

One  tablet  one-half  hour  before  meals,  and  1 to  2 
tablets  at  bedtime. 

Each  HALF-STRENGTH  tablet  contains: 


Phenobarbital 8.0  mg.  (%  gr.) 

Methscopolamine  bromide 1.25  mg. 

Dosage : 


While  the  dosage  and  indications  are  the  same  as  for 
the  full-strength  tablets,  this  tablet  allows  greater 
flexibility  in  regulating  the  individual  dose,  and  may 
be  employed  in  less  severe  gastro.utestinal  conditions. 

Supplied: 

Both  strengths  in  bottles  of  100  tablets. 

*R£ClSTeREP  TRADEMARK  FOR  THE  UPJOHN  BRAND  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 

BUTAZOLIDIM' 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumataid  arthritis  respand  to  the  extent 
of  "remission"  or  "major  improvement."’ 

Long-term  study  has  naw  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumataid  spondylitis,  is 
significantly  lower  than  with  hormanal  therapy.' 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1:168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 


Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
SII5S  In  Canada:  Geigy  Pharmaceuticals,  Montreal 


when  patients  complain  of  k 


unexcelled  relief  in  nonspecif::: 

N€W  SlG/v^ 

I 

best  of  the  old  Acetylsalicylic  acid  . . 325  mg.  j 

potentiated  by  the  best  of  the  new  . . . Meticorten  ....  0.75  mg.  i 

augmented  by Ascorbic  acid 20  mg.  [ 

plus  Aluminum  hydroxide  . 75  mg.  | 

j 

I 

Meticorten  (prednisone),  new  Sobering  corticosteroid,  has  three  to  five  I 
times  the  therapeutic  effectiveness,  milligram  for  milligram,  of  oral  corti-  ^ 
sone  or  hydrocortisone.  Combined  in  Sigmagen  with  aspirin  and  ascorbic  i 
acid,  it  permits  unexcelled  maintenance  of  “rheumatic”  relief  at  minimal 
dosages. 


• neck  • backache  • charleyhorse  • rheumatics 

lumbago  • glass  arm  • devil’s  grip  • bursitis 
nnis  elbow  • trigger  finger  • sciatica  • neuralgia 


dicated  in 

iscular  rheumatism  • mild  rheumatoid  arthritis  • myalgia 
\ild  spondylitis  • fibrositis  • myositis  • subacute  gout 
oleiirodynia  • tenosynovitis  • panniculitis  • frozen-shoulder 

ickaging 


eumatic  disorders 


ties  of  100  and  1000. 

MAGEN.*  brand  of  corticoid-analgesic  compound. 
ricoRTEN,*  brand  of  prednisone. 


Delaware  State  Medical  Journal 


February,  1956 


whfen 

the  condition 
requires 

a reliable 
antiseptic 


\ 

\ 


(THIMEROSAL,  LILLY) 


^ Merthiolate’  is  highly  active  under  virtually  all 
conditions;  is  relatively  nonirritating  and  nontoxic 

'Merthiolate’  is  germicidal  in  dilutions  up  to  1:4,000  in 
serum  media  and  is  relatively  nonirritating  in  the  con- 
centrations suggested  for  use.  It  also  maintains  its  ac- 
tivity in  the  presence  of  soaps.  The  fact  that  'Merthio- 
late’ is  used  as  a bacteriostatic  agent  in  fluids  for  paren- 
teral administration  gives  strong  evidence  of  its  safety. 


660000 

• INDIANAPOLIS  6.  INDIANA,  U.S.A. 
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SIGNIFICANT  TRENDS  IN 
MEDICAL  EDUCATION* 

Edward  L.  Bortz,  M.D.,** 
Philadelphia,  Pa. 

Mr.  Toastmaster,  distinguished  guests, 
ladies  and  gentlemen:  In  the  past  few 

years  it  has  been  my  happy  privilege  to 
meet  with  the  members  of  the  medical  pro- 
fession in  Delaware  and  I assure  you  it  is 
always,  for  me,  a stimulating  occasion.  I 
particularly  treasure  the  long  years  of 
working  together  in  the  American  Medical 
Association  and  The  American  College  of 
Physicians  with  my  colleagues.  Dr.  Lewis 
B.  Flinn  and  Dr.  Lemuel  C.  McGee.  These 
men,  I have  observed,  are  spark  plugs  in 
medicine  both  in  practice  and  in  the  equally 
important  field  of  medical  education.  You 
can  understand,  therefore,  why  an  invita- 
tion to  discuss  trends  in  medical  education, 
coming  from  my  friend.  Dr.  Flinn,  the  pres- 
ident of  your  society,  was  promptly  ac- 
cepted. 

1846  - 1955 

Medical  knowledge  has  come  a long  way 
since  the  middle  of  the  last  century.  I sup- 
pose, however,  in  all  ages  certain  elements 
in  the  community  regard  doctors  with 
suspicion.  The  situation  has  improved 
since  the  time  cited  by  Blake-^  when  “Ruth 
Sprague,  aged  nine,  died  1846.  She  was 
stolen  from  the  grave  by  Roderick  R.  Clow 
and  dissected  at  Dr.  P.  M.  Armstrong’s 
office  at  Hoosick,  New  York,  from  which 
place  her  mutilated  remains  were  obtained 
and  deposited  here. 

Her  body  stolen  by  fiendish  men. 

Her  bones  anatomized. 

Her  soul,  we  tru.st  has  risen  to  God, 
Where  few  physicians  rise.” 

The  training  of  physicians  has  improved 
since  fiendish  men  anatomized  on  stolen 
corpses  to  the  extent,  we  hope,  that  the 

* Presented  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  18,  1955. 

**  Associate  Professor  of  Medicine,  University  of  Pennsyl- 
vania Graduate  School  of  Medicine:  Past  President, 

American  Medical  Association. 


souls  of  more  and  more  physicians  may 
reach  the  promised  land. 

Medical  progress  has  been  so  spectacular- 
ly rapid  since  1900  that  authorities  have 
difficulty  in  selecting  and  organizing  the 
information  which  will  prove  most  valuable 
for  the  aspiring  future  physician. 

I.  Medical  Architects 

There  are  some  eighty  medical  and  basic 
science  schools  in  the  United  States.  The 
latter  schools  offer  the  first  two  years  pre- 
clinical  training,  after  which  students 
transfer  to  the  four  year  schools. 

The  greatest  problem  facing  medical 
schools  is  that  of  recruiting  and  holding  top 
quality  teachers  on  low  academic  salaries. 
Another  unhappy  circumstance  is  the  al- 
most unlimited  funds  private  industry  has 
available  to  lure  the  fine  minds  of  high 
grade  teachers  from  the  medical  schools 
solely  because  of  the  financial  limitations 
existing  at  the  present  time. 

Basic  operating  expenses  have  more  than 
doubled  in  the  past  ten  years.  Student  tu- 
ition provides  only  about  one  fifth  the  ac- 
tual cost  of  educating  a physician. 

Medical  education  is  big  business  in  a 
big  way.  The  complicated  techniques  for 
research  and  teaching  have  made  the  train- 
ing of  our  nations’  future  physicians  more 
expensive  than  ever.  The  financial  crisis 
has  occurred  particularly  since  the  end  of 
the  last  war  when  the  schools  have  been 
caught  in  the  web  of  economic  insecurity 
v/hich  surrounds  the  future  of  high  quality 
medical  education. 

Our  nation  is  exceedingly  fortunate  that 
the  destinies  of  medical  education  today 
are  being  guided  by  a group  of  some  eighty 
men,  the  deans  of  our  great  schools.  Each 
year,  in  the  autumn,  this  group  of  men, 
members  of  the  Association  of  American 
Medical  Colleges  convenes  for  the  purpose 
of  evaluating  trends  and  exchanging  ideas 
for  the  encouragement  of  research  and 
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teaching  in  the  various  disciplines  neces- 
sary in  the  training  of  the  modern  physi- 
cian. This  year  the  meeting  is  to  be  held 
in  Swampscott,  Massachusetts,  the  last 
week  in  October  where  discussions  pertain- 
ing to  important  new  trends  occupy  the 
program.  I was  particularly  taken  by  the 
appearance  of  a panel  discussion  on  anthro- 
pology, and,  also  another  one  on  sociology 
in  the  training  of  future  doctors. 

In  the  middle  of  the  twentieth  century 
certain  big  events  have  occurred  which 
have  shaken  modern  society  to  its  very 
roots.  The  impact  of  atomic  knowledge  on 
present  day  science  promises  a complete 
reorganization  of  the  entire  program  of 
medical  education.  My  good  friend.  Shields 
Warren,  formerly  the  medical  director  of 
the  Atomic  Energy  Commission,  told  me 
that  the  development  of  radio-active  iso- 
topes and  nuclear  reactors  equals,  if  not 
surpasses,  in  importance  the  discovery  of 
the  microscope. 

Already  the  applied  dividends  of  the  sci- 
entific methods  since  1900  have  increased 
life  expectancy  some  twenty  years.  The 
practice  of  medicine,  therefore,  is  a rapidly 
changing  vocation,  and  the  environment,  in 
addition  to  the  clinical  aspects,  has  brought 
into  focus  new  problems  bearing  on  the 
health,  welfare  and  happiness  of  our  Amer- 
ican citizens. 

II.  Expanding  Curriculum 

In  his  presidential  address  to  the  Asso- 
ciation of  American  Medical  Colleges  in 
November  1952,  George  Packer  Berry^  of 
Harvard  emphasized  the  need  for  re-exam- 
ination of  medical  education.  His  statistics 
were  most  convincing  as  he  weighed  the 
various  problems  of  medicine’s  critical 
growth. 

The  curriculum  has  grown  steadily  by 
the  rapid  addition  of  important  factual  in- 
formation. It  is  always  easier  to  add  then 
to  reorganize.  So,  the  schedule  of  studies 
for  students  has  continued  to  grow  and 
grow,  with  each  department  head  endeavor- 
ing hopefully  to  squeeze  more  and  more 
facts  into  an  already  overflowing  class 
schedule.  Shall  the  medical  school  period 
of  training  be  extended  to  five  or  even  six 
years?  Is  this  not  merely  postponing  the 
pressing  need  for  complete  reshuffling  of 


the  information  which  is  to  be  taught.  As 
each  specialty  becomes  more  intricate  and 
the  knowledge  pertaining  thereto  increases, 
these  various  subdivisions  of  the  broad 
field  of  medical  practice,  some  twenty  in 
number,  become  even  more  isolated  from 
the  main  body  of  medical  knowledge. 
Somewhere,  a balance  between  a broad  and 
liberal  understanding  of  the  medical  field 
associated  with  a usable  training  in  some 
special  area  becomes  necessary  as  scientific 
medicine  proceeds  further  into  the  minu- 
tiae of  specializiation.  The  patient  him- 
self, has  faded  into  a faceless,  nebulous  crea- 
ture, a number,  an  entry  on  a chart.  Ac- 
cordingly, medical  education  is  being  ac- 
cused of  failing  to  meet  the  challenge  that 
present  day  society  poses.  Berry  points 
out  that  scientific  medicine  is  a misnomer 
when  it  deals  exclusively  with  isolated  lab- 
oratory data  and  overlooks  the  anxieties 
and  hatreds,  the  family  attitudes  and  en- 
vironmental pressures  that,  in  these  turbu- 
lent times,  may  represent  the  major  influ- 
ence in  precipitating  individual  and  family 
problems. 

While  the  graduates  of  medical  schools 
today,  as  they  enter  practice,  must  face  a 
different  environment  from  that  existing 
at  the  turn  of  the  century,  and  while  the 
social  atmosphere  has  changed  completely, 
the  medical  curriculum  has  not  evolved  to 
meet  these  new  circumstances.  This  diffi- 
culty was  predicted  by  Sir  William  Osier. 
In  his  scholarly  way  he  pointed  out  that 
in  no  profession  does  broad  understanding 
and  culture  count  for  so  much  as  in  medi- 
cine. The  physician  working  among  all 
sorts  and  conditions  of  man  is  confronted 
with  a high  challenge  in  his  training  to 
successfully  handle  the  multitude  of  vexing 
problems  which  his  patients  daily  bring 
to  him. 

The  dilemma  of  medical  education  to- 
day, striving  hard  to  equip  the  student 
with  a liberal  education  in  a technical  and 
specialized  society,  becomes  more  confusing 
as  amazingly  important  discoveries  con- 
cerning human  health  and  disease  are 
added  to  the  vast  fund  of  already  existing 
knowledge. 

Scarlett-  indicates  that  the  price  of  high 
efficiency  in  a profession  appears  to  separ- 
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ate  most  students  from  the  deepest  sources 
of  human  happiness  and  the  loss  of  the 
broad  qualities  of  mind  and  spirit  which 
comprise  the  wisdom  on  which  our  future 
society  depends.  Intense  concentration  in 
a limited  field  with  its  practical  aims  and 
techniques  tends  to  defeat  any  intelligible 
ideal  which  society  can  have  for  its  mem- 
bers, thus  further  contributing  to  the  con- 
fused and  frustrated  mood  of  our  time. 

Medical  education  must  reckon  with  the 
forces  of  modern  society  in  a state  of  po- 
litical and  social  revolution.  The  confusion 
of  values  with  the  expanding  powers  of  the 
state  as  medicine  is  becoming  increasingly 
involved  in  government,  welfare  organiza- 
tions, industry  and  labor,  and  insurance 
agencies  adds  to  the  chaos  of  the  day. 

Medicine  must  select  the  high  road  and 
build  a solid  rock  fabric  in  its  road-bed, 
guided  by  the  two  great  disciplines — train- 
ing and  human  experience.  First,  there  are 
the  values  which  are  inherent  in  education 
generally;  second,  there  are  the  tradition 
and  great  heritage  of  two  thousand  years 
of  medicine. 

Three  requisites  exist  in  planning  for  the 
medical  career  of  the  future  as  pointed  out 
by  Scarlett.  First,  the  presence  of  imagina- 
tive teachers  with  wide  intellectual  curios- 
ity. The  teacher  is  the  steward  of  learn- 
ing, the  advocate  of  excellence.  Indeed,  the 
term  doctor  is  derived  from  the  latin  “do- 
ceo”  meaning  “I  teach.”  In  the  medical 
schools  it  matters  tremendously  how,  rather 
than  what,  the  student  is  taught. 

Second,  teaching  is  becoming  more  and 
more  a personal,  informal  affair  with  dis- 
cussion groups  and  student  participation. 

Third,  and  this  likewise  is  of  great  im- 
portance, cross-fertilization  that  comes 
from  the  exchange  of  opinions  among  schol- 
ars and  scientists  of  widely  different  inter- 
ests. 

It  would  appear  that  the  spectacular 
success  of  scientific  investigation  dealing 
with  bacterial  invasion,  organic  disorders 
and  specific  isolated  disturbances  has,  since 
the  turn  of  the  century,  lead  away  from 
liberal  arts  and  the  humanities,  those 
studies  which,  in  the  words  of  President 
Griswold,  represent  the  well  springs  of  a 
free  society. 


Here  then,  we  find  the  major  vexation 
of  modern  medical  education,  the  impor- 
tance of  developing  capable  and  cultivated 
students  with  broad  understanding  of  man 
in  all  his  multiple  relations  and  at  the  same 
time  add  the  dimension  of  depth. 

Medical  education  must  bridge  the  gap 
between  the  humanities  and  science. 

In  a twenty-five  year  review  of  the  activ- 
ities of  the  Josiah  Macy,  Jr.,  Foundation 
of  which  he  is  president.  Dr.  Willard  C. 
Rappleye,  also  dean  of  the  Columbia  Uni- 
versity medical  faculty,  reported  that,  while 
vast  increases  of  man’s  knowledge  of  his 
biological  nature  has  occurred  in  the  first 
half  of  the  twentieth  century,  progress  for 
satisfactory  use  of  this  information  has 
been  seriously  impeded  by  social  conflicts. 
There  is  convincing  evidence  that  the  psy- 
chological influence  of  one  individual  upon 
another  or  upon  a group  is  exerted  through 
physiological  and  biochemical  processes. 
Medicine  is  concerned  with  man  as  a social 
as  well  as  a biological  organism.  Direct 
attack  on  symptoms  in  society  as  in  the 
individual  has  proved  to  be  inadequate. 
Psychiatry  is  now  teaching  us  to  probe  for 
the  hidden  causes  in  social  conflicts.  Ten- 
sion and  hostility  are  often  signs  of  anxiety 
and  insecurity;  when  a social  structure  is 
threatened,  its  members,  and,  especially  its 
leaders,  are  likely  to  react  to  their  own 
anxiety  either  with  aggressive  and  restric- 
tive measures  or  with  appeasement. 

New  light  is  now  being  shed  on  the  emo- 
tional disturbances  of  our  world  by  the 
insights  and  methods  of  psychiatry,  psy- 
chology, and  cultural  anthropology. 

III.  Ob.jectives 

Medicine  today  is  in  a period  of  critical 
growth.  There  is  an  immediate  need  for 
reorganization  of  the  content  of  medical 
school  training.  Furthermore,  it  should  al- 
ways be  kept  in  mind  that  the  medical 
career,  in  its  noblest  essence,  is  a rigorous 
life  in  long  self-discipline.  The  most  that 
can  be  hoped  for  from  the  organized  period 
of  training  of  four  years  in  a medical  school 
is  a keen  recognition  of  the  breadth  of  the 
art  and  science  of  medical  practice.  Ideally, 
the  specific  subjects  should  be  equally  di- 
vided between  liberal  arts  and  the  human- 
ities, while  at  the  same  time  pursuing 
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studies  in  the  scientific  details  which  are 
the  content  of  the  structural  and  functional 
subjects.  The  point  of  view  of  the  student, 
his  attitude  of  mind,  coupled  with  his 
natural  talents  and  inclinations  will  de- 
termine the  direction  of  his  growth  in  ac- 
quiring knowledge,  experience,  and  wisdom. 

One  of  the  permanent  charms  of  the 
medical  career  is  the  infinite  variety  of  fas- 
cinating experiences  the  devotee  of  the  art 
and  science  is  exposed  to.  The  conscien- 
tious physician  with  a flair  for  finding  the 
solution  to  the  innumerable  vexations  en- 
countered in  general  practice  will  reap  rich 
dividends  in  solid  accomplishments  by  eas- 
ing the  daily  load  of  his  patients.  This  is 
true  today,  the  more  so  since  the  general 
practitioner  now  has  in  his  therapeutic 
knowledge  remarkably  effective  methods 
for  the  alleviation  of  a great  amount  of 
human  suffering  and  disease.  In  fact,  the 
general  practitioner  can  satisfactorily  han- 
dle probably  75%  of  the  ordinary  ills  and 
ailments  of  the  garden  variety  of  human 
afflictions.  It’s  in  that  important  residuum 
of  25  or  30%  of  more  serious  problems 
which  beset  the  human  body  and  mind  that 
additional  and  oft  times  exceedingly  comp- 
licated and  expensive  diagnostic  and  thera- 
peutic measures  are  required. 

For  the  latter,  the  minority  group,  nu- 
merically, there  has  been  too  large  a pro- 
portion of  medical  graduates  aspiring  to 
specialty  training.  The  medical  needs  of 
our  nation  could  most  satisfactorily  and 
most  economically  be  handled  by  approxi- 
mately 75%  of  the  medical  students  going 
into  general  practice.  A certain  number  of 
the  medical  schools  are  now  pointed  toward 
training  in  special  fields.  It  is  encouraging 
and  important  to  note  the  emphasis  on 
training  of  general  practitioners  which  in 
many  cases  is  being  stressed  by  the  medical 
schools  of  our  great  state  universities. 
Meanwhile,  Harvard,  Johns  Hopkins,  Co- 
lumbia, and  Cornell  have  a large  propor- 
tion of  their  faculties  engaged  in  research 
and  in  training  of  advanced  students  in 
specialized  techniques.  In  these  schools 
less  emphasis  and  time  is  being  devoted  to 
the  problems  of  general  practice. 

Regardless  of  the  special  interest  of  fac- 
ulty members,  the  medical  needs  of  the 
public  in  terms  of  most  common  occurring 


ailments  should  come  first.  Breakdown  of 
the  vascular  system,  high  blood  pressure, 
coronary  occlusion  and  apoplexy  wipe  out 
over  770,000  lives  per  year,  while  cancer 
destroys  well  over  200,000.  Disorders  of 
the  joints  and  muscles,  arthritis  and  rheum- 
atism afflict  some  12  million.  Neuro-psychi- 
atric casualties  represent  the  most  common 
class  of  bed  patients  in  our  American  hos- 
pitals. I mention  these  because  in  these 
four  areas  the  practitioners  of  tomorrow 
will  find  their  most  frequently  occurring 
problems.  Accordingly,  information  con- 
cerning the  predisposition,  cause  and  man- 
agement of  patients  in  these  four  areas 
should  be  given  more  time  in  the  training 
of  our  future  doctors. 

IV.  Teamwork 

As  medical  practice  has  rapidly  become 
more  complicated,  the  need  for  teamwork 
among  doctors  themselves,  nurses,  medical- 
social  workers,  hospital  administrators  and 
public  officials  in  many  cases  become  evi- 
dent. The  student  from  the  beginning  is 
a member  of  the  medical  team.  He  is  just 
as  important  as  the  chief  of  staff  in  the 
long  run  because  the  student  ultimately 
becomes  the  chief.  The  student,  then,  is 
the  colleague  of  his  teacher  and  from  the 
latter  will  absorb  attitudes,  facts  and  rela- 
tionships that  will  determine  his  medical 
destiny.  It  is  well,  therefore,  for  each  mem- 
ber of  the  team  to  hold  clearly  in  mind  the 
objectives  of  his  profession.  The  doctor  is 
the  teacher  in  the  field  of  health  preserva- 
tion, that  is,  he  is  an  official  guardian  of 
the  vitality  and  vigor  of  his  patients  and 
his  community.  Indifference  of  medical 
authorities  in  high  places  concerning  the 
social  responsibility  of  doctors  as  citizens 
explains  a great  amount  of  the  lack  of  un- 
derstanding which  exists  today  concerning 
the  aims  of  American  medicine. 

In  addition  to  teamwork  among  the  doc- 
tors themselves  there  is  an  equally  impor- 
tant obligation  for  the  doctors  to  take  a 
larger  interest  in  the  affairs  of  the  commun- 
ity. In  this  way  the  majestic  benefits  now 
available  for  the  preservation  of  health  and 
the  more  effective  control  of  diseases  and 
disorders  of  mankind  will  be  obtained. 

The  doctor  as  a citizen,  as  teacher,  as 
practicing  physician,  the  product  of  a great 
educational  experience,  is  in  a unique  posi- 
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tion  to  play  a role  of  expanding  influence 
in  raising  the  health  level  of  his  patients 
and  his  community. 

Never  has  the  sun  of  medical  science 
shown  more  brilliantly.  As  society  now 
enters  the  exciting  new  world  of  the  atomic 
age  the  doctor  finds  himself  in  a position 
where  he  can  assume  important  leadership 
so  that  his  fellow  man  may  walk  on  higher 
ground. 

2021  W.  Girard  Avenue 
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MALIGNANT  LYMPHOMA* 

Lon3-Term  Cures 

John  F.  Hynes,  M.D.,** 
Wilmington,  Del. 

Malignant  lymphoma  is  a term  which 
includes  various  cancers  originating  in  lym- 
phoid tissue,  of  which  Hodgkin’s  disease  is 
the  best  known,  but  also  including  lympho- 
sarcoma, reticulum  cell  sarcoma,  and  follic- 
ular lymphoblastoma  (the  two  latter  are 
often  considered  as  varieties  of  lymphosar- 
coma). Many  authors  prefer  to  distinguish 
between  Hodgkin’s  disease  and  lymphosar- 
coma and  its  variants;  the  present  trend 
is  to  consider  all  malignant  lymph  node 
tumors  as  variants  of  a single  disease.  Cus- 
ter’ and  others®  ’'  ” have  shown  that  transi- 
tional forms  occur;  that  biopsy  obtained  at 
one  stage  of  a malignant  lymphoma  may 
show  a different  histologic  picture  than 
does  a later  biopsy;  that  simultaneous  mul- 
tiple biopsies  may  show  different  histologic 
pictures.  In  our  own  experience  a single 
node  may  show  both  Hodgkin’s  disease  and 
follicular  lymphoblastoma  in  different  sec- 
tions. Hence,  we  here  report  the  thera- 
peutic results  in  a mixed  group  of  malig- 
nant lymphomas.  Several  of  the  cases  re- 
ported have  been  variously  classified  by 
different  pathologists.  The  classification  in 
this  paper  is  that  of  Dr.  J.  W.  Abbisst,  who 
has  been  so  kind  as  to  review  all  the  patho- 
logic material. 

It  is  our  conviction  that  the  prognosis 
in  cases  of  malignant  lymphoma  is  much 
brighter  than  is  usually  thought.  We  be- 

•  Read  before  the  Medical  Society  of  Delaware,  Wilmington, 
October  17,  1955. 

**  Consultant.  Tumor  Service.  Memorial  Hospital, 
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lieve  that  Hodgkin’s  disease  and  lympho- 
sarcoma are  curable  in  a fair  proportion 
of  cases,  and  that  prolonged  survival  is 
possible  in  a much  larger  group.  The  lay 
public  is  convinced  that  cancer  of  any  kind 
is  usually  incurable;  physicians  know  from 
personal  experience  that  many  cancers  are 
curable.  When  it  comes  to  Hodgkin’s  and 
its  allied  diseases,  most  physicians  accept 
the  uninformed  opinion  that  they  are  never 
curable. 

By  cure  of  course,  in  any  case  of  cancer, 
we  qualify  the  term  “cure”  by  the  years 
of  survival.  Hence,  it  is  just  as  logical  to 
speak  of  a 5-year  or  10-year  cure  in  Hodg- 
kin’s disease  as  in  breast  cancer  or  gastric 
cancer.  Any  “cured”  cancer  patient  may 
relapse  (as  may  any  patient  with  tubercu- 
losis, heart  disease,  etc.).  It  is  common 
practice  to  report  cancer  “cures”  by  their 
survival  over  a period  of  years,  and  it  is 
the  most  practical  method  of  estimating  the 
results  of  cancer  therapy. 

Our  experience  with  malignant  lym- 
phoma indicates  that  cure  in  the  usual 
sense  is  possible  and  that  even  in  the  ab- 
sence of  cure,  prolonged  survival  is  fre- 
quently obtainable.  To  support  this  state- 
ment we  present  an  analysis  of  all  our  pa- 
tients treated  for  malignant  lymphoma 
from  July,  1935  to  June,  1950.  All  cases 
presented  had  histologic  proof  of  their 
disease.  No  case  is  excluded  except  those 
who  refused  treatment.  Several  patients 
with  very  advanced  disease,  some  mori- 
bund, some  after  long  treatment  elsewhere, 
are  included  in  the  analysis.  Patients  lost 
to  follow-up  are  assumed  to  have  died. 

Clinical  Material 

From  July,  1935  to  June,  1950,  we  saw 
95  cases  of  malignant  lymphoma.  They 
were  classified  pathologically  as  follows: 
Hodgkin’s  disease,  38;  lymphosarcoma,  28; 
reticulum  cell  sarcoma,  16;  follicular  lym- 
phoblastoma, 8;  unclassifiedtt,  5.  Of  the 
52  patients  admitted  prior  to  1945,  some 
12  are  alive  and  well  more  than  ten  years 
after  admission.  Five  have  died  from 
known  intercurrent  disease;  when  the 
cause  of  death  is  unknown,  we  assume  it 
to  have  been  recurrent  malignant  lym- 

ft  By  this  w’e  mean  great  difference  of  opinion  between  vari- 
ous pathologists.  All  but  one  died  vei'y  soon  after  ad- 
mission. 
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phoma.  The  absolute  10-year  survival  rate 
is  23%.  If  we  subtract  5 patients  dying 
from  other  causes,  and  add  2 living  with 
disease  more  than  ten  years,  14  of  47  sur- 
vived ten  years,  or  a relative  survival  of 
30%.  The  longest  survivor  has  been  free 
of  Hodgkin’s  disease  for  twenty  years. 

Of  the  patients  admitted  since  June, 
1945,  25  of  40  have  survived  from  five  to 
ten  years.  Of  these,  12  probably  have  resi- 
dual disease,  but  13  have  required  no 
further  therapy  and  seem  to  be  well.  The 
absolute  5-year  cure  rate  for  this  group  is 
13/40  or  32.5%.  For  the  entire  series  of 
95  cases,  9 died  from  other  causes,  39  lived 
5 or  more  years;  of  the  remaining  86,  a 
relative  5-year  cure  rate  of  47%  is  noted. 
This  figure  of  course  includes  14  patients 
known  to  have  recurrence.  All  survival 
rates  are  calculated  from  the  date  of  ad- 
mission regardless  of  the  prior  history  and/ 
or  prior  treatment,  hence,  several  advanced 
cases  refractory  to  treatment  are  included. 

This  group  of  patients  has  received  ro- 
entgen therapy.  In  the  later  years  of  the 
series,  chemotherapy  first  became  available 
and  we  used  it  in  those  cases  where  roent- 
gen therapy  had  failed,  with  varying  de- 
grees of  palliation.  All  of  the  long-term 
survivors  and  the  apparent  “cures”  had 
roentgen  therapy  as  the  primary  treatment. 

The  current  enthusiasm  for  chemother- 
apy sometimes  overlooks  the  fact  that  radi- 
ation therapy  produces  excellent  results, 
perhaps  because  many  radiotherapists  treat 
malignant  lymphoma  for  temporary  pallia- 
tion by  minimal  therapy,  perhaps  because 
of  the  assumption  that  none  of  the  lym- 
phomas can  be  cured.  Our  experience,  that 
of  Gilbert--^’^  ®,  and  that  of  Peters^®  would 
indicate  that  Hodgkin’s  disease  is  more 
curable  than  is  gastric  cancer  or  broncho- 
genic cancer.  Most  authors  of  articles 
about  chemotherapy  recommend  irradia- 
tion as  the  primary  therapy,  but  then  dis- 
miss it  as  the  “best  palliative  treatment,” 
to  be  followed  by  chemotherapy  when  it  is 
no  longer  successful.  We  contend  that  ir- 
radiation produces  apparent  cures  in  20% 
of  the  patients  we  treat  — at  least  they 
survive  without  interim  therapy  for  10  or 
more  years. 

Our  method  of  radiotherapy  has  been 
described  in  detail  before.  In  general,  we 


believe  that  the  patient  with  advanced 
generalized  malignant  lymphoma  must  be 
given  palliative  treatment  only.  But  the 
individual  in  good  general  condition  with 
early  to  moderate  lymph  node  enlargement 
with  whatever  variant  of  malignant  lym- 
phoma should  have  prolonged  persistent 
roentgen  therapy  until  all  major  lymph 
node  regions  (neck,  axillae,  mediastinum, 
upper  mid-abdomen  and  ilio-inguino-fem- 
oral  nodes)  have  received  moderate  ther- 
apy. This  technique  of  treatment,  some- 
times called  segmental  radiation  therapy, 
we  have  described  in  detail  in  other  publi- 
cations'’®. It  is  somewhat  more  extensive 
than  the  segmental  therapy  originally 
described  by  Gilbert®.  The  great  majority 
of  our  long-term  survivors  and  apparent 
cures  had  this  type  of  treatment.  None  of 
our  “cures”  can  be  ascribed  to  chemother- 
apy, and  in  fact,  only  a few  of  the  patients 
cited  above  were  treated  after  chemother- 
apy became  available.  The  following  tables 
give  a breakdown  of  our  therapeutic  re- 
sults with  the  various  malignant  lym- 
phomas as  of  1950. 

Table  I 

1935  - 45 

10 -year  Died  Died 

survival  with  with 


HD 

Well 

3 

With 

disease 

1 

disease  other 
before  disease 
10  years 

11  3 

Total 

18 

LSA 

3 

1 

14  2 

20 

RCSA 

2 

3 

5 

FLB 

3 

1 

4 

UNCL.* 

1 

4 

5 

TOTAL 

12 

2 

33  5 

52 

% 

10-year 

23 

survival  - 

- 14,  or  27% 

HD 

Table  II 
1945  - 50 

5-year  Died  Died 

survival  with  with 

disease  other 

Well  With  before  disease 
disease  5 years 
12  6 18  2 

Total 

38 

LSA 

6 

4 

16  2 

28 

RCSA 

3 

13 

16 

FLB 

3 

4 

1 

8 

UNCL.* 

1 

4 

5 

TOTAL 

25 

14 

52  4 

95 

% 26 

5-year  survival  — 39,  or  41% 

* Great  difference  of  opinion  between  various  patholojrists: 
All  but  one  died  very  soon  after  admission. 
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Absolute  survival  is  the  well  as  opposed 
to  those  alive  with  disease  and  those  dead 
with  disease  or  other  causes.  Relative  sur- 
vival is  those  alive  as  opposed  to  the  other 
two. 

Summary 

A more  complete  discussion  with  case 
histories  and  description  of  the  recom- 
mended treatment  (segmental  irradiation) 
has  been  published  elsewhere.  We  believe 
that  our  results  indicate  that  Hodgkin’s 
disease  and  the  other  malignant  lym- 
phomas are  sometimes  curable,  and  often 
survive  for  long  periods  even  when  not 
cured. 

The  current  pessimistic  attitude  toward 
malignant  lymphomata  should  be  modified. 

Roentgen  therapy  still  has  much  more  to 
offer  to  the  case  of  malignant  lymphoma 
than  any  chemotherapy  yet  available,  par- 
ticularly from  the  standpoint  of  prolonged 
survival  or  cure. 

Vigorous  segmental  irradiation  in  suit- 
able cases  is  preferable  to  palliative  ther- 
apy. 

Hodgkin’s  disease  and  the  other  malig- 
nant lymphomata  are  probably  curable  by 
adequate  irradiation  in  about  20%  of 
cases. 

1100  N.  Jackson  Street 
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STEIN-LEVENTHAL  SYNDROME* 

Oscar  N.  Stern,  M.D.** 
Wilmington,  Del. 

In  the  years  1951-1955  the  author  has 
had  the  opportunity  of  studying  four  cases 
that  clinically  and  pathologically  fitted  the 
category  of  a Stein-Leventhal  Syndrome.' 
The  first  published  report  of  this  syndrome 
was  in  1935.  In  that  paper  and  in  subse- 
quent publications-  ''  " the  condition  was 
characterized  as  consisting  essentially  of 
some  form  of  menstrual  dysfunction,  steril- 
ity, and  bilaterally  enlarged  polycystic 
ovaries. 

Pathologically  the  gross  appearance  of 
the  ovaries  shows  them  to  be  three  to  four 
times  normal  size.  Usually  they  are  pale 
white  in  color  and  have  a smooth  sh’ny 
surface.  Dividing  the  ovaries  discloses  a 
thickened  capsule  and  numerous  small 
cysts  crowding  the  under  surface  of  the 
capsule. 

Microscopic  sections  show  the  thickened 
capsule  to  be  made  up  of  interlacing  layers 
of  connective  tissue.  No  corpora  lutea  or 
albicantes  are  found,  but  numerous  cysts 
are  seen  under  the  thickened  tunica  albu- 
ginea due  to  graffian  follicles  in  all  stages 
of  development. 

Frequency 

That  the  disease  is  not  common  is  noted 
by  the  fact  that  since  1929  Stein  has  found 
only  90  cases,"  an  incidence  of  3.6  per 
year.  Ingersoll  and  McDermott"  found  21 
cases  in  12  years,  an  incidence  of  1.75  per 
year.  In  our  small  series  one  case  per  year 
was  found. 

Age 

In  most  of  the  cases  reported  the  onset 
of  symptoms  has  occurred  in  women  be- 
tween the  ages  of  15  and  35  years.  In  our 
series  three  of  the  cases  first  noticed  symp- 
toms in  their  twenties,  whereas  the  other 
was  only  18  years  old. 

Symptoms 

According  to  Stein  the  chief  clinical 
symptom,  along  with  large  polycystic 
ovaries,  is  some  form  of  secondary  amenor- 
rhea. Excessive  uterine  bleeding,  however, 
has  been  reported."  "’  Sterility  is  usually 

•Read  before  the  Medical  Society  of  Delaware,  Wilmington, 
October  18,  1955. 

•♦Attending  Chief  in  Obstetrics-Gynecology,  Delaware  Hos- 
pital. 


30 


Delaware  State  Medical  Journal 


February,  1956 


found,  but  cases  have  been  seen  in  which 
the  patients  have  had  a single  pregnancy 
prior  to  the  onset  of  the  syndrome.  In  our 
series  all  types  of  menstrual  dysfunction 
were  found. 

In  one  case  (D.W.)  the  menses  varied 
from  amenorrhea  to  hypermenorrhea.  Two 
girls  (J.U.  and  J.C.)  showed  oligomenor- 
rhea and  amenorrhea,  and  one  (M.S.)  ab- 
solute amenorrhea.  These  menstrual  irreg- 
ularities had  been  present  two  to  four  years 
before  being  seen  by  the  author. 

Obesity,  although  frequently  found,  is 
not  a constant  finding  and  in  most  cases 
not  due  to  the  disease  per  se,  but  rather 
to  faulty  eating  habits.  Since  hypothyroid 
states  can  be  associated  with  the  syndrome, 
metabolism  can  be  a factor  in  weight  gain. 
All  four  of  our  cases  showed  marked  weight 
gains.  In  all  the  cases  where  basal  metab- 
olism was  done  the  results  were  within  nor- 
mal limits.  In  one  case  a protein  bound 
iodine  was  done  which  also  was  normal. 
Diet  was  prescribed  in  two  cases  and  while 
on  it  the  patients  lost  weight.  However,  as 
soon  as  it  was  discontinued  the  weight  re- 
turned. 

Hirsutism  supposedly  occurs  in  only  50% 
of  the  cases.  It  usually  is  masculine  in  type. 
All  of  the  cases  in  this  series  did  show 
hirsutism,  but  only  in  two  cases  was  it  so 
marked  as  to  necessitate  shaving  daily.  In 
the  other  two  only  a slight  increase  in  chin 
and  upper  lip  hair  was  seen. 

Two  of  the  patients  complained  of  acne, 
but  it  is  felt  that  this  is  in  no  way  con- 
nected with  the  syndrome. 

Physical  Examination 

The  occurrence  of  hypoplasia  of  the 
breasts  and  uterus  is  reported  in  a good 
percentage  of  these  cases.  However,  in  none 
of  the  author’s  cases  was  this  true.  In  two 
cases  den.se  hair  surrounded  the  aroela  and 
coursed  over  the  abdomen.  B.P.  findings 
were  not  remarkable,  and  there  were  no  eye 
ground  changes. 

In  all  of  our  cases  the  pelvic  examina- 
tion showed  a normal  introitus  and  vaginal 
canal.  The  cervix,  except  for  some  small 
degree  of  cervicitis  in  two  cases,  appeared 
grossly  normal  and  the  uterus  was  normal 
in  size  and  shape.  The  bilaterally  enlarged 
ovaries  were  detected  in  one  case  only  at 


the  first  examination.  In  one  case  the  en- 
largement was  palpated  only  on  one  side, 
and  in  two  cases  no  definite  masses  were 
felt  in  the  office.  However,  under  sodium 
pentathal  anaesthesia  they  were  palpated. 

Hormonal  Studies 

Stein  has  always  maintained  that  his 
syndrome  was  the  result  of  pluri-glandular 
imbalance.  Ingersol  and  McDermott  under- 
took to  study  the  follicle  stimulating  hor- 
mone levels  and  17  ketosteroids  levels  in 
some  of  their  cases.  In  all  cases  these  fig- 
ures were  definitely  within  normal  limits. 
Only  in  cases  of  associated  adrenal  involve- 
ment were  the  17  ketorsteroids  elevated.  In 
two  of  our  cases  where  F.S.H.  and  17  keto- 
steroids were  done  we  found  them  to  be 
normal.  Only  in  one  case  were  they  low 
and  this  was  associated  with  an  increase 
in  the  gonadotropin  level.  Needless  to  say, 
this  combination  is  unusual,  especially  since 
the  estrogen  level  was  low.  No  doubt  some 
other  factor  not  associated  with  the  Stein- 
Leventhal  syndrome  caused  this. 

Diagnosis 

Culdoscopy,  colpotomy,  and  pneumoro- 
entgenography  have  been  used  to  detect  or 
demonstrate  ovarian  enlargement.  How- 
ever, the  majority  of  investigators  stiU  de- 
pend on  a pelvic  examination  under  anaes- 
thesia in  all  doubtful  cases.  Only  in  the 
rare  case  is  culdoscopy  or  colpotomy  used. 
Stein  in  all  reports  emphasizes  the  use  of 
pneumoroentgenography,  which  in  his 
hands,  has  been  most  successful. 

In  all  cases  in  which  there  is  metro- 
menorrhagia,  a currettment  should  be  done, 
as  enough  cases  of  endometrial  carcino- 
ma'*” in  young  women  have  been  reported 
that  were  associated  with  bilaterally  en- 
larged polycystic  ovaries.  In  one  of  our 
cases  a hysterectomy  was  done  one  year 
after  a wedge  resection  for  such  a lesion. 

Treatment 

The  procedure  of  choice  in  this  condi- 
tion is  wedge  resection  of  the  cystic  ovaries. 
This  is  a simple  procedure,  but  one  should 
exercise  care  in  closing  the  defect.  Triple 
or  double  zero  plain  cat  gut  sutures  should 
be  used.  Multiple  punctures  through  the 
ovarian  capsule  are  inadvisable  because  of 
the  danger  of  adhesion  formation,  which 
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definitely  would  defeat  the  purpose  of  the 
procedure. 

Discussion 

The  exact  mechanism  that  produces  the 
menstrual  irregularities  is  not  clearly  un- 
derstood, but  it  is  thought  to  be  endoc- 
rine in  origin.  Whether  or  not  the  cause  is 
a congenital  thickening  and  fibrosis  of  the 
ovarian  capsule  resulting  in  a mechanical 
barrier  to  ovulation  and  thus  causing  cys- 
tic changes  to  occur  or  is  a change  in  the 
production  of  the  lutenizing  hormone 
causing  incomplete  follicle  maturation  is 
still  undecided.  Assuredly  very  little  can 
be  gleaned  in  these  cases  from  hormonal 
assay. 

The  treatment  of  these  patients  with  en- 
docrine products  has  definitely  not  been 
successful,  success  being  determined  by  re- 
gression of  symptoms  and  or  an  ovulatory 
type  of  cyclic  bleeding.  In  all  but  one  of 
the  patients  reported  in  this  series  hormon- 
al therapy  was  administered  for  protracted 
periods  of  time  without  definite  success. 

As  to  the  effect  of  cortisone  in  this  con- 
dition, I cannot  say,  as  none  of  my  patients 
received  it.  Greenblatt^  and  Jones’  et  al. 
have  advised  its  use  to  differentiate  the 
Stein-Leventhal  syndrome  from  the  an- 
drenogenital  types. 

That  carcinoma  of  the  endometrium  can 
occur  in  young  women  who  have  the  Stein- 
Leventhal  syndrome  is  not  to  be  over- 
looked, as  noted  by  Dockerty'  and  his  as- 
sociates, Somers®  et  al.,  deVere''  and  Demp- 
ster, and  myself. 

Finally,  let  me  emphasize  that  even 
though  surgery  does  produce  good  results 
in  properly  selected  cases,  it  should  only 
be  performed  after  careful  study  and  eval- 
uation have  been  made. 

In  two  (M.S.  &J.C.)  of  the  patients  in 
which  resection  was  done  regular  periods 
were  established.  One  patient  (J.U.)  had 
regular  periods  for  six  months  and  then 
again  showed  evidence  of  oligomenorrhea. 
The  last  patient  (D.W.)  never  improved 
and  was  found  to  have  a beginning  endo- 
metrial cancer  for  which  she  had  further 
surgery.  This  was  two  years  ago  and  all 
is  well  clinically  at  the  present  time. 


Conclusions 

1.  Four  cases  of  Bilaterally  enlarged 
cystic  ovaries  associated  with  menstrual  ir- 
regularities are  presented. 

2.  A brief  discussion  of  symptoms,  diag- 
nosis, and  treatment  are  discussed. 

3.  Three  cases  showed  improvement 
following  surgery,  with  the  fourth  requir- 
ing further  treatment  because  of  associated 
endometrial  carcinoma. 
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HEART  ATTACK 

Occupational  Disease  of  the  Doctor 

K.  M.  CoRRiN,  M.D.,* 
Wilmington,  Del. 

Periodically  colleagues  and  friends  of 
doctors  and  business  men  are  shocked  to 
hear  of  the  sudden  death  of  an  associate, 
who  died  suddenly  at  work  or  during  his 
usual  round  of  activities  — healthy,  robust 
appearing  men  who  considered  themselves, 
and  were  considered  by  relatives  and  others, 
as  being  in  good  physical  condition.  Such 
instances  are  always  puzzling  as  well  as 
shocking.  Persons  do  not  die  suddenly 
without  a definite  physical  cause.  In  some 
of  the.se  cases  there  is  an  arteriosclerostic 
process  present  with  calcified  placques  in 
the  aorta  and  other  large  vessels,  and  with 
a roughened  intimal  surface  in  a coronary 
vessel  sufficiently  large  to  develop  a throm- 
bosis and  block  the  blood  flow.  But  proved 
coronary  disease  accounts  for  only  a part 
of  these  cases  of  sudden  death  — “heart 
attack”.  Many  are  in  their  forties  or  fifties 
and  show  no  pathology  at  autopsy.  Such 
cases  of  apparent  cardiac  arrest  without 
demonstrable  cause  are  common  to  pathol- 
ogists and  cardiologists.  The  clinician  feels 
that  more  of  these  cases  die  without  demon- 
strable heart  lesions  than  is  generally  rea- 
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lized  because  of  the  fact  that  few  doctors  or 
prominent  business  men  are  studied  post 
mortem  — the  death  is  sudden  and  shock- 
ing to  the  family,  there  is  no  suspicion  of 
foul  play  indicating  a coroner’s  case,  and 
the  all  too  common  diagnosis  of  coronary 
disease  (thrombosis)  is  assumed.  Such  a 
diagnosis  can  only  be  made  with  certainty 
by  autopsy.  Some  cardiologists  believe  that 
spasm  in  the  coronary  vessels  or  the  heart 
muscle  itself  may  be  a factor  in  some  cases 
of  sudden  death.  If  such  is  the  case  there 
would  be  a direct  relationship  between  the 
so-called  “heart  attack”  and  prolonged 
nervous  tension  with  resulting  muscle  fa- 
tigue. 

Between  October  11th  and  November 
29th  three  prominent  and  active  Wilming- 
ton physicians  died  in  this  way  of  “heart 
attack”  while  at  work,  all  apparently  ro- 
bust and  in  good  health  (ages  44,  46  and 
56).  In  every  instance  the  doctors  were 
working  long  hours,  often  going  steadily 
all  day  and  part  of  the  night.  Days  and 
week-ends  off  and  vacation  breaks  were 
few  and  far  between.  Their  somatic,  vis- 
ceral and  cardiac  muscles  were,  in  all  prob- 
ability, in  a state  of  subacute  or  chronic 
exhaustion.  Overwork  and  fatigue  in  each 
instance  was  verified  by  discussions  with 
members  of  the  families,  secretaries  and 
colleagues,  as  well  as  by  personal  acquaint- 
anceship with  these  physicians  and  their 
work  habits.  In  each  instance  the  usual 
cause  of  death  was  given  — coronary  dis- 
ease (thrombo.sis).  No  autopsies  were  done 
in  any  of  the  above  cases. 

In  all  such  cases  of  sudden  death  in 
overworked  persons  the  question  arises: 
what  was  the  actual  cause  and  what  were 
predisposing  causes?  The  purpose  of  this 
article  is  to  call  attention  to  the  important 
factor  of  prolonged  nervous  tension  with 
resulting  muscular  exhaustion,  especially 
heart  mu-scle  exhaustion,  and  to  outline 
measures  for  prevention. 

A typical  case  of  overwork  in  the  doc- 
tor re.sulting  in  nervous  tension  and  tired 
musculature  is  the  following;  Several  years 
ago  a prominent  surgeon,  58  years  of  age, 
a jovial,  optimistic,  extrovert,  active  po- 
litically and  socially  as  well  as  profession- 
ally, came  to  me  with  this  story:  “I  have 


almost  constant  pain  in  my  heart  and  over 
the  heart  area  in  the  chest  wall,  periodic 
tachycardia,  and  there  are  nights  when  I 
get  hardly  any  sleep.  The  only  way  I can 
sleep  is  to  get  into  my  car  and  drive  50  or 
60  miles  out  in  the  country;  then  I can 
come  back  and  go  to  bed  and  sleep.  Elec- 
trocardiogram, x-ray  of  the  heart,  and 
other  laboratory  tests  are  negative.  I’ve 
been  to  several  heart  men  and  they  tell 
me  my  heart  and  blood  pressure  are  nor- 
mal; to  forget  it.  I can’t  forget  it.  Do  you 
think  it  could  be  my  nerves?” 

On  questioning,  he  complained  of  dull 
headaches  in  the  occipital  area  with  pain 
in  posterior  neck  muscles  and  between  the 
shoulders.  At  times  he  experienced  pain  in 
the  epigastrium  which  extended  through  to 
the  back,  with  periodic  cramps  in  the  feet 
and  calf  muscles.  Polyuria  was  present  at 
times,  with  “colitis”  and  lead  pencil  stools. 

Physical  examination  showed  a some- 
what overweight  person  of  good  muscle 
tone,  formerly  a college  athlete.  Heart  mus- 
cle tone  suggested  fatigue,  with  irregularity 
following  exercise.  Somatic  musculature 
tired  easily  on  exertion,  with  shortness  of 
breath  (sitting  up  and  lying  back  20  times). 
Blood  pressure  at  rest  was  152  104;  pulse 
rate  92.  There  was  tenderness  on  palpation 
over  the  cardiac  and  pyloric  sphincters, 
with  spasm  and  tenderness  over  the  de- 
scending colon. 

My  explanation  at  the  time:  “You  are 
in  excellent  physical  shape  organically,  but 
you  are  overstimulated  and  overworking 
without  proper  rest.  Your  somatic  and  es- 
pecially the  autonomic  nervous  system  is 
almost  constantly  bombarding  your  mus- 
culature with  stimuli.  Your  aches  and 
pains,  and  palpitation,  and  sleeplessness, 
are  all  due  to  a general  nervous  tension 
with  inability  to  relax.  Take  a little  bella- 
donna and  phenobarbital  4 times  a day  to 
quiet  your  nervous  system;  develop  a regu- 
lar and  sensible  work  schedule;  take  an 
hour  of  rest  after  lunch,  lying  down;  8 hours 
of  sleep  every  night;  ease  out  of  the  un- 
necessary committee  and  other  extra-cur- 
ricular activities;  give  your  physical  ma- 
chine a little  thought  and  consideration 
and  you  should  live  to  be  90.”  He  followed 
the  schedule  closely  for  several  months 
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with  the  result  that  relatively  all  of  his 
symptoms  disappeared.  Two  years  later  I 
read  in  the  paper  of  his  appointment  by 
the  Governor  to  the  chairmanship  of  an 
important  committee  requiring  a great  deal 
of  time  and  energy.  Later  a friend  told  me 
of  a long  difficult  operation  which  he  per- 
formed at  3 A.M.  A month  later  he  was 
dead  — “pneumonia”.  I doubt  very  much 
that  pneumonia  would  have  ever  killed 
him  if  his  muscles,  and  especially  the  heart 
muscle,  had  been  rested  and  in  good  tone. 

In  addition  to  these  cases  of  sudden  car- 
diac arrests  in  overactive  and  overworked 
persons  with  exhausted  somatic  and  heart 
muscle  there  are  other  cases  of  sudden 
deaths  due  apparently  to  irreversible  phy- 
siological states  such  as  syncope  and  con- 
vulsions (status).  Irreversible  syncope  may 
occur  in  the  person  who  faints  sitting  up- 
right in  the  dental  chair,  or  in  the  bath- 
tub taking  a hot  bath,  or  who  faints  and 
is  held  in  the  upright  position,  usually  in  a 
chair,  by  well-meaning  friends.  Two  friends 
of  the  writer,  within  a period  of  six  months, 
were  found  dead  in  bathtubs:  one  a doctor 
recuperating  from  influenza;  the  other  a 
healthy,  robust  nurse.  The  physiological 
mechanism  in  such  instances  is  apparently 
as  follows:  the  hot  water  dilates  the  skin 
capillaries  and  other  vessels  allowing  the 
blood  to  gravitate  to  the  dependent  parts. 
As  the  cortex  of  the  brain  becomes  anemic 
the  person  feels  faint  and  resting  the  head 
on  the  side  of  the  bathtub  suddenly  be- 
comes unconscious.  The  relative  anemia 
(anoxia)  reaches  the  brain  stem  in  time 
and  causes  respiratory  and  cardiac  arrest. 
The  mechanism  of  fatalities  in  relationship 
to  simple  syncope,  in  those  held  in  the  up- 
right position,  is  similar. 

To  test  this  theory  the  proposition  was 
explained  to  two  healthy  young  men  who 
consented  to  a study  of  the  effects  of  the 
hot  bath  on  blood  pressure.  Water  was  run 
into  the  continuous  bath  as  hot  as  the 
subjects  could  comfortably  stand.  For  22 
minutes  there  was  relatively  no  change  in 
blood  pressure.  Then  the  blood  pressure  be- 
gan to  drop  suddenly  in  both  and  within 
a few  minutes  it  registered  in  one  man 
75  52.  Anticipating  removing  him  and  stop- 
ping the  experiment  after  one  more  read- 


ing he  was  asked  how  he  felt,  to  which  he 
responded:  “fine”.  Turning  to  take  the 
other  subject’s  blood  pressure  the  nurse 
called  attention  to  the  first  subject  who 
had  suddenly  fainted  within  a few  seconds 
after  he  said  he  felt  “fine”.  Quickly  re- 
moving him  from  the  bath  we  turned  to  the 
other  man  to  check  his  blood  pressure.  He 
too,  who  had  said  on  last  inquiry  that  he 
was  feeling  perfectly  all  right,  had  fainted. 
The  impressive  fact,  to  me,  was  the  rapid 
development  of  syncope  in  persons  who 
were  feeling  perfectly  well  a few  seconds 
previous.  The  complete  lack  of  awareness 
of  the  impending  syncope  was  verified  on 
questioning  later. 

But  what  can  the  busy,  overworked  doc- 
tor do  to  prevent  such  accidents  in  him- 
self or  others  — sudden  cardiac  arrest  in 
the  apparently  healthy?  In  my  opinion  he 
must  look  to  the  muscle  system  and  keep 
the  muscles  rested  and  in  good  condition. 
The  muscles  constitute  approximately  55 
per  cent  of  the  body’s  weight.  The  general 
muscle  state  is  important  for  normal  func- 
tion of  all  the  other  organ  systems  as  well 
as  for  every  aspect  of  physical  well-being. 
The  heart  itself  is  only  another  muscle  of 
the  body,  however  specialized  it  may  be  in 
its  specific  function.  The  body  is  a physical 
machine  much  like  the  automobile,  and  the 
muscles  represent  the  machine’s  motor. 
Just  as  one  may  misuse,  overwork  and  pre- 
maturely wear  out  his  automobile,  so  may 
a man  prematurely  wear  out  (exhaust)  his 
physical  machine. 

What  part  does  a tired  heart  and  somatic 
musculature  play  in  the  apparently  healthy 
doctor  or  business  man  who  goes  to  work 
in  the  morning  feeling  as  usual  and  is  dead 
within  a few  hours?  What  part  does  tired 
musculature  play  in  the  man  who  faints  at 
his  desk  or  in  the  dental  chair?  What  part 
does  a tired  cardiovascular  system  play  in 
change  of  rate  of  flow  of  the  blood  stream, 
or  in  the  production  of  wide  oscillations  in 
blood  pressure,  relative  to  coronary,  cere- 
bral, and  other  thromboses?  It  is  only  log- 
ical to  assume  that  a well  rested,  healthy, 
well-cared-for  muscular  system  is  going  to 
withstand  physiological  shifts,  as  well  as 
the  occasional  additional  demands  made 
by  the  day’s  work,  much  better  than  tired. 
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fatigued  muscles  that  have  had  an  average 
of  only  3,  4 or  5 hours  of  lying  down  rest 
and  sleep  daily  over  an  interval  of  several 
days,  often  a chronic  state  in  some  physi- 
cians and  business  men. 

There  is  a specific  and  constant  subacute 
type  of  tension  produced  in  the  busy  doc- 
tor in  general  practice.  The  industrial  doc- 
tor, the  doctor  in  research,  and  the  spe- 
cialist escapes  this  abnormal  drain  on  his 
nervous  system,  to  a degree.  The  doctor  in 
practice  cannot  help  but  become  closely  at- 
tached to  the  members  of  his  families  who 
look  to  him  somewhat  as  a child  looks  to  a 
father  for  protection  in  time  of  trouble  and 
from  the  unforseen  and  unknown.  Due  to 
the  personal  and  confidential  nature  of  the 
work  the  physician  often  knows  his  patient 
better  than  anyone  else,  even  the  other 
members  of  his  own  family.  No  matter  how 
hardened  the  doctor  appears,  a death  in  a 
child,  as  one  who  suddenly  contracts  scar- 
let fever,  and  the  kidneys  overwhelmed 
with  the  toxin  of  the  infection,  shut  down 
and  stop  functioning;  the  sudden  medical 
or  surgical  death  in  a mother  with  a family 
dependent  upon  her;  or  a fatal  automobile 
accident  of  a patient  — all  are  to  a degree, 
like  a death  in  his  own  family.  A suicide 
produces,  for  the  family  doctor,  a lasting 
shock  in  which  the  effects  remain  for 
months  or  years.  In  almost  every  such  case 
the  doctor  lies  awake  nights  thinking  what 
could  I have  done  to  have  prevented  this 
tragedy?  These  daily  responsibilities  pe- 
culiar to  the  practice  of  medicine,  even  the 
con.stant  anticipation  of  the  telephone  ring, 
the  immediate  excitement  and  interest  of 
the  work,  the  broken  sleep  and  rest,  and 
lost  sleep  and  rest  of  overtime  night  work 
and  night  calls  all,  tend  to  produce  an 
ever  present  tension  in  the  entire  muscula- 
ture of  the  doctor.  Over  a period  of  time 
this  steady  tension  gradually  raises  the 
blood  pressure,  cuts  down  a little  on  the 
gastric  juices  and  other  secretions,  and  im- 
pairs organ  function  generally. 

While  this  is  the  nature  of  the  doctor’s 
work,  and  will  always  be  so,  there  is  much 
he  can  do  to  neutralize  and  to  counteract 
this  tendency  to  abnormal  nervous  over- 
stimulation  and  resulting  chronic  muscular 
tension.  For  the  lone-wolf  type  of  practi- 


tioner solution  is  often  difficult.  However, 
where  three  or  four  doctors  cooperate  close- 
ly and  alternate  in  taking  night  calls,  week- 
ends and  periodic  vacations,  definite  periods 
of  rest  and  relaxation  are  possible.  Others 
solve  this  problem  in  group  practice,  com- 
mon in  the  mid-west  and  western  states. 
The  relatively  high  income  tax  which  the 
doctor  pays  should  be  an  added  incentive 
to  sharing  work  and  responsibility  with 
others.  There  is  always  a partial,  if  not 
complete,  solution  to  the  problem  of  rest 
and  relaxation  if  the  physician  will  give 
some  attention  and  thought  to  the  prob- 
lem and  take  what  steps  lie  within  his 
reach.  The  following  suggestions  will  give 
some  of  the  possibihties. 

1.  Avoid  Unnecessary  Tension-produc- 
ing Activities.  One  should  try  to  stay  home 
nights  and  week-ends,  sitting  and  lying 
around  as  much  as  possible.  Let  some  one 
else  do  the  heavy  laborious  work  such  as 
mowing  the  lawn,  shoveling  the  snow,  or 
changing  the  tire.  Golf  may  be  dangerous 
for  the  man  who  sits  at  a desk  much  of  the 
week  and  then  packs  a heavy  golf  bag  five 
miles  in  the  hot  sun,  plus  the  mental  and 
physical  excitement  with  tension  due  to 
the  spirit  of  competition  of  the  game.  The 
heart  muscle  is  not  used  to  this  sudden 
week-end  change  of  pace.  Swimming  and 
diving,  or  a game  of  tennis  or  baseball  with 
your  teen-age  youngster,  may  be  just  as 
bad.  If  you  thoroughly  enjoy  golf,  dancing, 
or  playing  cards,  do  it  for  the  social  en- 
joyment as  part  of  the  group,  avoiding  com- 
petition. Regular  morning  calesthenics  or 
other  daily  physical  activity  to  keep  the 
little  used  muscles  in  condition  is  logical 
for  these  periodic  bursts  of  physical  activ- 
ity. Vigorous  walking  in  the  fresh  air  is 
good  for  the  average  inactive  business  man 
but  it  exercises  only  a few  of  the  muscles 
of  the  body.  Most  doctors  get  plenty  of 
walking  exercise  in  the  day’s  work.  What 
they  need  is  lying  down  rest  for  the  heart 
muscle.  Whenever  possible  avoid  planning 
week-ends  in  advance  or  making  any  other 
appointments  which  must  be  met.  The 
problem  for  the  doctor  and  business  man 
is  not  one  of  exercise  but  of  rest  for  the 
muscles,  especially  the  heart  muscle. 
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2.  Cultivate  Habits  of  Periodic  Resting 
and  Relaxing.  If  one  will  sit  down  in  a 
comfortable  chair  and  let  all  of  his  muscles 
relax,  roll  the  eyeballs  upward  and  inward 
(the  position  of  the  eyes  in  sleep)  and 
close  the  eyelids,  breathe  in  and  out  slowly, 
deeply  and  rhythmically,  and  concentrate 
on  becoming  drowsy  and  sleepy  (letting 
'he  mind  go  blank),  he  will  be  surprised  to 
find  how  quickly  the  related  physiology  of 
the  body  slows  down  — heart  beat  is  more 
<iuiet,  the  pulse  slower,  and  the  blood  pres- 
sure begins  to  drop.  Try  this  on  some  of 
your  tense  patients.  One  should  sit  down, 
or  better  yet  lie  down,  at  every  opportunity. 
It  is  only  when  one  is  lying  down,  com- 
pletely relaxed,  that  the  heart  is  resting — 
conserving  energy  rather  than  expending 
energy  beyond  the  normal  balance.  Rest  is 
a preventive  for  heart  trouble.  If  one  will 
take  a break  of  15  or  20  minutes  mid-morn- 
ing and  afternoon,  lie  down  for  an  hour  or 
so  at  mid-day,  and  get  eight  hours  sleep  at 
night,  one  need  worry  little  about  sudden 
cardiac  arrest  or  mental  breakdowns.  If 
one  loses  two  or  three  hours  sleep  and  rest 
one  night  it  should  be  made  up  the  next 
night,  just  as  one  would  make  up  a deficit 
in  his  bank  account. 

Proper  rest  tends  to  prevent  overweight. 
Food  acts  as  a sedative  and  the  tense,  fa- 
tigued person  is  often  hungry  and  eating 
at  every  opportunity,  adding  to  his  excess 
weight  and  the  tissue  through  which  the 
heart  must  pump  the  blood.  One  should 
not  hesitate  to  lie  down  or  sit  down  and 
rest  at  every  opportunity  — just  lazing, 
doing  nothing.  Many  people  seem  to  have 
a sense  of  guilt  if  they  are  not  doing  some- 
thing every  minute.  One  can  do  nothing 
better  to  fill  in  time  than  to  sit  down,  or 
better  yet  lie  down,  and  relax.  The  prac- 
ticing of  the  noon-day  siesta  habit,  plus 
better  medical  care  which  women  take  of 
themselves,  is  probably  one  reason  why 
women  tend  to  live  longer  than  men,  ac- 
cording to  actuarial  tables.  Another  inter- 
esting fact  is  that  sudden  death  at  work 
rarely  occurs  in  women.  Periodic  vacations 
for  the  doctor  or  active  business  man,  free 
from  all  tension-producing  problems,  is  im- 
portant. To  spend  the  month  of  February 
in  Florida  will  add  years  to  his  life. 


3.  Cultivate  a Hobby.  Hobbies  should 
be  cultivated  with  special  thought  to  change 
in  type  of  work,  the  supplying  of  rest,  and 
which  are  without  competitive  or  tension- 
building characteristics.  The  television  is 
interesting  if  one  selects  the  programs.  Here 
one  can  lie  on  a sofa  with  the  head  propped 
up  and  completely  relax.  All  prolonged 
reading  or  writing  may  be  done  lying  down 
with  the  head  and  shoulders  resting  on 
three  or  four  pillows,  knees  drawn  up  to 
support  the  book  or  writing  material,  a 
good  reading  light  over  head,  and  an  eye 
shade  to  protect  the  eyes  from  the  light. 
Many  enjoy  conversation  and  obtain  a 
great  deal  of  pleasure  from  an  interesting 
and  informative  chat  with  friends.  Sitting 
and  fishing,  watching  the  ocean  or  the  fire 
in  the  fireplace  in  solitude,  “just  doing 
nothing”,  are  all  relaxing  in  nature  and 
restful  to  both  mind  and  body. 

Conclusions:  Remember  your  mu.scular 
system,  especially  your  heart,  and  treat  it 
as  you  would  any  physical  machine  you 
value  highly.  As  a rule  the  better  the  care 
you  take  of  your  body  the  longer  it  will 
last.  If  you  must  work  abnormally  long 
or  irregular  hours,  make  up  that  time  in 
added  rest.  Take  an  inventory  of  your 
work-rest  schedule  periodically,  and  see  how 
it  can  be  improved.  It  is  not  overwork  that 
wrecks  the  physical  machine  so  much  as 
lack  of  rest  and  sleep.  And  if  you  think 
there  is  any  possible  danger  of  fainting, 
try  and  anticipate  it  — don’t  faint  at  your 
desk,  lie  down  any  place  (to  lower  the 
head);  or  if  driving  your  automobile  or 
taking  a (hot)  bath  in  a bathtub  and  you 
feel  faint,  stop  and  quickly  get  out. 

1307  N.  Rodney  Street 


MASSIVE  GASTRO-INTESTINAL  HEMORRHAGE 
A Case  Report 
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Massive  gastro-intestinal  hemorrhage  is 
not  too  uncommon,  and  is  a very  serious 
matter  if  it  does  not  subside.  A gastro-in- 
testinal hemorrhage  is  said  to  be  massive  if 
(1)  the  bleeding  is  sufficient  to  cause  a red 

* Respectively.  Resident  and  Assistant  in  Surgery,  Wilming- 
ton General  Hospital. 
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cell  count  to  be  less  than  three  million  or  a 
hemoglobin  less  than  10  gms.  per  100  c.c. 
and  there  is  no  other  apparent  cause  for 
such  anemia;  or  (2)  when  the  patient  goes 
into  shock  owing  to  blood  loss. 

Etiology 

The  cause  of  the  hemorrhage  may  be 
very  perplexing  and  at  times  cannot  ba 
found,  even  at  operation  or  autopsy.  Chal- 
mers and  co-workers'  stated  that  in  101 
necropsies  the  source  of  bleeding  was  not 
suspected  clinically  in  53%  of  the  cases. 
Crohn-  states  that  21%  of  his  cases  went 
undiagnosed.  Schiff"  found  bleeding  in 
26.4%  of  the  patients  with  the  cause  un- 
determined. The  protocols  of  28,400  con- 
secutive autopsies  (1929  to  1951  inclusive) 
at  the  Cook  County  Hospital  were  reviewed 
by  Kane  and  associates'  for  evidence  of 
massive  gastro-intestinal  hemorrhage.  Mas- 
sive gastro-intestinal  bleeding  was  found  in 
673  cases.  In  310  cases  it  was  the  primary 
cause  of  death  (fatal  hemorrhage).  In  363 
cases  it  was  contributory  or  incidental  to 
the  cause  of  death.  There  were  184  cases 
of  gastritis  and  7 bled,  5 of  them  fatally. 
Fatal  hemorrhage  from  gastritis  was  rare. 
Fatal  hemorrhage  in  this  series  occurred 
most  frequently  from  esophageal  varices.  In 
19.2%  the  massive  gastro-intestinal  hemor- 
rhage was  due  to  esophageal  varices.  Gas- 
tric ulcers  accounted  for  more  cases  of 
massive  gastro-intestinal  hemorrhage  but 
did  not  cause  as  many  cases  of  fatal  hem- 
orrhage as  esophageal  varices. 

Treatment 

The  patient  should  be  watched  closely 
by  physicians  of  both  the  medical  and 
surgical  services.  A decision  should,  as  a 
rule,  be  made  within  24  to  48  hours  after 
admission.  Shock  should  be  treated  im- 
mediately and  an  attempt  should  be  made 
to  keep  the  blood  pressure  over  100  mm. 
of  mercury  systolic.  Shock  is  best  treated 
with  whole  blood  transfusions.  After  the 
initial  blood  count,  hemoglobin  and  hema- 
tocrit readings  should  be  taken  every  four 
hours,  depending  upon  the  severity  of  the 
bleeding.  Blood  pressure  and  pulse  read- 
ings should  be  taken  every  15-30  minutes 
depending  on  the  severity  of  the  hemor- 
rhage. It  is  advisable  to  have  the  stools 
and  vomitus  closely  checked  for  blood.  A 


it  18  Fr.  Levin  tube  should  be  placed  in 
the  stomach  for  suspected  gastric  or  duode- 
nal hemorrhage,  with  continuous  suction  to 
determine  the  extent  of  bleeding.  If  the 
source  is  esophageal  varix  rupture,  a Sengs- 
taken-Blakemore  tube  is  passed.  After  in- 
flation of  the  cuff,  bright  blood  obtained 
from  the  distal  end  as  a rule  indicates 
gastric  or  duodenal  bleeding.  It  is  very 
important  to  rule  out  hemorrhage  from 
esophageal  varices. 

Indications  for  Surgery 

1.  Despite  transfusion  of  1500  c.c.  of 
blood  or  more,  the  blood  pressure  re- 
mains low  or  continues  to  fall. 

2.  Patient  over  45.  The  mortality  from 
hemorrhage  from  gastro-intestinal  tract 
in  these  patients  without  surgery  is 
over  30%. 

3.  Patient  of  any  age  in  whom  active 
bleeding  has  ceased  after  medical  treat- 
ment, but  recommences  within  three  or 
four  days.  If  this  occurs,  immediate 
operation  is  indicated. 

4.  In  esophageal  varix  bleeding,  failure  to 
stop  the  bleeding  by  use  of  the  Sengs- 
taken-Blakemore  tube  or  by  1500  c.c. 
of  blood  within  24  hours  is  indication 
for  intra-esophageal  suturing  of  the 
ruptured  varices. 

The  patient  is  first  treated  for  shock  and 
his  circulatory  status  is  stabilized.  If  this 
patient  cannot  be  maintained  in  satisfac- 
tory condition  with  a transfusion  of  500 
c.c.  of  whole  blood  every  eight  hours,  it 
may  be  assumed  that  sponstaneous  cessa- 
tion of  the  hemorrhage  is  unlikely. 

Contraindications  for  Surgery 

1.  Advanced  senility. 

2.  Extreme  obesity. 

3.  Congestive  heart  failure. 

4.  Sever  renal  or  hepatic  failure. 

The  surgery  performed,  of  course,  de- 
pends upon  the  site  of  the  bleeding.  Gray 
and  co-workers’  recommend  partial  gas- 
trectomy for  patients  with  massive  gastro- 
intestinal hemorrhage  only  after  meticulous 
search  of  the  stomach,  duodenum,  small 
bowel,  and  large  bowel  has  been  unreward- 
ing. In  20  of  48  patients  with  massive 
gastro-intestinal  hemorrhage,  partial  gas- 
trectomy was  done  after  sources  of  hemor- 
rhage in  the  bowel  had  been  carefully  ex- 
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eluded  as  possible  sources.  Only  11%  of 
these  experienced  recurrence  of  massive 
hemorrhage  within  five  years.  Chronic 
gastritis  with  areas  of  mucosal  ulceration 
and  hemorrhagic  areas  were  noted  by  the 
pathologist  in  only  two  cases.  About  80% 
of  the  cases  with  massive  gastro-intestinal 
hemorrhages  were  males. 

If  the  bleeding  subsides,  medical  treat- 
ment may  be  started  with  the  object  to 
put  the  patient  in  the  best  possible  condi- 
tion for  definitive  surgery. 

Case  Report 

W.  R.,  a 54-year  old  male  who  was  ad- 
mitted to  the  Wilmington  General  Hospital 
on  12/13/55  complained  of  upper  abdom- 
inal discomfort  accompanied  by  passage  of 
tarry  stools  of  two  days  duration.  At  the 
onset  of  the  illness  he  had  repeated  bouts 
of  retching  and  had  three  episodes  of  hem- 
atemesis.  The  amount  vomited  each  time 
was  approximately  one  pint.  Physical  ex- 
amination revealed  a fairly  well  nourished 
male  who  appeared  pale,  complaining  of 
dizziness  and  weakness.  His  heart  rate  was 
118  per  minute,  with  normal  rhythm.  His 
blood  pressure  was  80  50.  The  abdomen 
revealed  slight  tenderness  localized  at  the 
epigastric  region.  There  was  no  rigidity. 
The  bowel  sounds  were  slightly  hyperac- 
tive. The  liver  and  spleen  were  not  en- 
larged on  palpation  or  percussion.  A right 
paramedian  scar  was  present.  On  rectal 
examination  evidence  of  tarry  stool  was 
noted  on  the  examining  finger.  The  pros- 
tate was  diffusely  enlarged.  The  patient 
gave  a history  of  consuming  a great  deal 
of  alcohol  over  the  past  18  years.  In  1945 
he  stated  that  he  had  a severe  episode  of 
melena  and  hematemesis.  Since  that  time 
he  had  had  repeated  episodes  of  blood  in 
the  stool,  associated  with  mild  epigastric 
pain.  He  was  admitted  to  another  hospital 
on  5/14/54  due  to  a similar  episode.  Upper 
gastro-intestinal  x-ray  series  done  on 
5 17/54  showed  hypertrophy  of  the  gastric 
rugae  and  a persistent  fleck  of  barium  in 
the  duodenum  which  may  have  represented 
a crator  or  cicatrix  from  an  old  ulcer. 
Barium  enema  done  on  the  same  date  re- 
vealed no  pathologic  findings.  A week  later 
exploratory  laparotomy  and  gastrotomy 
were  done.  No  evidence  of  peptic  ulcer 


was  noted  at  this  time.  Sigmoido.scopy  was 
negative. 

On  admission  to  the  Wilmington 
General  Hospital,  his  laboratory  examina- 
tion revealed  RBC  2,830,000;  hemoglobin 
was  62.6%  or  9.4  gms.;  WBC  was  16,450; 
hematocrit  was  26%.  The  Kahn  was  non- 
reactive. The  impression  on  admission  was 
shock  due  to  acute  blood  loss  secondary 
to  bleeding  peptic  ulcer.  Repeated  blood 
transfusions  were  given  to  overcome  the 
shock.  On  the  second  hospital  day  he  im- 
proved. However,  later  in  the  day  he  again 
had  massive  melena.  On  the  fourth  day, 
and  after  he  had  received  nine  pints  of 
blood,  it  was  decided  that  the  patient 
should  be  taken  to  surgery.  It  was  impos- 
sible to  maintain  his  blood  pressure  over 
100  mm.  of  mercury.  After  an  initial  rise 
in  his  red  count  it  again  showed  a con- 
siderable fall.  A subtotal  gastrectomy  was 
performed.  Gross  examination  of  the  re- 
sected portion  revealed  the  rugal  folds  to 
be  very  prominent.  There  were  three  dis- 
tinct tears  of  the  mucosa  of  the  antral 
portion.  Under  the  tears  the  underlying 
submucosa  showed  extravasation  of  blood 
into  the  stomach  wall.  Microscopic  exam- 
ination showed  a marked  chronic  inflam- 
matory reaction  of  the  mucosa.  The  patho- 
logical diagnosis  was  chronic  hypertrophic 
gastritis  with  mucosal  tears  and  hemor- 
rhage. Other  than  having  a mild  cystitis, 
his  postoperative  course  was  uneventful. 
He  was  discharged  from  the  hospital 
1/1/56.  To  the  present  time  he  has  had 
no  further  hemorrhage,  and  he  is  on  a mod- 
ified bland  ulcer  diet.  This  case  is  unusual 
because  of  the  fact  that  there  were  no 
definite  ulcerations  in  the  stomach  or  the 
duodenum.  The  sources  of  the  bleeding 
were  several  tears  in  the  mucosa,  and  these 
tears  were  very  difficult  to  find  in  the  fresh 
specimen.  Only  after  the  specimen  was 
thoroughly  washed  were  the  tears  found. 
Evidently,  at  his  previous  operation  when 
the  gastrotomy  was  done  to  find  the  source 
of  the  bleeding,  the  mucosal  tears  were 
probably  not  seen. 

Comment 

This  is  a case  of  a massive  gastro-intes- 
tinal hemorrhage  from  mucosal  tears  in 
hypertrophic  gastritis.  The  consumption 
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of  alcohol  was  the  probable  cause  of  the 
gastritis.  The  subtotal  gastrectomy  only 
removed  the  bleeding  portion  of  the  stom- 
ach, and  did  not  remove  the  underlying 
pathology.  We  feel  that  this  patient  may 
have  more  bleeding  in  the  future  if  he  does 
not  avoid  alcoholic  consumption  and  im- 
moderate eating.  We  feel  that  massive 
gastro-intestinal  bleeding  in  patients  with 
hypertrophic  gastritis  is  very  serious  and 
may  be  fatal  if  prompt  surgery  is  not  un- 
dertaken. 
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PUBLIC  RELATIONS  IN  MEDICAL  PRACTICE* 

James  E.  Bryan,** 

Summit,  N.  J. 

Twenty-five  years  ago  the  phrase  “public 
relations”  was  seldom  to  be  found  in  the 
editorial  columns  and  the  literature  of 
American  medicine. 

Until  very  recently,  in  fact,  public  rela- 
tions was  thought  of  as  merely  the  propa- 
gation of  favorable  publicity,  whether  or 
not  the  actions  and  policies  of  one’s  organ- 
ization really  merited  any  public  favor. 
But  there  have  been  great  changes  in  re- 
cent years.  Industry,  for  its  part,  has  fin- 
ally acknowledged  that  if  American  busi- 
ness is  to  survive  as  a free  activity  it  must 
operate  in  the  public  interest.  It  has 
learned  that  public  relations  begins  in  the 
local  community  and  takes  shape  through 
the  contacts  of  individual  people  with  one 
another.  American  business  has  accepted 
the  fact  that  good  reputation  is  founded 
upon  good  works. 

To  most  medical  men  the  term  “public 
relations”  (if  they  understood  it  at  all) 
once  implied  only  some  rather  questionable 
forms  of  ballyhoo.  But  in  the  past  quarter 
century  physicians  have  gradually  come  to 
realize  that  modern  public  relations — with 
its  emphasis  upon  good  works  and  honest 

* Read  before  the  Delaware  Academy  of  General  Practice, 
Wilmington,  December  11,  1954. 

**  Consultant  in  Me<lical  Public  Relations. 


purposes,  and  a candid  and  skillful  expo- 
sition of  one’s  objectives  and  accomplish- 
ments — is  the  keystone  of  the  structure 
of  medicine  in  our  social  complex  today. 

We  have  time  this  evening  only  to  men- 
tion a few  of  the  more  important  tendencies 
or  changes  that  have  affected  the  individual 
doctor  in  dealing  with  his  patients  and  the 
public. 

Dr.  Dana  W.  Atchley  has  written  recent- 
ly that  “the  old  art  of  healing  has  at  last 
been  fused  with  the  young  science  of  medi- 
cine.” The  scientist  has  been  admitted  to 
the  bed  side  and  the  clinician  has  been  wel- 
comed into  the  laboratory.  This  synthesis 
of  healer  and  scientist,  according  to  Dr. 
Atchley,  “has  produced  two  outstanding 
changes  in  the  practice  of  medicine:  the 
healer  has  guided  us  back  to  a primary 
preoccupation  with  a person  . . . and  the 
scientist  has  given  us  the  power  of  analysis 
and  integration  and  has  led  us  to  discard 
orthodoxy  and  illogical  tradition.” 

But  there  are  many  physicians  who  seem 
to  feel  that  the  “young  science  of  medi- 
cine” has  overwhelmed  the  “old  art  of 
healing”;  that  modern  medicine’s  chief  diffi- 
culties, public  relations-wise,  stem  from  a 
preoccupation  with  its  scientific  craft  and 
an  ignoring  of  the  patient  as  a person. 

If  it  is  true  that  physicians,  as  many  peo- 
ple complain,  are  sometimes  preoccupied 
with  the  “case”  to  the  neglect  of  the  per- 
son, it  is  equally  true  that  today  many  pa- 
tients neither  look  for  nor  evidently  expect 
to  find  in  their  physicians  the  same  quali- 
ties of  compassion,  sympathy  and  reassur- 
ance which  were  once  so  major  an  element 
in  the  doctor’s  total  beneficence. 

My  own  contacts  with  scores,  perhaps 
hundreds,  of  non-medical  people  over  the 
course  of  the  years,  convince  me  that  many 
people  have  come  to  feel  that  the  doctor  is 
less  important  — or  that  he  himself  some- 
times considers  his  personal  ministrations 
less  important  — than  his  scientific  tech- 
nique. Nevertheless,  I believe  that  nearly 
every  patient  accepts  this  state  of  affairs 
reluctantly.  I think  that  most  patients 
would  like  to  wake  up  some  fine  day  to  the 
realization  that  this  notion  is  only  a delu- 
sion. They  would  like  to  be  convinced  that 
not  only  is  the  doctor,  as  a person,  more 
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important  than  all  the  skills  and  apparatus 
of  his  craft,  but  that  he,  in  turn,  rates  the 
person  of  the  patient  as  incomparably  more 
important  than  the  disease  he  presents. 

From  a strictly  scientific  point  of  view, 
of  course,  there  is  no  gain,  saying  that 
the  patient  gets  a bigger  value  for  his  med- 
ical dollar  (even  for  the  inflated  one  of  to- 
day) than  he  got  in  the  days  before  the 
“young  science”  was  admitted  to  the  bed- 
side. The  doctor  knows  more  about  the 
processes  of  nature.  (Not  unkindly,  one 
may  sometimes  question  whether  he  really 
knows  much  more  about  the  processes  of 
“human  nature.”)  The  doctor  gives  more 
services,  performs  more  medical  acts,  in  a 
shorter  time.  The  patient  recovers  more 
surely  and  more  rapidly  than  in  the  “old 
days.”  More  often  than  formerly  the  doc- 
tor may  certainly  credit  his  ministrations 
with  prolonging  a life  or  with  restoring  a 
patient  to  productive  and  happy  living. 

There  are  also  certain  major  social  and 
economic  tendencies  which  the  profession 
has  to  take  into  account  in  assessing  its 
new  stance  in  public  relations.  The  evap- 
oration of  a large  part  of  the  pool  of  char- 
ity work,  due  in  part  to  full  employment 
and  in  part  to  the  development  of  prepay- 
ment plans,  has  far-reaching  consequences 
for  the  public  relations  as  well  as  the  econ- 
omy of  medicine.  It  must,  and  does,  affect 
the  doctor’s  theory  of  fees  and  charges. 
For  the  reduction  of  charity  work  as  a 
major  segment  of  his  practice  load  at  least 
partly  obviates  the  classic  basis  for  the 
“sliding  scale”  of  fees. 

Again,  the  extension  of  the  insurance 
principle  of  risk-sharing  into  nearly  every 
area  of  contingency  has  removed  the  neces- 
sity and  incentive  for  most  people  to  main- 
tain substantial  cash  savings.  Instead,  to- 
day, many  people’s  savings  are  largely  in 
the  form  of  insurance,  securities  and  other 
income-producing  property  that  is  relative- 
ly frozen.  Thrift,  as  a virtue  expressed  in 
terms  of  large  personal  cash  deposits 
against  a rainy  day,  is  becoming  obsolete, 
but  that  kind  of  thrift  has  yielded  to  other 
forms  of  providence. 

The  fact  that  more  people  live  quite 
comfortably  today  on  what  might  be  called 
a hand-to-mouth  cash  basis,  so  long  as  they 


maintain  insurance  against  the  major  haz- 
ards or  eventualities  of  life,  must  have 
some  meaning  for  the  doctor.  It  seems  to 
me  reasonable  to  suggest  that  this  fact  ac- 
counts for  a large  part  of  the  discomfort, 
dread  and  complaint  about  the  doctor’s 
bill.  Only  very  recently  has  the  profession 
even  begun  to  adapt  to  the  cost  of  medical 
care  the  same  credit  and  pre-payment  de- 
vices that  business  and  industry  have  been 
making  available  to  the  public  for  several 
decades. 

To  summarize  this  part  of  our  argument, 
I would  suggest  that,  as  a result  of  the 
more  widespread  distribution  of  income  in 
the  United  States,  combined  with  the  ap- 
plication of  the  insurance  principle  in  so 
many  new  areas,  more  people  today  have 
reasonably  comfortable  cash  incomes,  but 
fewer  maintain  large  liquid  savings.  Hence 
more  people  are  vulnerable  to  catastrophe 
in  the  event  of  serious  medical  misfortune. 
And  certainly  more  people  are  uneasy 
about  this  problem,  because  the  insurance 
protection  available  to  them  against  ca- 
tastrophic medical  expense  is  still  rudimen- 
tary and  inadequate. 

A major  factor  that  has  helped  make  the 
public  relations  of  the  profession  less  than 
happy  is  the  tendency  of  some  physicians 
to  demand  a greater  compensation  than 
can  be  (or  is)  justified  to  the  patient.  I 
have  observed  that  when  a physician 
charges  a fee  that  he  knows  will  not  or 
cannot  be  justified  to  his  patient,  there  is 
often  evident  a feeling  of  guilt,  of  defensive- 
ness — sometimes  even  of  defiance  — on 
the  part  of  the  doctor. 

Some  physicians  who  have  a reputation 
for  charging  substantial  fees  seem  to  be 
entirely  out  of  touch  with  their  patients  as 
far  as  this  aspect  of  their  relationship  is 
concerned.  One  might  suppose  that  the 
evaluation  of  the  doctor’s  services  is  of  no 
legitimate  concern  to  anyone  but  himself. 
It  is  as  though  the  levying  of  a fee  against 
a patient  is  as  unilateral  a process  as  the 
drawing  of  a check  by  a physician  on  his 
own  bank  account. 

Apart  from  the  occasional  physician  who 
has  a right  to  feel  uneasy  about  his 
charges,  there  are,  I think,  far  too  many 
others  who  are  unnecessarily  uncomfortable 
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about  making  a good  income.  The  doctor 
who  conscientiously  suits  his  charges  to 
the  circumstances  and  resists  the  tempta- 
tion to  overcharge  the  well-to-do  should 
never  feel  anything  but  “right”  about  his 
financial  success. 

The  public,  according  to  my  observation, 
does  not  think  of  its  doctor  as  being  over- 
paid. In  general,  I believe,  people  recog- 
nize that  the  doctor’s  professional  educa- 
tion is  long  and  costly,  that  he  begins  to 
earn  a living  later  in  life  than  the  members 
of  any  other  calling,  and  that  he  works 
long  hours  and  accepts  serious  responsibil- 
ities. Most  people,  I find,  expect  physi- 
cians to  be  compensated  in  keeping  with 
the  dignity  and  value  of  their  work. 

What  so  often  drives  a wedge  of  ill-will 
or  resentment  between  the  patient  and  his 
doctor  is  a simple  failure  on  the  part  of  the 
doctor  to  put  himself  in  the  patient’s  place. 
He  has  neglected  to  think  about  the  pa- 
tient’s inevitable  reaction  to  a transaction 
which  the  patient  cannot  be  expected  to 
understand  without  knowing  the  facts  that 
only  the  doctor  can  give  him. 

The  physician  who  acts  as  though  he 
could  ignore  the  normal  human  reactions 
of  patients  and  their  families,  or  who  thinks 
he  can  maintain  an  effective  therapeutic 
rapport  with  patients  who  are  mistrustful 
or  resentful  of  their  financial  relationships 
wfith  him  — such  a physician  sets  up  foci 
of  inflamed  and  infected  public  reaction 
which  no  amount  of  institutional  propa- 
ganda can  counteract. 

Public  relations  has  to  do  with  what 
other  people  think  about  you,  not  with 
what  you  think  they  ought  to  think. 
Strangely  enough,  one  of  the  complaints 
most  frequently  heard  about  doctors  is 
that  they  don’t  always  seem  to  make  al- 
lowance for  the  fact  that  the  patient  is 
sick.  For  no  matter  how  mature  a person 
may  be  normally,  when  he  is  diseased  he 
reverts,  to  some  degree,  toward  the  infan- 
tile. His  inner  confidence  in  his  own  ca- 
pacity to  cope  with  life  is  shaken.  He 
feels  himself  prey  to  new  and  unfamiliar 
dangers;  and  for  the  moment,  at  least,  he 
is  insecure,  perhaps  a little  neurotic. 

He  may  not  demand  special  attention, 
but  he  expects  it  and  he  suspects  he  may 


require  it.  Most  of  all,  he  wants  a new, 
more  solid  base  upon  which  to  build  his 
hope  and  to  rebuild  his  self-confidence.  In 
a word,  he  asks  — from  you  — the  gift  of 
reassurance. 

This  is  the  point  at  which  all  the  insight 
and  wisdom  of  the  doctor  should  come  into 
play.  For,  if  the  physician  succumbs  to 
the  easy  temptation  to  treat  the  patient  as 
a child,  if  he  relies  upon  mere  authority, 
untempered  by  human  warmth  and  humil- 
ity, then  the  patient,  when  his  health  has 
been  restored,  will  remember  the  days  of 
his  discontent  with  a resentment  that  may 
overshadow  his  gratitude  for  the  help  you 
have  tried  to  give  him. 

It  is  true  that  most  sensitive  people  dis- 
dain and  resent  authority,  but  only  when 
it  is  applied  to  them  in  the  authoritarian 
spirit.  When  this  happens,  the  patient 
sometimes  retaliates  with  a policy  of  non- 
compliance,  ignoring  or  disobeying  the  doc- 
tor’s orders.  This  reaction,  in  turn,  may 
give  rise  to  a feeling  of  frustration,  even 
of  semi-hostility  on  the  part  of  the  doctor. 

Another  human  proclivity  that  is  harm- 
ful to  a sound  patient-doctor  relationship, 
especially  when  indulged  under  the  author- 
ity of  a physician,  is  the  tendency  to  be  a 
sensationalist.  We  are  all  familiar  with 
that  household  caricature  of  the  alarmist 
physician,  who  years  ago,  gave  old  Uncle 
Joe  only  6 weeks  to  live,  or  who  last  year 
threw  the  whole  family  into  a state  of  anx- 
iety and  terror  until  what  was  supposed 
to  be  a carcinoma  in  daddy’s  throat  turned 
out  to  be  only  a pharyngeal  cyst. 

Then  there  is  the  doctor  who,  some  of 
his  patients  fancy,  should  have  been  a de- 
tective. This  physician  goes  about  the  bus- 
iness of  making  a diagnosis  as  he  would 
a game  of  chess.  For  him,  the  practice  of 
medicine  is  primarily  an  intellectual  chal- 
lenge. Of  course,  any  successful  physician 
takes  wholesome  pride  in  solving  a medical 
riddle.  But  the  great  diagnostician  is  more 
interested  in  the  patient  who  presents  the 
riddle  than  in  the  riddle  that  involves  a 
patient. 

A show  of  paternalistic  authority  or  ego- 
tism, a resort  to  alarmist  tactics  or  sensa- 
tionalism, or  an  indulgence  in  intellectual 
exhibitionism  will  sometimes  go  far  to  null- 
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ify  the  doctor’s  skill  and  defeat  his  sincere 
desire  to  help  and  reassure  his  patient. 

A few  years  ago,  Dr.  Charles  R.  Henry 
of  Little  Rock,  Arkansas,  with  the  help  of 
some  of  his  colleagues,  conducted  a survey 
of  popular  opinion  as  to  what  patients  find 
wanting  among  their  doctors.  He  reports 
a remarkable  unanimity  on  certain  points. 
Once  the  patients  had  recovered  from  their 
surprise  at  being  asked  for  an  opinion  by 
a doctor,  says  Dr.  Henry,  “each  one  voiced 
almost  exactly  the  same  comments. 

What  were  these  “comments?”  Dr.  Hen- 
ry summarized  them  in  these  words; 
“They  agreed  that  too  many  of  us  give  at 
least  the  impression  of  disinterest  and 
aloofness;  that  we  are  impersonal,  hurried 
and  brusque;  that  we  seem  eager  to  get 
them  out  of  the  office  and  to  get  on  with 
the  ‘needle  line’  in  the  waiting  room;  that 
we  fail  to  show  interest  in  them  as  a whole 
person  and  as  a sick  one  in  need  of  con- 
siderate attention.” 

Dr.  Henry’s  prescription  is  as  lucid  as 
his  diagnosis.  “As  individuals,”  he  sug- 
gests, “we  must  recognize  that  we  present 
individual  impressions  to  our  patients. 
Each  one  of  us  must  study  his  own  quirks, 
mostly  developed  long  before  he  ever  de- 
cided to  enter  the  field  of  medicine,  and, 
since  self-examination  is  difficult,  each  of 
us  should  probably  present  himself  before 
an  informal  personality  clinic  drafted  from 
intelligent  associates,  both  professional  and 
lay.” 

Each  modern  doctor  is  measured  by 
many  people,  subconsciously  at  least, 
against  the  somewhat  idealized  popular 
image  of  the  old-time  family  doctor  who 
is  now  generally  supposed  to  be  extinct. 

“Old  Doc’  was  warm  and  friendly,”  Dr. 
Henry  observes.  “We  must  try  to  recapture 
some  of  his  warmth  and  sympathy.  We 
must  recreate  the  atmosphere  of  confidence 
and  warm  interest  he  generated,  even 
though  it  may  take  real  study  to  develop 
such  techniques.  ...  I am  urging  that  each 
of  us  examine  his  attitudes  and  take  the 
trouble  to  show  the  deep  concern  that  most 
of  us  undoubtedly  feel  for  our  patients  and 
their  problems.” 

Dr.  Francis  Peabody  once  said,  “The 
secret  of  the  care  of  the  patient  is  in  caring 


for  the  patient.” 

“Whosoever  shall  compel  thee  to  go  a 
mile,  go  with  him  twain.”  This  famous 
admonition  from  the  sermon  on  the  Mount 
was  the  text  of  the  commencement  sermon 
when  I graduated  from  college,  and  doubt- 
less, of  many  an  inspirational  address  since 
that  time.  A slightly  more  commercialized 
version  of  the  same  sentiment  has  it  that 
“He  who  never  does  any  more  than  he  is 
paid  for,  never  is  paid  for  any  more  than 
he  does.” 

Dr.  William  L.  Bender  was  thinking  of 
the  same  point  when  he  remarked  to  his 
San  Francisco  colleagues  in  1953  that  “The 
housewife  returns  to  the  merchant  who 
tosses  another  potato  on  to  the  scale  after 
he  has  weighed  the  pound  she  pays  for.” 

This  is  not  offered  as  a homely  hint  to 
help  one  physician  gain  a competitive  ad- 
vantage over  his  confreres.  No,  this  trite 
principle  of  merchandising  is  cited  as  a 
simple,  inexpensive,  and  practically  infall- 
ible method  of  building  good  will  for  your 
profession.  It  is  “public  relations”  in  its 
quintessence. 

How  do  you  go  the  extra  mile?  How 
do  you  toss  in  the  extra  potato?  Dr. 
Bender  mentions  several  items:  “Be  glad 
to  see  your  patient,”  he  suggests,  “even  if 
you’re  a little  tired.”  Another  item  — 
quality  of  service:  “provide  . . . personal 
service  . . . Do  your  own  examining  and 
thinking  rather  than  hoping  for  a solution 
in  a plethora  of  laboratory  reports  ...  Be 
frank,  be  prompt,  never  give  (patients)  the 
impression  you’re  doing  them  a favor  . . . 
Prescribe  carefully.  Do  you  ever  ’phone  a 
patient’s  druggist  to  ask  what  your  pre- 
scription will  cost?  You’d  be  surprised  (at 
the  good  it  will  do).  ...  A patient  is  en- 
titled to  know  . . . what  he’s  getting  into 
financially.” 

It’s  the  unexpected  dividend  of  personal 
interest,  of  human  concern  given  freely  and 
spontaneously  by  the  doctor,  “above  and 
beyond  the  call  of  duty,”  that  binds  his 
patient  to  him  with  almost  unbreakable 
ties  of  affection  and  loyalty.  And  is  not 
this  the  indispensable  ingredient,  many 
times,  in  the  art  of  healing  the  patient? 

Most  of  your  prospective  patients  today, 
I think,  want  to  know  what  is  wrong,  to 
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understand  the  processes  that  are  at  work 
within  them.  One  of  the  patient’s  chief 
compensations  of  being  sick  or  of  under- 
going a serious  operation  is  the  postopera- 
tive conversational  material  it  provides. 
The  patient  who  is  not  willing  and  able 
to  discourse  learnedly  upon  every  conceiv- 
able diagnostic,  pathological,  or  therapeutic 
aspect  of  a recent  illness  is  generally  con- 
sidered most  eccentric. 

As  a rule,  patients  today  consider  it 
something  of  an  inalienable  right  to  be 
told  what  is  going  on  and  to  be  given  an 
opportunity  to  cooperate  — as  best  they 
may  — wdth  you,  as  their  doctor. 

I shall  leave  it  to  you  medical  men  to 
debate  this  problem  of  making  the  patient 
a partner  — from  the  professional  stand- 
point. My  interest  is  limited  to  the  atti- 
tude of  your  patients. 

There  are  two  major  historical  factors 
that  should  be  taken  into  account  here: 
first  the  changing  cultural  background 
from  which  your  patients  are  coming;  and 
second,  the  gradual  transformation  of  med- 
ical management  from  a largely  pragmatic, 
symptomatic  undertaking  into  a complex, 
but  logical  and  ordered  science. 

The  patient  of  1954  is  a very  different 
person  indeed  from  the  patient  of  1924. 
This  latter-day  client  of  yours  has  had  a 
far  better  formal  education,  as  a rule,  in 
the  basic  sciences.  He  has  grown  up  in  an 
age  when  people  talk  uninhibitedly  about 
many  medical  problems  that  were  almost 
if  not  quite  taboo  in  polite  society  only  a 
generation  ago.  His  attention  — and  his 
dollars  — are  solicited  the  year  ’round  by 
a formidable  procession  of  popular  organ- 
izations dedicated  to  telling  him  all  about 
cerebral  palsy  or  cancer  or  mental  health 
or  multiple  sclerosis,  etc.  Then,  too,  in  re- 
cent years,  he  has  witnessed  the  spectacle 
of  doctors  coming  out  of  their  consulting 
rooms,  taking  off  their  white  coats  and  en- 
gaging in  popular  forums  or  speaking  pro- 
grams, in  the  interest  of  health  education. 

All  these  things  have  convinced  your 
modern-day  patient,  beyond  a shadow  of 
doubt,  that  you  want  him  to  know  more 
and  more  about  medicine.  And  he  con- 
cludes, reasonably  enough,  that  you 
wouldn’t  be  so  eager  for  him  to  learn  about 


you  and  your  craft  if  you  didn’t  consider 
him  capable  of  understanding  at  least  the 
elemental  medical  facts  of  life. 

As  to  the  transformation  of  medicine  in 
the  direction  of  a science.  I’m  sure  most 
doctors  will  appreciate  that  the  evolution 
of  medicine  from  the  mystical  to  the  de- 
monstrable has  provided  one  of  the  great 
dramatic  experiences  of  our  times.  As  the 
triumphs  of  the  laboratory  have  progressed 
through  the  familiar  stages  of  pure  science, 
animal  experimentation,  controlled  clinical 
application  and,  ultimately,  publication  in 
the  scientific  periodicals,  followed  by  gen- 
eral application  in  practice,  your  patients 
have  rejoiced  in  the  prospective  benefits  to 
their  ailing  contemporaries,  and  possibly, 
themselves.  They  have  experienced  a thrill 
of  participation  in  all  this  progress.  For 
they  have  come  to  see  that  not  only  med- 
ical men,  but  chemists,  biologists,  physi- 
cists and  thousands  of  nameless  laboratory 
workers  have  contributed,  in  one  degree  or 
another,  to  the  discovery,  the  proving  and 
the  development  of  each  new  “miracle” 
drug  or  process. 

The  modern  patient  knows  that  there  are 
no  trade  secrets  in  medicine.  If  he  is  a pro- 
fessional man  himself,  or  a highly  trained 
specialist  of  one  kind  or  another,  he  esteems 
himself  capable  (with  your  help)  of  under- 
standing himself  as  a patient.  He  is  also 
quite  certain  that  you  need  his  coopera- 
tion if  your  efforts  are  to  produce  the 
earliest  and  happiest  results  for  him. 

The  problem  of  establishing  the  confi- 
dence of  the  modern  patient  and  of  taking 
him  into  your  confidence,  within  the  limits 
of  his  fragmentary  medical  knowledge  and 
his  ability  to  cope  with  the  facts  of  his  own 
situation,  is  one  of  the  most  delicate  public 
relations  problems  any  physician  has  to 
face. 

This  problem  is  extremely  complex  and 
baffling.  There  is  not  only  the  obnoxious 
“know-it-all”  attitude  to  contend  with  in 
some  patients.  More  commonly  encoun- 
tered, and  perhaps  even  more  perplexing  to 
handle  is  the  patient  who  knows  so  much 
that  “just  ain’t  so”.  The  doctor,  I think, 
has  an  inescapable  responsibility  to  inform 
the  curious  patient,  to  correct  the  misin- 
formed patient,  and  to  disillusion  those 
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who  are  wilfully  wrong-headed  about  their 
own  vital  facts. 

The  doctor’s  individual  public  relations 
are  vital  to  him  and  to  the  profession  as  a 
whole.  They  are  affected  by  many  things. 
To  mention  only  a few,  there  is  the  man- 
agement of  his  financial  relationships  with 
his  patients.  How  does  he  gauge  his  fees? 
Does  he  have  a fee  schedule  of  his  own? 
If  so,  how  does  his  schedule  compare  with 
those  of  his  local  colleagues?  Does  he  really 
try  to  make  sure  that  his  fees  and  charges 
are  understood  and  justified  in  the  minds 
of  his  patients? 

Then  there  are  his  daily  relationships 
with  his  office  aides,  and  all  the  people,  be- 
sides patients,  who  come  to  his  office  or 
with  whom  he  is  in  daily  contact  — the 
detail  men,  other  physicians,  social  workers, 
members  of  allied  professions,  technicians, 
hospital  workers,  and  the  civic  personal- 
ities and  community  leaders  who  come  to 
him  for  advice  or  help  in  projects  for  the 
welfare  of  the  community. 

The  relationships  of  one  doctor  to  an- 
other in  caring  for  a given  patient  are  of 
course  fraught  with  great  possibilities  either 
for  good  or  for  ill  in  respect  to  the  doctor’s 
public  relations. 

There  is  also  the  whole  field  of  commu- 
nity relations  for  the  doctor  to  consider, 
both  as  an  individual  and  as  a member  of 
the  medical  society. 

Beyond  that  there  is  the  hospital  in  which 
the  doctor  not  only  practices  medicine  but 
comes  in  contact  with  so  many  delicate 
problems  affecting  the  public  relations  of 
his  profession. 

The  problem  of  public  relations  is  a very 
broad  and  complex  one  for  the  individual 
physician.  It  is  far  too  complex  to  lend  it- 
self to  a simple  program. 

Organized  medicine  has  a public  relations 
program.  Some  of  the  more  important 
components  of  this  program,  implemented 
in  varying  degrees  by  state  and  county  so- 
cieties are:  emergency-call  services;  griev- 
ance committees;  promotion  of  public 
health  forums,  health  information  columns 
in  local  newspapers,  and  speaker’s  bureau 
services  for  lay  groups  desiring  medical 
programs;  the  cultivation  of  friendly,  co- 
operative relationships  with  local  press. 


radio  and  television  representatives;  estab- 
lishment of  programs  to  assure  private  med- 
ical care  for  indigent,  old  age  and  chronic- 
ally ill  patients;  and  various  other  projects 
whose  common  denominator  is  a demon- 
stration of  the  profession’s  interest  in  pub- 
lic welfare. 

These  are  all  practical  devices  by  which 
the  profession  may  and  does  prove  its  de- 
votion to  the  community.  I have  partici- 
pated in  these  and  many  other  comparable 
activities  during  my  twenty-odd  years  of 
service  with  various  m.edical  societies.  I 
am  certain  that  unless  one  has  taken  part 
personally  in  such  activities,  he  can  have 
no  adequate  conception  of  their  worth. 

But  it  is  my  deep  conviction  that  all 
these  good  works  will  profit  the  profession 
little  indeed  unless  the  individual  doctor 
is  completely  imbued  with  the  attitude 
which  make  good  public  relations  for  him 
inevitable  — and  bad  public  relations 
impossible. 

The  traditional  ethics  of  the  profession, 
its  ancient  ideal  of  service,  its  noble  code 
of  conduct  — these  are  the  immutable 
foundations  upon  which  the  public  rela- 
tions of  the  doctor  must  be  based.  Good 
public  relations  for  the  individual  physi- 
cian requires  only  that  he  exemplify  the 
noble  impulse  of  his  profession.  Which  is 
to  say  that  good  public  relations  for  the 
doctor  is  identical  with  the  consecrated 
spirit  and  conduct  of  the  good  physician. 
It  is  a way  of  life  — nothing  more,  nothing 
less. 

9 Evergreen  Road. 


THE  MONTH  IN  WASHINGTON 

Washington,  D.  C. — All  too  frequently 
overlooked  in  Congressional  activity  on 
health  and  related  bills  each  year  are  the 
little-publicized  but  highly  important  ap- 
propriations measures  — without  which  no 
program  of  the  federal  government  could 
move  forward.  The  appropriations  hearings 
in  the  House  (where  all  money  bills  must 
originate)  rarely  get  headlines  as  they  are 
conducted  behind  closed  doors.  Weeks  and 
sometimes  months  later,  the  hearings  are 
published,  but  by  then  the  bill  supplying 
money  for  an  agency  has  been  reported  to 
the  House. 
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It’s  only  when  the  measure  gets  to  the 
Senate  that  private  groups  and  individuals 
are  heard  — by  then  in  open  sessions. 
Closed  House  sessions  are  not  new.  That 
is  the  way  it  has  been  done  ever  since  Con- 
gress set  up  a separate  committee  on  ap- 
propriations back  in  1865. 

The  importance  of  appropriations  in  run- 
ning the  federal  government  was  clearly  il- 
lustrated when  the  President  submitted  to 
Congress  his  1,272-page  budget  message  in 
which  he  sought  $65.9  billion  for  all  federal 
programs  for  tbe  fiscal  year  beginning 
July  1. 

While  there  was  no  overall  total  of  pro- 
jected spending  by  all  the  agencies  in  the 
health  field,  the  budget  requests  for  tbe  De- 
partment of  Health,  Education,  and  Wel- 
fare showed  a sharplj'  upward  trend.  And 
if  certain  new  legislation  is  voted  on  this 
session  — like  the  projected  5-year  pro- 
gram of  construction  grants  for  medical 
schools  and  private  laboratory  facilities  — 
the  total  figure  for  subsequent  years  is 
likely  to  be  even  higher. 

On  the  medical  school-laboratory  con- 
struction bill,  the  President  asked  Congress 
for  $40  million  for  the  first  year  (estimated 
cost  over  five  years  is  $250  million).  Con- 
struction grants,  which  would  have  to  be 
matched  on  a 50-50  basis,  would  be  avail- 
able for  private  medical  schools  as  well  as 
non-federal  laboratories  conducting  re- 
search into  a wide  range  of  crippling  dis- 
eases. 

Tbe  budget  message  also  calls  for  another 
$30  million  in  outright  grants,  to  the  states 
to  help  them  in  financing  poliomyelitis  vac- 
cination programs,  the  same  amount  ap- 
propriated by  Congress  last  session.  The 
administration  in  a separate  request  asked 
for  extension  of  the  polio  law,  from  Febru- 
ary 15,  1956  to  June  30,  1957,  and  both 
the  House  and  Senate  with  only  brief  de- 
bate voted  tbe  17-month  extension.  Since 
only  half  of  last  year’s  $30  million  was 
spent  up  to  the  February  15  expiration  date 
of  the  original  act,  there  was  no  rush  for 
Congress  to  act  on  the  new  account. 

Other  new  spending  asked  by  the  admin- 
istration, contingent,  of  course,  on  enabling 
legislation,  include  $10  million  for  initial 
capitalization  of  mortgage  loan  guarantees 


for  health  facilities;  $5  million  for  graduate 
and  practical  nurse  and  professional  health 
personnel  training,  $3  million  for  water  pol- 
lution grants;  $1.5  million  for  mental  health 
expansion  programs;  and  $1  million  for 
sickness  and  disability  surveys  in  the  U.  S. 

If  Congress  approves  the  requests,  vir- 
tually all  segments  of  the  Department  of 
HEW  will  have  more  money  to  spend  than 
in  this  fiscal  year.  None  would  benefit  more, 
however,  than  the  medical  research  arm  of 
government,  the  National  Institutes  of 
Health.  The  total  sought  for  the  seven  in- 
stitutes is  28%  more  than  estimated  spend- 
ing this  year.  Here  are  some  examples:  Na- 
tional Cancer  Institute,  $32,437,000,  up 
29%;  National  Heart  Institute,  $22,106,- 
000,  up  17%,  and  the  National  Institute  of 
Allergy  and  Infectious  Diseases  (formerly 
the  National  Microbiological  Institute), 
$9,799,000,  a 26%  increase. 

The  President  requested  $130  million  for 
the  Hill-Burton  hospital-clinic  construction 
program  which  will  be  10  years  old  this 
August.  In  this  connection  Congress  has 
been  asked  to  extend  the  act  for  two  years 
beyond  next  year,  and  action  is  expected 
this  session. 

After  a study  of  possibilities  in  the  peace- 
ful uses  of  atomic  energy,  a panel  has  rec- 
ommended, among  other  things,  that  the 
U.  S.  encourage  states  and  private  organiz- 
ations to  take  full  advantage  of  the  oppor- 
tunities offered  by  radioactive  material  for 
medical  research  and  treatment. 

It  now  appears  that  an  improved  and 
more  uniform  program  of  medical  care  for 
service  families  will  be  adopted  this  session 
— possible  before  this  is  published.  One  fea- 
ture: A $25  deductible  charge  in  civilian 
hospitals,  but  with  the  government  paying 
the  full  insurance  premium,  and  a manda- 
tory subsistence  charge  in  military  hospi- 
tals. 

Making  slower  progress  is  the  plan — un- 
der consideration  for  more  than  a year — for 
a health  insurance  program  for  U.S.  civilian 
workers.  Here  the  government  would  pay 
about  half  the  cost. 

Several  committees  are  urging  stricter 
penalties  and  other  changes  to  bring  the 
illicit  narcotic  traffic  under  better  control; 
so  far  no  suggestion  of  more  controls  over 
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the  medical  profession  in  the  handling  of 
narcotics. 


DELAWARE  DOCTORS  IN  SOCIAL 
SECURITY 

The  members  of  the  Medical  Society  of 
Delaware  were  recently  polled  on  the  fol- 
lowing question: 

Are  you  in  favor  of  including  physicians 
in  Social  Security?  (Vote  for  one) 

(a)  On  a voluntary  basis 

(b)  On  a compulsory  basis 

(c)  Not  at  all 

The  tabulation  below  shows  the  results 
of  this  poll. 


New  Castle 
County 

Kent 

County 

Sussex 

County 

Total 

% of 
Returns 

Voluntary 

107 

7 

10 

124 

72.51 

Compulsory 

10 

0 

2 

12 

7.02 

Not  at  all 

28 

4 

3 

35 

20.47 

Total 

145 

11 

15 

171 

100.00 

% of  members  45.6  44.0  27. c 

42.9 

No.  of  members  318  25  55 

398 

It  is  gratifying  that  only  7%  of  our  mem- 
bers voted  for  compulsion,  with  all  that 
that  involves.  Alabama  voted  5%  for  com- 
pulsion, whereas  a large  medical  unit  in 
Massachusetts  voted  70%  for  compulsion! 
The  American  Bar  Association  voted  for 
compulsion  by  a substantial  majority  if 
voluntary  inclusion  was  not  possible.  We 
had  expected  the  lawyers  to  vote  almost 
solidly  for  “not  at  all,”  since  they,  more 
than  their  non-legal  fellows,  must  know 
what  compulsion  involves. 

Delaware  will  have  a spokesman  on  Feb- 
ruary 23rd  at  the  hearing  before  the  Sen- 
ate Finance  Committee,  a committee  of  15 
members,  with  Delaware  holding  the  unique 
distinction  of  having  both  of  her  senators 
on  that  very  powerful  committee.  Senator 
Byrd  of  Virginia  is  the  chairman. 

The  AMA  view,  in  common  with  a large 
number  of  thoughtful  persons  and  organiz- 
ations, is  that  there  should  be  no  changes 
at  all  made  in  the  Social  Security  laws  until 
a complete  and  impartial  study  of  the  whole 
system  has  been  made,  even  if  it  takes  two 
or  three  years  to  make  such  a study. 


District  Judge  C.  Edwin  Moore’s 
DECREE  IN  THE  HOSPITAL-PHYSICIAN  TRIAL 

IN  THE  DISTRICT  COURT  OF  THE  STATE  OF 
IOWA  IN  AND  FOR  POLK  COUNTY 
No.  63095  Equity 

Iowa  Hospital  Association,  a corporation, 
et  al.  Plaintiffs 

Iowa  Board  of  Medical  Examiners,  et  al. 

Defendants 

Iowa  State  Medical  Society  Intervenor 
Now,  on  this  7th  day  of  December,  1955, 
the  above  cause  comes  on  for  final  judg- 
ment and  decree,  the  Court  having  on  No- 
vember 28,  1955  filed  Findings  of  Fact  and 
Conclusions  of  Law  appearing  in  Journal 
263  at  page  74  in  the  office  of  the  Clerk  of 
chis  Court. 

The  Plaintiffs  appear  as  to  their  Petition 
as  twice  amended  and  in  resistance  to  the 
counterclaims  of  the  Defendants  and  of  the 
Petition  of  Intervention  of  the  Intervenor 
by  Herrick,  Langdon  and  Sidney  of  Des 
Moines,  Iowa  and  0.  W.  Harris  of  Jeffer- 
son, Iowa.  The  Defendants  Iowa  State 
Board  of  Medical  Examiners  and  George 
H.  Scanlon,  M.D.,  Frank  R.  Peterson, 
M.D.,  R.  F.  Birge,  M.D.,  H.  E.  Farns- 
worth, M.D.  and  John  W.  Billingsley, 
M.D.,  Members  of  the  Iowa  State  Board 
of  Medical  Examiners,  and  Dayton  Coun- 
tryman, Attorney  General  of  the  State  of 
Iowa  by  Dayton  Countryman,  Attorney 
General  of  the  State  of  Iowa,  Clarence  A. 
Kading,  Assistant  Attorney  General  of 
the  State  of  Iowa  and  Philip  H.  Cless,  Spe- 
cial Assistant  Attorney  General  of  the  State 
of  Iowa,  and  the  Defendants  Iowa  As- 
sociation of  Pathologists,  Frank  C.  Cole- 
man, M.D.,  President  and  R.  F.  Birge, 
M.D.,  Secretary  by  their  attorneys  Leh- 
mann, Hurlburt,  Blanchard  & Cless  of  Des 
Moines,  Iowa  and  the  Intervenor  Iowa 
State  Medical  Society  by  its  attorneys 
Lehmann,  Hurlburt,  Blanchard  & Cless  of 
Des  Moines,  Iowa.  All  Defendants  appear 
in  resistance  to  the  Petition  of  the  Plain- 
tiffs as  twice  amended  and  said  Defendants 
appear  also  in  the  assertion  of  counter- 
claims against  the  Plaintiffs  joined  in  by 
Petition  of  Intervention  of  the  Intervenor 
Iowa  State  Medical  Society. 

In  addition  to  the  Findings  and  Conclu- 
sions heretofore  referred  to,  the  Court  finds 
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that  the  subject  matter  of  this  cause,  both 
as  to  the  Petition  of  the  Plaintiffs  as  twice 
amended  and  of  the  counterclaims  of  the 
Defendants  and  the  Petition  of  Interven- 
tion of  the  Intervenor,  are  proper  subjects 
for  declaratory  relief  as  provided  in  Rules 
261  to  269  of  Civil  Procedure,  both  inclu- 
sive, and  that  said  pleadings  present  justi- 
ciable controversies  and  that  the  Court 
has  the  jurisdiction,  power  and  right  to 
make  the  declarations  sought  therein  or  to 
refuse  same. 

Having  on  November  28,  1955  filed  writ- 
ten Findings  of  Fact  and  Conclusions  of 
Law  appearing  in  Journal  263  commencing 
at  page  74  thereof,  in  the  office  of  the 
Clerk  of  this  Court,  the  Court  does  hereby 
adopt,  reassert  and  restate  said  Findings 
of  Fact  and  Conclusions  of  Law  with  the 
same  force  and  effect  as  though  set  out 
herein  at  length. 

The  equities  being  with  the  Defendants 
and  Intervenor  as  to  both  the  Petition  and 
counterclaims,  the  Court  proceeds  to  enter 
judgment  and  decree  consistent  with  the 
Findings  of  Fact  and  Conclusions  of  Law. 

Now,  Therefore,  It  Is  Hereby  Ordered, 
Adjudged  and  Decreed  as  follows: 

1.  That  the  Court  does  hereby  refuse 
each  and  every  one  of  the  declarations 
sought  by  the  Plaintiffs  in  their  Petition 
as  twice  amended,  and  said  Petition  is 
hereby  dismissed  and  judgment  of  dismissal 
is  hereby  entered. 

2.  As  to  the  counterclaims  and  the  Pe- 
tition of  Intervention,  the  Court  declares 
that  Plaintiffs,  be  they  corporations  or  in- 
dividuals serving  as  trustees  for  County 
hospitals  under  the  provisions  of  Chapter 
347  of  the  Code  or  of  Municipal  hospitals 
under  the  provisions  of  Chapter  380  of  the 
Code,  in  conducting  and  operating  hospital 
pathology  laboratories  as  found  in  the 
Court’s  Findings  of  Fact,  are  selling  to  the 
public,  as  pathology  laboratory  services, 
medical  services  performed  and  furnished 
in  the  diagnosis  and  treatment  of  human 
injury  and  disea.se  including  the  services 
of  the  pathologist  himself,  if  there  be  one, 
and  as  such  are  engaged  in  the  unauthor- 
ized, unlicensed  and  illegal  practice  of 
medicine. 


3.  As  to  the  counterclaims  and  the  Pe- 
tition of  Intervention,  the  Court  declares 
that  Plaintiffs,  be  they  corporations  or  in- 
dividuals serving  as  trustees  for  County 
hospitals  under  the  provisions  of  Chapter 
347  of  the  Code  or  of  Municipal  hospitals 
under  the  provisions  of  Chapter  380  of  the 
Code,  in  conducting  and  operating  hospital 
X-ray  departments  as  found  in  the  Court’s 
Findings  of  Fact,  are  selling  to  the  public, 
as  X-ray  services,  medical  services  per- 
formed and  furnished  in  the  diagnosis  and 
treatment  of  human  injury  and  disease  in- 
cluding the  services  of  the  radiologist  him- 
self, if  there  be  one,  and  as  such  are  en- 
gaged in  the  unauthorized,  unlicensed  and 
illegal  practice  of  medicine.  This  declara- 
tion is  not  applicable  to  Evangelical  Hos- 
pital, Marshalltown,  Iowa. 

4.  The  pathologist  or  radiologist,  by  per- 
mitting a hospital  to  bill  for  medical  serv- 
ices in  the  name  of  the  hospital  without 
the  consent  of  the  patient  or  his  legal  rep- 
resentative, violates  the  provisions  of  Sub- 
section 4 of  Section  147.56  of  the  Code. 

5.  Each  and  every  Conclusion  of  Law 
made  and  filed  under  date  of  November  28, 
1955  and  appearing  in  Journal  263  com- 
mencing at  page  74  thereof,  in  the  office 
of  the  Clerk  of  this  Court  is  hereby  made 
a separate  declaration  under  said  counter- 
claims and  petition  of  Intervention  with 
the  same  force  and  effect  as  though  set  out 
at  length. 

It  Is  Further  Ordered,  Adjudged  and 
Decreed  that  pursuant  to  Rule  266  of 
Civil  Procedure  this  Court  does  hereby  re- 
tain jurisdiction  of  this  cause  for  the  grant- 
ing of  relief  supplemental  to  the  declara- 
tions herein  made  wherever  necessary  or 
proper. 

It  Is  Further  Ordered,  Adjudged  and 
Decreed  that  the  Clerk  enter  judgment 
against  the  Plaintiffs  for  the  cost  of  this 
action. 

It  Is  Further  Ordered,  Adjudged  and 
Decreed  that  the  attorneys  on  each  side 
shall  provide  the  others  with  a descriptive, 
chronological  list  of  their  exhibits  and  shall 
file  a copy  of  such  list  with  the  Clerk  as  a 
receipt  for  such  exhibits  and  shall  become 
the  custodian  thereof.  The  attorneys  shall 
(Concluded  on  page  48) 
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The  A.M.E.F. 

Do  you  want  your  medical  alma  mater 
free  or  government  controlled? 

What  are  you  going  to  do  about  the 
American  Medical  Education  Foundation? 

In  Delaware  during  1955  about  one-third 
of  the  doctors  contributed  $4,029.50  to  the 
A.M.E.F. 

Throughout  the  entire  nation  about  one- 
fifth  to  one-third  of  the  doctors  have  been 
carrying  the  load  of  giving  to  their  alma 
maters  through  the  A.M.E.F. 

The  goal  of  $2,000,000  annually  has 
never  been  reached.  The  medical  schools 
(81  accredited)  need  $10,000,000  per  year 
to  wipe  out  their  deficits. 

The  polititians  are  interested  in  subsi- 
dizing all  medical  schools.  Private  indus- 
try and  the  American  Medical  Association 
are  anxious  that  the  Federal  government 
be  discouraged  in  attempting  this  subsidiz- 
ation. 


rials  + 

If  subsidization  comes,  they  feel  it  is  a 
wedge  to  demand  more  privileges  and  more 
control  of  our  medical  educational  pro- 
grams. 

If  private  industry  is  interested  enough 
to  donate  $8,000,000  a year  to  attempt  to 
prevent  Federal  subsidization  it  seems  ra- 
tional to  assume  the  doctors  should  donate 
enough  to  bring  this  sum  up  to  $10,000,000 
annually. 

For  five  years  the  committees  appointed 
by  the  local  state  societies  throughout  the 
nation  have  failed  to  meet  this  goal.  The 
facts  indicate  that  the  committees  simply 
cannot  raise  that  much  money  through 
voluntary  contributions,  even  by  employing 
personal  visitations. 

This  being  the  situation,  it  would  seem 
the  only  alternative  would  be  an  annual 
assessment  levied  by  the  A.M.A.  or  State 
Society,  to  go  to  the  A.M.E.F.  This  action 
has  been  recommended  at  a meeting  of  the 
State  Chairman  of  the  A.M.E.F.,  held  in 
Chicago  on  January  22,  1956.  Action  on 
this  recommendation  must  come  from  the 
House  of  Delegates.  In  order  to  prevent 
this  assessment  it  will  be  necessary  for 
every  doctor  to  contribute  something  to 
the  A.M.E.F. 

Send  contributions  to  Gerald  O.  Poole, 
M.D.,  600  Delaware  Avenue,  Wilmington. 


On  the  Trail  of  the  Pioneer 

From  1861,  when  disease  took  a greater 
toll  of  life  on  Civil  War  battlefields  than 
minnie  balls,  to  the  conflict  in  Korea, 
where  helicopters  carried  blood  and  plasma 
to  the  front  lines,  the  American  volunteer 
has  followed  the  example  of  his  pioneer 
forefathers  by  helping  his  neighbors  in 
distress. 

Twenty  years  before  the  actual  organiza- 
tion of  the  American  Red  Cross,  Clara 
Barton  and  hundreds  of  women  volunteers 
were  doing  their  best  to  raise  the  level  of 
medical  service  for  soldiers  during  the  War 
Between  the  States. 

Time  and  again  the  Red  Cross  has 
forged  ahead  with  practical  training  to 
benefit  the  health  and  safety  of  mankind. 
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Its  first  aid  and  water  safety  courses  are 
in  the  forefront  with  the  newest,  tested 
methods;  its  home  nursing  and  baby  care 
classes  are  recommended  by  physicians  and 
nurses,  many  of  whom  volunteer  tim.e  for 
instruction;  its  disaster  relief  methods  pro- 
vide practical  channels  for  sympathetic  ac- 
tion. 

Red  Cross  bloodmobiles  now  travel  the 
nation,  some  near  western  trails  that  once 
were  red  with  the  lost  blood  of  our  pio- 
neers. One  of  the  most  recent  developments 
in  the  Red  Cross  program  of  service,  blood 
donor  recruitment  set  a remarkable  record 
during  World  War  II  in  providing  blood 
and  its  derivatives  to  wounded  soldiers  — 
a record  that  is  being  matched  by  the 
steady  procurement  of  donors  for  peace- 
time illness  and  accident. 

As  we  move  into  the  atomic  age,  the 
Red  Cross  continues  to  keep  abreast  of  the 
times.  All  the  skills  and  experience  of  Red 
Cross  volunteers  are  ready  to  help  those 
in  distress  in  the  event  of  an  atomic  dis- 
aster. 

Seventy-five  years  of  service  speak  for 
themselves.  Help  the  Red  Cross  to  stay 
on  the  job  serving  our  neighbors  every- 
where in  the  proud  tradition  of  our  pio- 
neers. 


Science  Fair 

The  American  Medical  Association  has 
accepted  an  invitation  from  Science  Serv- 
ice to  participate  in  the  National  Science 
Fair,  sponsored  by  Science  Clubs  of  Amer- 
ica, next  May  10-12  in  Oklahoma  City. 
The  winners  of  the  Delaware  Science  Fair, 
to  be  held  April  18-21  at  Tower  Hill  School, 
will  compete  at  the  national  level  in  Okla- 
homa City.  The  high  school  student  with 
the  best  medical  exhibit  in  the  National 
Science  Fair  will  be  presented  with  a spe- 
cial AMA  citation  and  an  invitation  to  be 
a guest  exhibitor  in  the  Scientific  Exhibit 
at  the  AMA  annual  meeting  in  Chicago, 
June  11-15. 

This  action  of  the  AMA  has  been  antic- 
ipated somewhat  in  Delaware  by  an  action 
of  the  Delaware  Academy  of  Medicine  which 
last  spring  took  up  the  idea  and  approached 
the  Delaware  State  Science  Fair  with  the 


view  of  becoming  a sponsor  of  the  local 
Science  Fair.  The  Academy  was  accepted 
as  a co-sponsor  and  a representative.  Dr. 
Norman  L.  Cannon,  was  appointed  to  meet 
with  the  planning  committee  of  the  State 
Science  Fair. 

The  Science  Fair  program  offers  a con- 
tinuing opportunity  to  the  physicians  of 
our  state  to  stimulate  interest  in  the  bio- 
logical sciences  and  medical  research  among 
the  school  children  of  the  state  of  Dela- 
ware. Participation  will  help  convince  these 
students  that  medicine  is  worthy  of  their 
talents,  as  well  as  providing  convincing  evi- 
dence of  the  worthy  purposes  of  organized 
medicine. 

While  the  Academy  of  Medicine  has  an 
excellent  library  service  to  oflter  the  stu- 
dents, the  physicians  themselves  can  help 
when  asked  to  provide  advice  and  vocation- 
al guidance  to  interested  students  in  their 
individual  and  group  projects.  The  Fourth 
Annual  Delaware  Science  Fair  will  be  held 
at  Tower  Hill  School  this  coming  April. 
The  two  top  winners  will  represent  the 
state  in  the  National  Fair  in  Oklahoma 
City  in  May. 

Don’t  fail  to  take  advantage  of  this  gold- 
en opportunity  to  further  the  cause  of  med- 
ical science  and  development  among  our 
youth.  It  is  here  that  the  future  of  medi- 
cine lies  and  we  can  help  tremendously  in 
stimulating  and  cultivating  a healthy  fu- 
ture. This  is  truly  a basic  and  important 
phase  in  fostering  scientific  development  in 
our  country.  This  is  also  a key  spot  for  im- 
proving our  public  relations  in  the  highest 
possible  manner. 

We  urge  you  to  get  behind  our  Dela- 
ware Science  Fair  and  be  available  to  our 
students  in  all  schools  throughout  the  state 
for  any  of  their  questions  and  needs  in 
furthering  their  scientific  development. 


Hospital  - Physician  Trial 
(Concluded  from  page  46) 
accommodate  each  other  in  the  examina- 
tion and  inspection  of  such  exhibits. 

(signed)  C.  Edwin  Moore,  Judge 
[Note — The  plaintiffs  have  entered  an  ap- 
peal to  the  Iowa  Supreme  Court.] 


February,  1956 


Delaware  State  Medical  Journal 


49 


Unbelievable,  but  True 

High  School  seniors  of  86  schools  scat- 
tered across  the  nation  were  surveyed  by 
the  Opinion  Research  Corporation  on  their 
attitude  towards  the  free  enterprise  sys- 
tem. Here  are  some  of  the  results; 

1.  82%  do  not  believe  there  is  compe- 
tition in  business. 

2.  60%  said  owners  get  too  much  of  the 
profits. 

3.  76%  said  owners  get  most  of  the 
gains  from  new  machinery. 

4.  55%  support  the  Communist  theory 
“from  each  according  to  ability,  to 
each  according  to  needs.” 

5.  61%  reject  the  private  incentive  as 
a need  to  the  survival  of  our  eco- 
nomic system. 

6.  60%  said  a worker  should  not  pro- 
duce all  he  can. 

Insurance  Economics  Surveys,  Sept.  1955 


Sick  Room  Equipment 

Sick  room  equipment  is  available  on  a 
free  loan  basis  from  twenty-two  different 
organizations  in  Delaware.  Persons  inter- 
ested in  the  loan  of  this  equipment  can 
obtain  full  information  by  calling  the  Sick 
Room  Equipment  Clearing  House  of  the 
Volunteer  Bureau  of  the  Welfare  Council 
of  Delaware,  in  Wilmington,  telephone 
OLympia  6-5406. 

Physicians  are  urged  to  call  this  com- 
munity resource  to  the  attention  of  their 
patients  needing  such  equipment. 


Physicians  and  Their  Estates.  The  Hart- 
ford County  (Connecticut)  Medical  Soci- 
ety recently  studied  144  obituaries  of  local 
physicians  and  probate  court  cases  involv- 
ing their  estates.  While  the  survey,  of 
course,  wasn’t  too  large,  it  revealed  some 
interesting  and  startling  facts,  including: 

One  out  of  eight  of  the  physicians  who 
died  between  1940  and  1953  was  in  debt  at 
the  time  of  death. 

Of  the  144  doctor  estates  studied,  one 
out  of  three  left  net  assets  of  less  than 
$10,000. 

The  Hartford  survey  disclosed  only  one 
extremely  wealthy  doctor  out  of  the  144 
and  that  $575,915  of  his  estate  was  con- 
sumed by  estate  taxes  and  other  settlement 
expenses. 


Only  one  doctor  in  eight  survived  his 
wife! 

The  doctors  aged  40  to  50  died  twice  as 
fast  as  the  general  population,  and  in  the 
67-70  bracket,  the  doctors’  death  rate  was 
50%  higher  than  the  insurance  table. 

Heart  diseases  and  cerebral  hemorrhage 
were  the  chief  causes  of  death. 

Expenses  of  settlement  of  the  estates 
studied  ranged  from  a minimum  of  13% 
to  as  much  as  one  third. 

The  age  of  death  of  the  physicians  when 
compared  with  life  insurance  mortality  ta- 
bles showed  that  there  were  two  vulnerable 
age  periods  for  medical  men — 40  to  50  and 
60  to  70. 

One  out  of  three  physicians  left  no  will. 

Secretary's  Letter,  October  18,  1955. 


It  is  evident  that  despite  the  downward 
course  of  tuberculosis  in  the  United  States, 
this  disease  still  presents  an  epidemiological 
problem  of  considerable  magnitude  and  any 
slackening  of  control  measures  would  be 
hazardous.  As  far  as  the  individual  patient 
with  active  tuberculosis  is  concerned,  treat- 
ment is  still  of  relatively  long  duration 
with  no  rapid  treatment  program  as  for 
lues,  on  the  horizon,  as  yet.  Leo  Tepper, 
M.D.,  Dis.  of  Chest,  September,  1955. 


Many  external  and  internal  factors  deter- 
mine the  effect  on  a person  of  a handicap- 
ping illness,  such  as  tuberculosis.  His  pre- 
vious experiences,  the  kind  of  person  he  is, 
and  specific  family  and  other  social  pres- 
sures all  influence  his  adjustment  to  the 
disease,  his  response  to  treatment,  and  his 
attitude  towards  changes  to  be  made  in 
living  patterns.  Unlike  most  other  serious, 
long-term  diseases,  tuberculosis  often  car- 
ries an  added  burden  of  social  isolation  and 
rejection.  Claire  M.  Vernier,  Ph.D.,  Bull. 
Nat.  Tuberc.  A.,  Oct.  1955. 


Is  it  not  worth  considering  that  among 
persons  who  give  no  evidence  of  active  tu- 
berculosis, some  may  at  times  become  tran- 
sient spreaders  of  bacilli  and  contribute  to 
the  spread  of  infection?  The  question  is  of 
enormous  theoretical  and  practical  impor- 
tance, involving,  as  we  have  seen,  the  pos- 
sibility of  a latent  form  of  tuberculosis  sus- 
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ceptible  of  activation  by  various  forms  of 
stress.  Rene  J.  Dubos,  Ph.D.,  Nat.  Tuberc. 
A.  Tr.,  May,  1954. 

BOOK  REVIEWS 

Preventive  Medicine  in  World  War  II, 
Volume  II;  Environmental  Hygiene.  By 
Editorial  Staff,  the  Medical  Department  of 
the  United  States  Army.  Pp.  404.  Cloth. 
Price,  $3.50.  Washington,  D.  C.:  U.  S.  Gov- 
ernment Printing  Office,  1955. 

This  volume  was  prepared  for  publication 
in  the  Historical  Unit,  Army  Medical  Serv- 
ice, and  is  concerned  with  environmental 
hygiene  of  United  States  Army  personnel 
during  World  War  II.  Nine  chapters  cover 
in  detailed,  frank  discussion  the  methods 
used,  the  difficulties  encountered,  and  the 
lessons  learned,  in  food  management,  hous- 
ing, water  purification,  waste  disposal,  con- 
trol of  insects,  rodent  control,  foreign  quar- 
antine, and  preventive  medicine  in  ports  of 
embarkation  and  for  persons  in  transit.  Re- 
ports and  directives  by  various  commissions 
make  up  the  book’s  three  appendices. 

Difficulties  with  malaria  are  described  in 
great  detail.  In  the  Sicilian  campaign  ma- 
laria cases  exceeded  battle  casualties.  In 
the  New  Guinea  campaign  6-8  patients  with 
malaria  were  evacuated  for  each  battle  cas- 
ualty. The  rate  of  malaria  in  airbases  in 
West  Africa  at  times  exceeded  2,000  per 
1,000  troops  per  year.  Through  intensive 
research  and  control  methods  hospital  ad- 
missions for  malaria  dropped  in  the  South- 
west Pacific  from  245  per  1,000  admissions 
in  1943  to  58  in  1945.  In  1943  malaria  ad- 
missions from  the  South  Pacific  were  600 
per  1,000  troops. 

This  is  obviously  a very  important  and 
informative  documentary  for  armed  serv- 
ices medical  and  nursing  personnel.  Civilian 
defen.se  and  Red  Cross  organizers  will  also 
find  it  valuable  in  their  efforts  of  planning 
for  any  civilian  disaster.  Departments  of 
Public  Health  and  medical  libraries  will 
surely  find  this  volume  an  aid  in  their  search 
for  ready  reference. 

Polio  Pioneers.  By  Dorothy  and  Philip 
Sterling,  with  photographs  hy  Myron  Ehren- 
herg  and  the  National  Foundation  for  In- 
fantile Paralysis.  Pp.  128.  Cloth.  Price,  $2.75. 
Garden  City,  New  York:  Doubleday  & Com- 
pany, Inc.,  1955. 

This  little  book  tells  the  story  of  polio 
research  and  its  application  in  the  efforts 
of  scientists  to  discover  a polio  preventive. 


Many  photographs  are  used  to  portray  the 
progress  of  the  various  discoveries  which  led 
to  the  development  and  use  of  the  Salk 
polio  vaccine  in  1955. 

Children,  teachers,  and  laymen  generally 
will  find  this  book  most  informative  in  its 
description  of  the  methods  employed  in 
discovering  the  cause  of  the  disease,  and 
the  efforts  put  forth  in  fighting  it. 

The  authors  unmistakably  have  the  talent 
of  presenting  scientific  subjects  in  a man- 
ner easily  understood  by  all.  Utilization  of 
large,  clear  print,  and  many  splendid  photo- 
graphs depicting  various  events  in  “polio 
history”  add  to  the  book’s  general  appeal. 
The  content,  however,  is  general  in  scope, 
as  well.  Its  usefulness  to  physicians  lies  in 
the  fact  that  it  may  well  be  recommended 
by  them  to  patients  and  others  interested 
in  knowing  more  about  the  disease. 

The  Human  Adrenal  Cortex.  By  Editors 
for  the  Ciba  Foundation,  G.  E.  W.  Wolsten- 
holme,  O.B.E.,  M.A.,  M.B.,  B.  CH.  and  Mar- 
garet P.  Cameron,  M.A.,  A.B.L.S.,  Pp.  665. 
Cloth.  Price,  $10.00.  Boston:  Little,  Brown 
and  Company,  1955. 

This  volume  VHI  of  the  Ciba  Founda- 
tion Colloquia  on  Endocrinology  is  one  of 
the  most  comprehensive  and  informative 
books  devoted  exclusively  to  the  human 
adrenal  cortex.  The  first  part  of  the  book 
is  concerned  mainly  with  histological  and 
biochemical  aspects  and  cortico-medullary 
relationships.  The  second  part  deals  with 
physiological  and  pathological  aspects,  and 
hypothalamic  and  pituitary  relationships. 

Endocrinologists  and  those  engaged  in 
endocrine  research  will  find  the  volume  in- 
dispensable as  a reference.  The  experiences 
in  animal  research  and  the  work  with  a 
variety  of  chemicals  will  prove  vastly  inter- 
esting to  clinicians  who  must  recognize  en- 
docrinological problems  early.  Of  particular 
note  is  the  chapter  on  Cushing’s  Syn- 
drome: a thorough  coverage  is  presented, 
and  it  may  well  be  of  practical  importance 
in  the  early  suspicion  and  diagnosis  of  this 
disease. 

An  outstanding  feature  of  this  book  is 
the  discussion  which  follows  each  chapter. 
In  this  manner,  the  clinician  receives  the 
benefit  of  the  personal  experiences  and  opin- 
ions of  the  participating  authorities.  Many 
references  and  a complete  index  are  includ- 
ed. 
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SMOOTHAGE  ACTION  IN  CONSTIPATION 


Roentgenographic  pattern  of  colon 

(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


mass  propulsion:^ 


Reestablishing  Bowel  Reflexes  with  Metamucil® 

Nervous  fatigue,  tension,  injudicious  diet,  failure  to  establish  regularity,  too  little 
exercise,  excessive  use  of  cathartics — all  factors  which  contribute  to  constipation? 


Sufficient  bulk  and  sufficient  fluid  form  the  basic 
rationale  of  treatment  of  constipation.  Metamucil 
(the  mucilloid  of  Plantago  ovata)  produces  a bland, 
smooth  bulk  when  mixed  with  the  intestinal  con- 
tents. This  bulk,  through  its  mass  alone,  stimulates 
the  peristaltic  reflex  and  thus  initiates  the  desire  to 
evacuate,  even  in  patients  in  whom  postoperative 
hesitancy  exists. 

Correction  of  constipation  logically,  therefore, 
lies  in  the  suitable  adjustment  of  such  factors  as 
nervous  fatigue  and  tension,  improper  intake  of 
fluid,  improper  dietary  habits,  failure  to  respond  to 
the  call  to  stool,  lack  of  physical  exercise  and  abuse 
of  the  intestinal  tract  through  excessive  use  of 
laxatives.^ 

The  characteristics  of  Metamucil  permit  the  cor- 
rection of  most  of  these  factors;  it  provides  bulk; 
it  demands  adequate  intake  of  fluids  (one  glass  with 
Metamucil  powder,  one  glass  after  each  dose);  it 
increases  the  physiologic  demand  to  evacuate;  and 


it  does  not  establish  a laxative  “habit.”  Metamucil, 
in  addition,  is  inert,  and  also  nonirritating  and  non- 
allergenic. 

The  average  adult  dose  is  one  rounded  teaspoon- 
ful of  Metamucil  powder  in  a glass  of  cool  water, 
milk  or  fruit  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  one 
pound  — also  four  ounces  and  eight  ounces.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1 . Best. C.  H., and  Taylor,  N.B.:  The  Physiological  Basis  of 
Medical  Practice:  AText  inApplied  Physiology, ed.  5, Balti- 
more,The  Williams  & Wilkins  Company,  1 950,  pp.  579-583. 

2.  Bargen.  J.  A.:  A Method  of  Improving  Function  of  the 
Bowel,  Gastroenterology  13:215  (Oct.)  1949. 
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FRAIM’S  DAIRIES 

Qaei^  ^ice/ucYi 
YjPtnce  J900 

GOLDEN  GUERNSEY  MILK 

Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

^f/ic  ts/ie  Sr/tuYl'^cn.:iCfou^ 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


in  very  special  cases 
a very  superior  brandy... 
specify 

HIMMISST 

COGNAC  BRANDY 


84-  Proof  I Schieffeiin  & Co.,  New  York 


WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 
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(HYDROCORTONE®  WITH  PROPAORINE®  AND  NEOMYCIN! 


NASAL- 

SUSPENSION 


Anti-inflammatory — 
Decongestant — Antibacterial 


MAJOR  ADVANTAGES:  New  synergistic  anti-inflammatory,  decongestant 
and  antibacterial  formula.  High  steroid  content  assures  effective  response. 


Topically  applied  hydrocortisone^  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic, 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup* 
plying  1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 


REFERENCE:  1.  Silcox,  L.  E.,  A.M.A.  Arch.  Otolarvng.  60:431,  Oct.  1954. 


OranO 


POLYMYXIN  B-BACITRACIN  OINTMENT 


tp  h/m^-/9beSi^ 


'?kylfC<m(0PO 


For  topical  use:  in  V%  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V. 


l^john 


KALAMAZOO 

Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  '/i  to  1 tablet  three  or 
(our  times  daily 


sone* 


^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-l- cortisone) 


“Premarin”  relieves 
menopausal  symptoms  with 


virtually  no  side  effects,  and 
imparts  a highly  gratifying 
sense  of  well-being. 
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“Premarin”  “ — Conjugated  Estrogens  (equine) 
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Trasenline 


I? 

u 


3m 


ban 


c I B A 

Summit,  N,  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg,  phenobarbitaL 


ZlZZiSH 


MEDICAL  HORIZONS  TV 


Monday  RM. 

Sponsored  by  CIBA 


JOHN  G.  MERKEL 

Baynard  Optical 
Company 

&S0NS 

Prescription  Opticians 

ut/o  i ^ t a/tf/ 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 

PHONE  4-8818 

f®i 

801  N.  Union  Street 

Wilmington,  Delaware 

5TH  AND  MARKET  STS. 

I LMINGTON,  DELAWARE 
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In  Colds 


• • • Anywhere . . . Any  time . . . 


Neo-Synephrine 

Prompt  and  Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 


NO  IRRITATION  • NO  SEDATION  • NO  EXCITATION 


^Nasal  Solutions  0.25%,  0.5%  and  1% 


*^Nasal  Spray  0.5% 

^Pediatric  Nasal  Spray  0.25%, 

with  Zephiran®  chloride  1:5000, 


} 


antibacterial  wetting  agent  and  preservative 
for  greater  efficiency 


plastic,  unbreakable 
squeeze  bottle 
leakproof,  delivers 
a fine  mist 


Neo-Synephrine  (brand  of  phenylephrine) 
and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined), 
trademarks  reg.  U.S.  Pat.  Off. 


NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


XXXll 


Delaware  State  Medical  Journal 


February,  1956 


the  efficacy  and  safety  of 
Pentids  have  been  confirmed 
by  clinical  experience  in 
many  millions  of  patients 


Pentids 

Squibb  200,000  Units  Peniciliin  G Potassium 


tablets  (buffered) 
bottles  of  12  and  100 


Squibb 


C3.pSUl0S  (unbuffered) 

bottles  of  24  and  1 00 

for  infants  and  children 


•prwTiOS’®  IS  A SOUIBB  TRAOCMARR 
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e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S 

Drug  Store  of  Service 

DELA\^  ARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


...from  Two 
Outstanding  Cases 


RED  LABEL  • BLACK  LABEL 

8ofh  86.8  Proof 


Johnnie  W’alker  stands  out  in  its  devotion  to 
quality.  Esery  drop  is  made  in  Scotland.  Esery 
drop  is  distilled  tvith  the  skill  and  care  that 
come  Irom  generations  of  fine  whisky-making. 
■ \nd  e\ery  drop  of  Johnnie  Walker  is  guarded 
all  the  tvay  to  give  you  perfect  Scotch  whisky. . . 
the  same  high  cjuality  the  world  over. 


BORN  1820... 

STILL  GOING  STRONG 


CANADA  DRY  GINGER  .-M-E.  Inc.,  New  York.  N.  Sole  Importer 
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PARKE 

^in€ 

• 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Physicians’  and  Surgeons’ 

PROFESSIONAL 
Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleosont  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  Nevr  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  ue  can  insure  it 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 

LEDERLE  LABORATORIES  DIVISION 

AVCR/CA.V  Cya/uunid  coMPAxr 

PE.ARL  RIVER.  NEW  YORK 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 
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Foot-so-Port 
Shoe  Construction 
its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 
° Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appeaionce 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guar- 
anteed not  to  break  down. 

*lnnersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon 
which  also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe 
construction  engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men’s  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio, 
club  feet  and  all  types  of  abnormal  feet  than  any 
other  manufacturer. 

Write  for  details  or  contocf  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


— 

One  out  of  three  who  died  of  cancer 

last  year  could  have  been  saved! 

To  alert  the  practicing  physician  to  suspect  ami  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

^Kinescopes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 

American  Cancer  Society 

* APFROVED  BY  THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  FOR  INFORMAL  STUDY  CREDIT  {U  MM  COLOR  SOUND  FILMS.  RUNNING  TIME  30  50  MINUTES) 
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After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 


lionlmii 

ate.w  s PAT.o^F 

ICE  CREAM 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


D£IAWA!IE  POWER  UICHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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Relax  the  best  wai| 
...pause  for  Coke 

Make  your  pause  at  work 
truly  refreshing.  Have  a frosty  bottle 
of  pure,  delicious  Coca-Cola 
. . . and  be  yourself  again. 


Sick  patients 


need 


food  for 


therapy 


THAT  MAN  MUST  EAT  to  remain 
well  is  a concept  as  old  as  medicine. 
But  only  recently  has  it  been  estab- 
lished (1)  that  nutritional  needs  are 
increased  in  illness;  (2)  that  food  suffi- 
eient  to  meet  these  needs  is  well  uti- 
lized, and  (3)  that  therapeutic 
nutrition  prevents  many  of  the  debili- 
tating effects  of  disease  and  injury. 

Unfortunately,  because  of  the  ano- 
rexia accompanying  illness,  effective 
nutritional  therapy  requires  added 
care  on  the  part  of  the  physician. 
Food  comes  from  familiar  kitchens 
and  lacks  the  impressive  aura  of  more 
dramatic  therapeutic  agents.  Thus  it 
is  often  difficult  to  convince  the 
patient  that  food,  too,  is  therapeutic 
— that  although  drugs  may  arrest 
disease  only  food  can  repair  the 
ravages  of  disease. 

Whatever  the  nutritional  problem — 
whether  caused  by  anorexia,  mechan- 
ical difficulty  in  eating  or  limitation  of 
gastric  capacity  or  tolerance — only 
an  assured  food  intake  will  solve  it. 
The  use  of  Sustagen,  a food  formu- 
lated for  therapeutic  nourishment, 
will  overcome  many  difficulties  in  the 
therapeutic  feeding  of  sick  patients. 
A foundation  for  therapy  thus  may 
be  established. 

The  development  of  Sustagen  ex- 
emplifies the  continuous  effort  of 
Mead  Johnson  & Company  to  provide 
the  medical  profession  with  products 
basic  to  the  management  of  illness 
and  the  restoration  of  health. 


Sustagen 

Therapeutic  Food  for 
Complete  Nourishment 


Sustagen®  is  the  only  single  food  which 
contains  all  known  nutritional  essentials : 

■'  protein,  carbohydrate,  fat,  vitamins  and 
minerals.  It  may  be  given  by  mouth  or  tube 
as  the  only  source  of  food  or  to  fortify  the 
diet  in  brief  or  prolonged  illness. 


repairs  tissue 
restores  appetite 
overcomes  asthenia 


s 


ustagen 


in 

cirrhosis 
peptic  ulcer 
geriatrics 
infections 
trauma 

chronic  disease 


SYMBOL  OF  SERVICE  IN  MEDICINE 

MEAD  JOHNSON  & COMPANY.  EVANSVILLE  21,  INDIANA.  U S. A. 
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SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTIC  | 


PROTEUS  GROUP  STREPTOCOCCUS  VIRIDANS 

(431-506  STRAINS)  (42-58  STRAINS) 


NONHEMOLYTIC  STR  EPTOCOCCUS 
(109-141  STRAINS) 


HEMOLYTIC  STREPTOCOCCUS 
(179-197  STRAINS) 


95% 


— — CHLOROMYCETIN 


effective  against 

more  strains 


AEROBACTER  FECALIS 
(14-21  STRAINS) 

Chloromycetin’ 

for  today’s  problem  pathogens 


Resistant  microorganisms  frequently  cause  poor, 
delayed,  or  no  response  to  antibiotic  therapy. 
Because  in  vitro  sensitivity  tests  are  valuable 
guides  in  determining  the  antibiotic  most  likely 
to  produce  optimal  clinical  response,  it  is  important 
that  such  tests  be  employed  whenever  possible. 
Recent  clinical  and  laboratory  studies^'^-show  that 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
is  effective  against  more  strains  of  microorganisms 
than  other  commonly  used  antibiotics. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with 
its  administration,  it  should  not  be  used  indiscriminately  or 


for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

r©f©r©HC©S  : (D  AUcmeu-r,  W.  A.;  Culbertson,  W.  R.;  Sher- 
man, R.;  Cole,  W.;  Elstun,  W„  & Fultz,  C.  T:  J.A.M.A.  157:305, 
1955.  (2)  Weil,  A.  J.,  & Stempel,  B.:  Antibiotic  Med.  1:319,  1955. 
(3)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst. 

Gr/Mcc.  5:365,  1955.  (4)  Austrian,  R.:  New  York  J.  Med.  55:2475, 
1955.  (5)  Murphy,  E D.,  & Waisbren,  B.  A.,  in  Murphy,  E D.:  Medi- 
cal Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A. 
Davis  Company,  1955,  P.  557.  (6)  Felshin,  G.:  /.  Am.  M.  Women's 
A.  10:51,  1955.  (7)  Kass,  E.  H.:  Am.  }.  Med.  18:764,  1955.  (8) 
Tebrock,  H.  E-,  & Young,  W.  N.;  New  York  J.  Med.  55:1159,  1955. 
(9)  Stein,  M.  H.,  & Gechman,  E.;  New  England  J.  Med.  252:906, 
1955.  (10)  Branch,  A.;  Starkey,  D.  H.;  Rodgers,  K,  C.,  & Power,  E. 
E.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual,  1954-1955, 
New  York,  Medical  Encyclopedia,  Inc.,  1955,  p.  1125.  (11)  Munroe, 
D.  S.,  & Cockcroft,  W.  H.:  Canad.  M.  A.  J.  72:586,  1955.  (12)  Norris, 
J.  C.:  M.  Times  83:253,  1955. 
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What  makesTiceroy 
diflFerent  from 
other  filter  cigarettes  ? 


Only  VICEROY- 
ha$  20,000  tiny  filters 
in  every  tip . . . twice  as 
many  as  the  other  two 
largest-selling  filter 
brands!  That’s  why  you 
get  that  fresh,  clean 
real  tobacco  taste! 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tobacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


Hf  iis  i/fCGfbi/  Lfou.  Cdh~i&ll 

'-fhe,  c/t/fei^ence  i^ftnc/'^Ued ( 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

filter  '^ip 
CIGARETTES 
KING-SIZE 


Even  where  hydrocortisone,  cortisone,  and  other  agents  had 
failed,  prednisolone  (STERANE)  restored  articular  mobility 
and  functional  capacity  to  normal  in  rheumatoid  arthritis.^ 

Four  times  more  effective  than  hydrocortisone,  and,  on  the 
basis  of  preliminary  findings,^’^  superior  in  potency  even  to 
prednisone  (cortisone  analog),  STERANE  Is  also  relatively 
free  of  such  hormonal  side  effects  as  edema,  hypertension, 
or  hypopotassemia. 

Supplied:  White,  5 mg.  oral  tablets, 
in  bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  in  bottles  of  100.  Both 
are  deep-scored  and  in  the  dis- 
tinctive “easy-to-break”  size  and 
Pfizer  oval  shape. 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


References;!  .Bunim,J.  J.,etal.;  J.A.M. A. 
157:311,  1955.  2.  Forsham,  P.  H.,  et 
al.:  Paper  presented  at  First  Inter- 
nat.  Conf.  on  Prednisone  and  Pred- 
nisolone, New  York,  May  31-June 
1,  1955.  3.  Perlman,  P.  L.,  and 
Tolksdorf,  S.:  Scientific  Exhibit  pre- 
sented at  A.M.A.  Annual  Meet., 
Atlantic  City,  June  6-11, 1955. 


brand  of  prednisolone 


for  rheumatoid  arthritis  • intractable  asthma 
respiratory  allergies  • collagen  diseases 
allergic  and  inflammatory  eye  and  skin  disorders 


(lC4<^  4c- 


8/12/55 


DISCHARGE  SUMMARY 


. Patient,  white  female,  age  39^  entered  hospital  with  a 

diagnosis  of  lymphomaj  proved  to  be  lymphosarcoma  by 

biopsy. 

— 

Initially  she  wa s tr eated  by  X - ray  radiation ^ adrenal  cortical  , 
hormone  and  an  antinauseant.  During  this  regimen  she 
developed  a generalized  rash  which  became  infected.  This 
was  a drug  reaction  with  infection  due  either  to  (1)  scratching, 

. or  (2)  a low  WBC  count  due  to  radiation.  A number  of  boil- 
like les ions  appeared  over  the  body. 

i 


On  8/4  penicillin  was  s ta rted  in  a dosage  of  60 0^000  un its 


daily.  Penicillin  was  continued  for  six  days  during  which 


time  the  pyoderma  bex:ame  worse. 


I Aspirated  material  from  the  lesions  yielded  hem.  S.  aureus. 

I coag.  -f  and  the  following  sensitivities  were  obtained; 


penicillin,  more  than  10  units;  erythromycin^  10  meg. 


tetracycline.  50  meg.  When  these  results  became  available 


penicillin  was  discontinued. 


On  8/9.  erythromycin  was  started  in  a dosage  of  200  mgm. 


q.  i.  d.  Marked  improve ment  was  noted  very  soon  and  by 


8/12  almost  complete  healing  of  all  lesions  had  occurred. 
Patient  was  afebrile  throughout. 


Final  Diagnosis:  (1)  lymphosarcoma  (2)  secondary  pyoderma 


due  to  hemolytic  Staphylococcus  aureus. 


Result:  complete  healing  of  secondary  pyoderma  with 


erythromycin. 


^^Commtmicatiort  to  Abbott  Laboratories 


Now,  you  can  prescribe  an  antibiotic  {Filmtab 
Erythrocin)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cause  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  most  sensitive 
to  Erythrocin)  doesn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coccic? 


STEARATE 


0 ^ d 


Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 
effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100  ^ ^ ^ 
and  250  mg.), bottles  of  25  and  100.  (JjuuOtt 


STEARATE 


®Filmtab — Film  sealed  tablets;  patent  applied  for. 
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the  only  broad  spectrum 
antibiotic  preparation  that . . . 


1 provides  the  antimicrobial 
activity  of  tetracycline 

Because  it  contains  Steclin  (Squibb  Tetracycline), 
the  well  tolerated  broad  spectrum  antibiotic, 
MYSTECLiN  is  an  effective  therapeutic  agent  for 
many  common  infections.  Most  pathogenic 
bacteria,  as  well  as  certain  large  viruses,  certain 
Rickettsiae,  and  certain  protozoans,  are 
susceptible  to  Mysteclin. 


2 protects  the  patient  against 
monilial  superinfection 

Because  it  contains  Mycostatin  (Squibb  Nystatin), 
the  first  safe  antifungal  antibiotic,  mysteclin 
acts  to  prevent  monilial  overgrowth  frequently 
observed  during  broad  spectrum  antibiotic  therapy. 
Manifestations  of  this  overgrowth  may  include  some 
of  the  diarrhea  and  anal  pruritus  associated  with 
antibiotic  therapy,  as  well  as  vaginal  moniliasis 
and  thrush.  On  occasion,  serious  and  even  fatal 
infections  caused  by  monilia  may  occur. 


Mysteclin 

STECLIN -MYCOSTATIN 
(Squibb  Tetracycline- Nystatin) 

Each  MYSTECLIN  Capsule  contains  250  mg.  Steclin  (Squibb  Tetracycline) 
Hydrochloride  and  250,000  units  Mycostatin  (Squibb  Nystatin). 

Minimum  adult  dose:  1 capsule  q.i.d.  Supply:  Bottles  of  12  and  100. 


Squibb 


•mysteclin*,  ‘steclin*  and  ‘mycostatin*®  are  sQuiee  trademarks 
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Two  articles  in  the  April  30th  issue  of  The  Journal  of  the  AMA^'^  report  on  .. . 

an  entirely  new  type  of  tranquilizer 
with  muscle  relaxant  action -orally  effective  in 

ANXIETY,  TENSION 
and  MENTAL  STRESS 

• no  autonomic  side  effects— well  tolerated 

• selectively  affects  the  thalamus 

• not  related  to  reserpine  or  other  tranquilizers 

• not  habit  forming,  effective  within  30  minutes 
for  a period  of  6 hours 

• supplied  in  400  mg.  tablets.  Usual  dose: 

1 or  2 tablets— 3 times  a day 

1.  SeUing,  L.  S.:  J.A.M.A.  157:  1594,  1955.  2.  Borrus,  J.  C.:  J.A.M.A.  157:  1596, 1955. 

Milt  own 

the  original  meprobamate  — 2-methyI-2-n-propyl-l,3-propanediol  dicarbamate  — U.  S.  Patent  2,724,720 


DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.J. 

Literature  and  Samples  Available  On  Request 
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DESTROYED 


. . INDIVIDUAL 
TRICHOMONADS  ARE 
DESTROYED  WITHIN 
10  TO  14  SECONDS 
AFTER  CONTACT  WITH 
A 1:250  DILUTION 
[VAGISEC  LIQUID]." 

Davis,  C.  H.:  J.A.M.A.  (57:126  (Jan.  8)  1955. 


In  his  new  J.A.Til.A.  article,  Dr.  Carl  Henry  Davis 
reviews  his  experience  with  the  new  trichomona- 
cide  which  he  and  C.  G.  Grand,  research  physi- 
ologist, developed  under  the  name  of  “Carlendacide.” 
Now  available  as  Vagisec  jelly  and  liquid,  it  has 
been  shown  on  clinical  trial  to  clear  up  even  stubborn 
cases  of  vaginal  trichomoniasis.  “Adequate  office  and 
home  treatment  can  effect  a cure  of  T.  vaginalis  in- 
fections, if  limited  to  the  vagina,  within  four  weeks.”* 

Synergistic  action.  Vagisec  liquid  attacks  the  tri- 
chomonad  with  three  surface-acting  chemicals.^  The 
chelating  agent  tears  out  the  calcium  of  the  calcium 
proteinate  from  the  cell  membrane  of  the  trichomonad. 
The  wetting  agent  lowers  surface  tension  and  removes 
waxes  and  lipid  materials  from  the  cell  membrane. 
The  detergent  denatures  the  protein.  With  the  cell 
membrane  destroyed,  the  cytoplasm  imbibes  water 
from  its  surroundings,  swells  up  and  explodes.* 
Synergism  accomplishes  this  within  15  seconds! 

Jhorotigh  penetration.  Vagisec  jelly  and  liquid  pene- 
trate the  cellular  debris  and  mucoid  material  that 
line  the  vaginal  wall  and  reach  hidden  trichomonads 
that  lie  buried  among  the  rugae.  They  dissolve 
mucinous  material  and  explode  hidden  trichomonads 
as  well  as  trichomonads  on  the  surface  of  the  vagi- 
nal wall.‘ 


are  killed  in  well  under  310  seconds  Jhe  cumulate  or 
synerpsck  aciton  of  detergent,  cbelatmg  agent,  and  wet- 
ting agent  has  produced  a compound  lethal  for  various 
anunal  mtcro-orgamsms  in  a dilution  that  b relatively 
nonioxk  and  nonirntatmg.* 

Motion  pictures  taken  through  a phase-contrast  mi- 
croscope at  24  (rajnrs  per  second  show  that  individual 
(hchomooads  are  destroyed  within  10  to  14  seconds 


I Z30  wtuAoa  el 


after  contact  with  a 1 :2S0  solution  of  Carlendacide  (hg. 
2 and  3)  Owing  to  the  presence  of  blood  serum  or  agat 
m the  culture  mediums,  contact  with  some  fiageUaies  on 
a slide  is  delayed,  but  in  our  tests  all  have  been  killed 


• ut  f 

8S  dnnkmg  water 
solution  as  drinldi 
latter  group  had  i 
235  gm  1 more  th 
Clinical  Trials' 

Carlendacide  in  t 
who  had  T.  vagi 
effort  was  made  i 
week,  two  the  sec 
patient  did  not  re 
and  night,  using  a 
lendaeije  to  a qu 
free  treatment  ci 
MiUer  speculunt, 
lates.  drying  the 
ring  forceps,  the 
solution  of  Carle 
mems  suggested 

T*»tt 

Veluma 
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liquid.*  Dr.  Davis  studied  this  action  under  the  phase- 
contrast  microscope  and  actually  saw  individual 
trichomonads  destroyed  within  1 5 seconds  of  contact 
with  a 1 :250  solution.* 


Clinical  tests.  Vagisec  liquid  has  been  clinically 
tested  by  over  100  leaders  in  obstetrics  and  gyne- 
cology. Those  who  have  followed  the  plan  of  treat- 
ment have  had  better  than  80  per  cent  of  cures 
among  non-pregnant  patients  with  one  course  of 
treatment.* 


Jhe  Davis  technic.lf  The  Davis  technic  is  a combi- 
nation of  office  treatment  with  Vagisec  liquid  and 
prescribed  home  treatment  with  both  Vagisec  jelly 
and  liquid.*  Dr.  Davis  says  that  office  treatment  is 
an  essential  part  of  the  technic. 

Write  for:  reprint  of  Dr.  Davis’  article,*  file  card 
giving  complete  details  of  Davis  technic,  and  pad  of 
patient  instruction  sheets  for  home  treatment.  Ad- 
dress Julius  Schmid,  Inc.,  423  West  55th  Street, 
New  York  19,  N.  Y. 


Bibliography 


Jrichomonads  destroyed  in  15  seconds.  No  other 
agent  or  combination  of  agents  kills  the  trichomonad 
in  this  specific  fashion,  or  with  the  speed  of  Vagisec 


I.  Davis,  C.  H.:  J.A.M.A.  (57:126  (Jan.  8)  1955.  2.  Davis,  C. 
H.:  Am,  J.  Obst.  & Gynec.  68:559  (Aug.)  1954.  3.  Davis,  C. 
H.:  West.  J.  Surg.  6J:53  (Feb.)  1955.  4.  Davis,  C.  H.: 

J. A.M.A.  92:306  (Jan.  26)  1929. 


JULIUS  SCHMID,  INC.  gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 

VAGISEC  is  a trade-mark  of  Julius  Schmid,  Inc.  tPat.  app.  for 


Jetive  ingredients:  Polyoxyethylene  nonyl 
phenol,  Sodium  ethylene  diamine  tetra- 
acetate, Sodium  dioctyl  sulfosuccinate.  In 
addition,  Vagisec  jelly  contains  Boric  acid, 
Alcohol  5%  by  weight. 
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A/Iore  physicians  have  successfully  treated  more 
patients  for  more  indications 
over  a longer  period  of  time  with  tablets  of 

Cortome 

ACETATE 

(cortisone  ACETATE.  MERCK)  ^ 

Hydro  C or  t omo 

(HYOROCORTISONE.  MERCK) 

than  with  any  other  adrenal  cortical  steroid. 


Philadelphia  1.  Pa. 
Division  of  Merck  & Co.,  Inc. 
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"AN  ALLIANCE 

OF  THE  CLASSIC 
AND  CONTEMPORARY' 


HYPERTENSION 


Synergistic  Therapy 
with  New 

© 


THEOMINAL’  R.S 


Now  you  can  give  your  hypertension  patients 
the  compound  therapeutic  advantages 
of  two  successful  hypotensive  agents : 

Theominal  (theobromine  with  Luminal®) 
and  purified  Rauwolfia  serpentina  alkaloids. 

THEOMINAL  R.  S.  gives 

Better  Control  of  Cardiovascular 

and  Subjective  Symptoms 

Theominal  R.  S.  offers  both  the  vasodilator  and 
myocardial  stimulant  actions  of  theobromine  with 
Luminal  and  the  moderate  central  hypotensive  effect  of 
Rauwolfia  serpentina.  Gentle  sedation  calms  the  patient 
and  a feeling  of  "relaxed  well-being”  is  established. 

With  Theominal  R.  S,  the  therapeutic  potency  of  each 
of  the  components  is  enhanced  and  the  chance  of  a 
patient’s  sensitivity  to  any  one  drug  is  lessened. 


VV  LABORATORIES  I 
NEW  YORK  1 8,  N.  Y.  WINDSOR,  ONT. 


Each  Theominal  R.  S.  tablet  contains: 

Theobromine 0.32  Gm.  (5  grains) 

Luminal  10  mg.  (V  grain) 

Purified  extract  of  Rauwolfia 

serpentina  alkaloids  1.5  mg. 

DOSE:  1 tablet  two  or  three  times  doily. 

SUPPLIED;  bottles  of  100  and  500  tablets. 


THEOMINAL  AND  LUMINAL  (Sf^AND  OE  PHENOBARBITAl),  TRADEMARKS  REG.  U.  S.  PAT.  OPP. 
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You  can  specify 


with  confidence! 


As  a physician,  you  appreciate  the 
strictness  of  pharmaceutical  stand- 
ards. Pablum  Cereals  are  the  only 
baby  cereals  made  by  nutritional  and 
pharmaceutical  specialists.  That’s  why 
you  can  specify  Pablum  Cereals  with 
confidence. 

All  four  Pablum  varieties  are  espe- 
cially enriched  with  iron  in  its  most 
assimilable  form.  And  all  are  enriched 
with  thiamine,  riboflavin,  calcium, 
phosphorus  and  copper. 

To  be  sure  infants  enjoy  Pablum 
Cereals,  our  scientists  work  tirelessly 
to  make  them  wonderfully  smooth  in 
texture,  delightfully  delicate  in  flavor. 
For  your  young  patients,  suggest: 

Pahlum  Mixed  Cereal 
Pablum  Barley  Cereal 
Pahlum  Rice  Cereal 
Pablum  Oatmeal 


PoMmi 


OlVIStON  OF  MEAD  JOHNSON  & CO-  EVANSVILLE.  INDIANA 
MANUFACTURERS  OF  NUTRITIONAL  AND  PHARMACEUTICAL  PRODUCTS. 
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when  the 
patient 
needs  a 


diuretic— 


HE  NEEDS  AN  ORGANOMERCURIAL 

In  those  patients  with  borderline  or  very  mild  congestive  heart  failure  who  can  even 
get  along  without  diuretic  therapy,  any  agent  producing  minimal  or  intermittent 
diuresis  may  appear  to  produce  benefit. 

But  when  cardiac  decompensation— mild,  moderate,  or  severe— is  established,  depend- 
able and  continuously  effective  diuresis— obtainable  only  with  potent  oral  organomer- 
curials  — is  a therapeutic  necessity. 


NEOHYDRIN' 


BRAND  OF  CHLORMERODRIN  (IB.3  mg.  or  3-chloromercur!-2*methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


LAKESIDE 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRINS  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


99456 
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Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Ifydrospray 

(HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCINI 


NASAL 

SUSPENSION 


Anti-inflammatory — 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone*  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  the.se  agents  is  employed  alone. 
INDICATIONS;  A cute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup* 
plying  1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 


REFERENCE;  1.  Silcox,  L.  E..  A.M.A.  Arch.  Otolar\ng.  60:4.31,  Ocf.  1954. 


f 


March,  1956 


Delaware  State  Medical  Journal 


xix 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15<^  Bottle  of  24  tablets  (2H  grs.  each). 


We  will  be  pleased  lo  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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There  was  an  old  woman  who  lived  in  a shoe 
She  had  so  many  children  but  she  knew  what  to  do 

She  bundled  them  up  and  whisked  them  away 
For  a DTP  injection  to  safeguard  their  day. 


• One  complete  immunization 

• 992  of  nonspecific  protein  removed 


AND  TETANUS  TOXOIDS  AND  PERTUSSIS  VACCINE 
COMBINED.  Alum  Precipitated  or  Plain. 

• Meets  most  rigid  specifications 

• Freedom  from  tissue  irritation 

• Maximum  antigenicity  with  mini- 
mum of  untow'ard  reactions 
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Additional  products  in  The  National  Drug  Company’s 
most  complete  line  of  biologicals. 

td 

TETANUS  ANTITOXIN  J 

INFLUENZA  VIRUS  VACCINE,  ® 

POLYVALENT  ^ 

SMALLPOX  VACCINE  ? 

GAS  GANGRENE  ANTITOXIN,  ^ 

TRIVALENT  0 

TETANUS-GAS  GANGRENE  ANTITOXIN,  > 
POLYVALENT  p 

ID 


Tetanus  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria Antitoxin.  Diphtheria  Toxin  for  Schick  Test. 
Diphtheria  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria and  Tetanus  Toxoids,  Alum  Precipitated.  Per- 
tussis Vaccine,  Alum  Precipitated  or  Plain.  Rabies 
Vaccine.  Rhus  Tox  Antigen.  Typhoid  Vaccine.  Ty- 
phoid-Paratyphoid Vaccine.  Catarrhalis  Combined  Vac- 
cine for  prophylaxis  and  treatment  of  the  bacterial 
complications  of  the  common  cold.  Staphylococcus- 
Toxoid-Vaccine  Vatox.  Strepto-Combined  Vaccine. 
Strepto-Staphylo  Vatox.  Yellow  Fever  Vaccine. 

coo 

Established  for  Highest  Quality 

Careful  selection  and  processing  of  all  ingredients 
under  supervision  of  leading  bacteriologists  guarantees 
uniformly  high  potency,  purity  and  efficacy  of  each 
produa.  Minimum  of  untoward  reaaions. 

Complete  direaions,  including  dosage,  route  and  tech- 
nique of  administration,  precautions  and  contraindica- 
tions if  any,  are  given  in  the  individual  package  inserts 
which  accompany  each  product. 

A supply  of  records  of  immunizations  and  tests  are 
available  to  physicians  on  request. 


F»ROI>XJCTS  OF  ORIGINAL  RESEARCH 


THE  NATIONAL  DRUG  C O M F A N Y PHIUDEIPHIA  44.  PA. 
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Maintaining  Lean  Body  Mass 
in  the  Edentulous  Geriatric  Patient 


KNOX 


Extensive  loss  of  body  protein  can  occur  in  either 
the  spare  or  obese  geriatric  patient.  But  whatever 
the  patient’s  somatotype,  a decrease  in  lean  body 
mass  is  usually  the  result  of  inadequate  protein 
intake  due  to  poor  dentition,  slowed-down  diges- 
tion and  quite  frequently,  unappetizing  main 
dishes. 

Knox  Gelatine  is  an  excellent  non-residue  pro- 
tein which  is  easy  to  chew  and  readily  digested  and 
assimilated.  As  a vehicle  for  many  foods,  Knox 
Gelatine  brightens  bland  diets,  giving  a new  inter- 
est to  jaded  appetites.  As  a concentrated  protein 
drink,  Knox  Gelatine  supplies  seven  out  of  eight 
essential  amino  acids  and  a majority  of  the  other 
amino  acids  composing  protein. 


Specific  suggestions  on  how  to  use  Knox  Gela- 
tine in  different  types  of  geriatric  diets  are  de- 
scribed in  the  booklets  listed  in  the  coupon  below. 

f"“ ——————————————— 

I 

■ Chas.  R.  Knox  Gelatine  Company,  Inc. 

■ Professional  Service  Department  SJ-15 

■ Johnstown,  N.  Y. 

• Indicate  number  of  special  diet  booklets  desired 
[ for  your  patients  opposite  title: 

■ GERIATRIC REDUCING 

■ 

I DIABETIC CONVALESCE^NT 

i 

! YOUR  NAME  A.ND  ADDRESS 


1. 
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Throughout  the  world.,, 
use  in  millions  of  cases 


and  reports  by  thousands 
of  physicians  have  built 
confidence  in 

BRAND  OF  OXYTETRACYCLINE 

. . . well-tolerated, 
rapidly  effective 
broad-spectrum 
antibiotic  of  choice. 

Capsules,  tablets, 
taste-tempting  liquid 
forms  and  special 
preparations  for 
parenteral,  topical 
and  ophthalmic  use. 


Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


penicillin  units/ml.  serum 


ORAL  PENICILLIN 
WITH  INJECTION  PERFORMANCE 


Wow!  A 500,000-unit  tablet  for  higher,  faster  blood  levels 
ii  than  from  injected  procaine  penicillin 


HOURS  AFTER  ADMINISTRATION 


PEN-VEE-Oro/,  500,000  units, 

one  tablet,  19  subjects’ 

Procaine  Penicillin  G,  600,000  units, 

one  injection,  10  subjects^ 


Supplied:  PEN*VEE*OraZ  Tablets,  500,000  units, 
scored,  bottles  of  12;  200,000  units,  scored,  bottles 
of  36.  Also  available:  Bicillin'®’»Vee  Tablets, 
100,000  units  of  benzathine  penicillin  G and 
100,000  units  of  penicillin  V,  bottles  of  36. 

1.  Wright,  W.W.:  Personal  communication. 

2.  Price,  A.H.:  Personal  communication. 


Pen  ‘A^e  • Oral 


Penicillin  V,  Crystalline  {Phenoxymethyl  Penicillin) 


® 

Philadelphia  1,  Pa. 


‘Trademark 


when  patients  complain  of 


unexcelled  relief  in  nonspeci 

New  SiG/v 


best  of  the  old  

potentiated  by  the  best  of  the  new  . 

augmented  by 

plus  


. Acetylsalicylic  add  . . 325  mg 
. Meticorten  ....  0.75  mg 

. Ascorbic  acid 20  mg 

. Aluminum  hydroxide  . 75  mg 


Meticorten  (prednisone),  new  Sobering  corticosteroid,  has  three  to  five 
times  the  therapeutic  effectiveness,  milligram  for  milligram,  of  oral  corti- 
sone or  hydrocortisone.  Combined  in  Sigmagen  with  aspirin  and  ascorbic 
acid,  it  permits  unexcelled  maintenance  of  “rheumatic"  relief  at  minima 
dosages. 


>\eck  • backache  • charleyhorse  • rheumatics 


lumbago  • glass  arm  • devil’s  grip  • bursitis 
t is  elbow  • trigger  finger  • sciatica  • neuralgia 


licated  in 

scalar  rheumatism  • mild  rheumatoid  arthritis  • myalgia 
ild  spondylitis  • fibrositis  • myositis  • subacute  gout 
>leurodynia  • tenosynovitis  • panniculitis  • frozen-shoulder 

ckaging 

lesof  100  and  1000. 

1ACEN.*  brand  of  corticoid-analgesic  compound. 

ICORTEN,*  brand  of  prednisone. 


,!umatic  disorders 
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fastest  and  shortest-acting  oral  barbiturate 


Seconal  Sodium’ 


(secobarbital  sodium,  LILLY) 


i The  secret  of  sleep  in  a capsule 


When  simple  insomnia  is  the  presenting  complaint,  a bedtime  dose  of  'Seconal 
Sodium’  is  often  indicated.  Its  effect  is  prompt — within  fifteen  to  thirty 
minutes;  relaxation  and  sleep  follow  quickly.  Your  patient  awakens  refreshed 
and  well  rested. 


Available  in  1/2,  3/4,  and  1 1/2 -grain  pulvules  at  pharmacies  everywhere. 


622004 
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VITAMINS  AND  OTHER  NUTRITION  FACTORS 
IN  CLINICAL  PRACTICE* 

A Panel  Discussion 


Moderator — Lewis  B.  Flinn,  M.D., 
Wilmington,  Del. 

Associate  Professor  of  Medicine.  Hahnemann  Medical  College; 
President,  Medical  Society  of  Delaware. 


Robert  S.  Goodhart,  M.D., 

New  York,  N.  Y. 

Scientific  Director,  National  Vitamin  Foundation. 

Robert  Kaye,  M.D., 
Philadelphia,  Pa. 

Assistant  Professor  of  Pediatrics,  University  of  Pennsylvania. 

Julius  A.  Mackie,  M.D., 
Philadelphia,  Pa. 

Assistant  Professor  of  Surgery,  University  of  Pennsylvania. 

Robert  G.  Ravdin,  M.D., 
Philadelphia,  Pa. 

Assistant  Professor  of  Surgery,  University  of  Pennsylvania. 

Dr.  Goodhart:  I understood  that  this  was 
to  be  a panel  and,  since  the  most  im- 
portant part  of  a panel  discussion  is  the 
question  and  answer  period,  I shall  be  as 
brief  as  possible  in  my  introduction,  and 
will  not  attempt  to  cover  the  whole  field. 

Some  General  Rules  for  the  Use  of 
Vitamins,  and  Other  Nutrients 
IN  THE  Practice  of  Medicine 
In  order  to  set  the  stage  for  the  evening 
discussion,  I shall  begin  my  remarks  with 
a few  categorical  statements. 

First:  The  various  nutrients  essential  for 
life  and  health  are  effective  only  through 
the  action  of  one  upon  another.  There  is  no 
single  vitamin,  or  other  pure  substance, 
that  does  not  require  other  nutritional  sub- 
stances for  activation,  mediation  and  sub- 
strata. 

Second:  Except  under  experimental  con- 
ditions, man  rarely,  if  ever,  develops  a de- 
ficiency of  one  nutrient  without  an  associ- 
ated deficiency  of  others.  Because  of  the 

* Presented  before  the  Medical  Society  of  Delaware,  Wilming- 
ton, October  17.  1955. 


unequal  distribution  of  nutrients  among 
foodstuffs,  differences  in  requirements  and 
differences  in  tissue  susceptibility,  it  is  the 
rule  for  the  malnourished  subject  to  demon- 
strate a predominance  of  the  lesions  of  one 
or  two  deficiencies;  however,  it  is  not  wise 
for  the  physician  ever  to  assume  that  a sin- 
gle deficiency  exists  and  to  attempt  therapy 
with  a single  nutrient. 

Third:  Poor  diet  (i.e.,  a diet  markedly 
inadequate  in  certain  nutrients,  as  judged 
by  the  Recommended  Dietary  Allowances' 
for  presumably  healthy  persons)  is  only  one 
of  a number  of  causes  of  nutritional  defi- 
ciency diseases,  and  rarely  is  it  the  sole 
cause  in  the  United  States,  today.  Other 
exciting  and  contributory  causes  include  all 
those  conditions  that  produce  anorexia  or 
otherwise  restrict  food  intake;  all  those 
that  increase  metabolism  and  metabolic  re- 
quirements, those  that  depress  absorption 
from  the  gastro-intestinal  tract  or  increase 
excretion,  and  those  that  interfere  with  the 
utilization  of  absorbed  nutrients. 

Fourth:  Nutritional  deficiency  disorders 
may  be  acute,  subacute  or  chronic,  mild, 
moderate  or  severe,  and  various  combina- 
tions of  these  circumstances  may  coexist. 
For  example,  it  is  common  to  find  an  acute, 
severe  lesion  on  top  of  a mild  chronic  one. 
The  recognition  and  identification  of  nu- 
tritional deficiency  disorders  requires  the 
use  of  considerable  diagnostic  acumen  by 
the  examining  physician.  Incidentally,  while 
the  patient’s  dietary  history  is  very  impor- 
tant, his  medical  history  is  often  more  per- 
tinent. 

Fifth:  In  nutrition,  as  in  any  other  branch 
of  medicine,  an  ounce  of  prevention  is  worth 
a pound  of  cure.  Nutritional  disorders  be- 
come increasingly  resistant  to  therapy  as 
they  increase  in  chronicity  and  in  severity. 
They  are  most  susceptible  to  correction  be- 
fore anatomical  lesions  develop.  Therefore, 
the  importance  of  early  diagnosis  and  treat- 
ment cannot  be  over-emphasized. 
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Sixth:  The  cardinal  principles  of  nutri- 
tion therapy  are: 

(a)  Begin  treatment  as  early  in  the 
course  of  the  disease  as  possible. 
Nutritional  prophylaxis  is  the 
ideal. 

(b)  Use  therapeutically  effective 
amounts  of  the  prescribed  nutri- 
ents. The  aim  should  be  to  build 
up  the  body’s  supplies  to  the  op- 
timum as  rapidly  as  possible,  and 
then  to  maintain  them  at  this 
level,  with  a margin  of  safety. 

(c)  Provide  all  of  the  nutrients  essen- 
tial for  life  and  health  in  sufficient 
quantities  and  in  forms  accept- 
able to  and  utilizable  by  the  pa- 
tient. Generally,  it  is  desirable  that 
the  patient  receive  definitely  ther- 
apeutic amounts  of  those  nutri- 
ents the  deficiencies  of  which  are 
considered  to  be  the  cause  of  his 
symptoms,  along  with  liberal 
amounts  of  all  other  necessary  nu- 
trients, with  the  exception  that, 
in  conditions  other  than  caloric 
undernutrition,  the  caloric  intake 
should  meet  but  not  exceed  the 
caloric  requirements.  The  proper 
treatment  of  obesity  calls  for  a 
diet  deficient  only  in  calories  and 
containing  protective  amounts  of 
all  other  essential  nutrients. 

(d)  Treatment  should  be  continuous 
and  prolonged.  Remission  of  an 
acute  lesion  does  not  represent 
cure.  Underlying  chronic  lesions 
and  disabilities  may  remain,  and 
relapses  of  acute  lesions  are  com- 
mon. Proper  treatment  involves 
the  establismment  of  good  nutri- 
tional hygiene  in  the  patient,  and 
the  eradication  of  all  contributory 
causes  of  malnutrition,  or  nutri- 
tionally compensating  for  them  in 
so  far  as  possible. 

An  interjection  :- 

The  short  time  allotted  me  to  introduce 
this  evening’s  topic  does  not  permit  me  to 
go  into  detail  about  specific  nutrients;  there- 
fore, I am  restricting  my  presentation  to 
generalities,  with  the  hope  and  expectation 
that  it  will  stimulate  questions  from  the 


floor  that  will  enable  this  panel  to  resolve 
those  particular  problems  of  nutrition  ther- 
apy with  which  you  are  most  concerned. 

To  continue  :- 

A sharp  distinction  must  be  made  be- 
tween the  prevention  of  nutritional  defi- 
ciencies and  the  cure  of  existing  nutritional 
deficiency  states.  The  most  efficient  thera- 
peutic amounts  of  the  vitamins  generally 
range  from  five  to  ten  times  maintenance 
amounts.  However,  there  is  considerable 
variability.  In  chronic  vitamin  A deficiency, 
daily  doses  of  100,000  to  150,000  I.U.  of 
vitamin  A may  be  necessary,  while  in  vita- 
min C deficiency  in  the  adult  as  little  as 
150  mg.  of  ascorbic  acid  daily  may  be  cura- 
tive. The  intensity  of  treatment  also  will 
vary  with  the  severity  of  the  deficiency 
state  exhibited  by  the  patient  and  with  the 
physician’s  estimate  of  the  extent  to  which 
the  patient’s  tissues  are  depleted.  The  wa- 
ter soluble  vitamins,  whether  given  by 
mouth  or  parenterally,  always  should  be  ad- 
ministered in  divided  doses  throughout  the 
day  to  prevent  excessive  waste  by  spillover 
into  the  urine. 

A word  about  commercially  available 
vitamin  preparations  probably  is  pertinent 
at  this  point.  Pharmaceutical  vitamin  prep- 
arations are  of  two  general  types,  supple- 
mental and  therapeutic.  They  may  or  may 
not  include  minerals,  yeast  and/or  liver  (as 
sources  of  unknown  factors),  and  intrinsic 
factor  to  promote  the  absorption  of  vita- 
min Bi2.  Supplemental  vitamin  preparations 
are  intended  for  the  correction  of  dietary 
inadequacies  and  the  prevention  of  nutri- 
tional deficiencies.  They  generally  contain 
vitamin  A,  vitamin  D,  thiamine,  riboflavin, 
niacin  and  ascorbic  acid  in  amounts  equal 
to  or  representing  a substantial  fraction  of 
the  Recommended  Daily  Dietary  Allow- 
ances, when  used  as  suggested  by  the  manu- 
facturer. They  generally  contain  also  forms 
of  vitamin  Be,  folic  acid,  pantothenic  acid 
and  vitamin  B12. 

Although  it  is  becoming  more  and  more 
the  practice  for  physicians  to  recommend 
multiple  vitamin  preparations  as  supple- 
ments to  the  diets  of  infants  and  young 
children,  preparations  consisting  only  of 
vitamin  A and  D continue  to  be  marketed 
and  widely  used  for  this  purpose. 
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Supplemental  vitamin  preparations  often 
are  suitable  for  the  treatment  of  deficiency 
states  in  infants  and  young  children  but 
they  are  not  intended  to  be  used  to  correct 
such  states  in  older  children  and  adults. 
For  this  purpose,  therapeutic  vitamin  prep- 
arations, containing  much  larger  quantities 
of  the  vitamins  per  recommended  dose,  are 
available.  Vitamins  intended  for  therapeu- 
tic purposes  are  supplied  in  various  com- 
binations and  singly  to  permit  the  most 
efficient  use  by  the  physician  in  the  man- 
agement of  deficiency  states  which  may  be 
primarily  of  dietary  origin  or  secondary  to 
other  disease  states  or  metabolic  aberra- 
tions. Therapeutic  polyvitamin  prepara- 
tions are  indicated  for  the  correction  of 
tissue  deficits  resulting  from  dietary  inade- 
quacy, even  though  functional  or  anatomic 
evidences  of  vitamin  deficiency  may  not  be 
demonstrable.  This  is  in  contradistinction 
to  the  use  of  supplemental  vitamins  for  the 
prevention  of  dietary  inadequacy. 

The  protein  needs  for  depleted  tissues  are 
considerably  greater  than  those  for  main- 
tenance; however  data  are  still  meager  re- 
garding the  quantitative  needs  for  effective 
tissue  repletion.  Generally,  amounts  of  pro- 
tein ranging  from  two  to  three  times  the 
Recommended  Dietary  Allowances  have 
been  found  to  be  effective  as  well  as  prac- 
tical. 125  grams  daily  might  well  be  re- 
garded as  the  minimal  therapeutic  dose  in 
the  adult,  to  be  attained  as  early  as  pos- 
sible in  the  course  of  any  di.sease  or  condi- 
tion associated  with  increased  protein  ca- 
tabolism. Unless  muscle  tissue  is  so  con- 
sidered, the  body  has  no  protein  reserves 
and,  under  pathologic  conditions,  the  loss 
of  protein  may  be  large,  up  to  several  hun- 
dred grams  a day. 

At  least  eight  amino  acids  (lysine,  trypt- 
ophane, phenylalanine,  leucine,  isoleucine, 
threonine,  methionine  and  valine)  are  es- 
sential for  man.  In  the  absence  of  any  one 
of  these,  all  the  others  become  useless  for 
the  purpose  of  tissue  synthesis.  The  body 
apparently  discards  all  essential  amino 
acids  not  immediately  utilizable  and  waits 
for  the  simultaneous  delivery  of  a complete 
assortment  before  starting  the  synthesizing 
process-.  Obviously,  then,  the  nutritional 
value  of  any  protein  or  combination  of  pro- 


teins is  determined  largely  by  its  content 
of  essential  amino  acids.  Its  ability  to  pro- 
mote tissue  synthesis  is  limited  by  that  es- 
sential amino  acid  available  to  the  body  in 
smallest  amount  relative  to  need. 

For  the  efficient  utilization  of  dietary  pro- 
tein for  body  building,  the  protein  con- 
sumed at  each  meal  period  should  be  com- 
plete, i.e.,  contain  all  of  the  essential  amino 
acids  in  optimal  amounts.  Practically,  this 
means  simply  that  the  physician  should 
see  to  it  that  his  patient  receives  a fair 
amount  of  protein  of  animal  origin  at  every 
meal. 

When  sufficient  amounts  of  high  quality 
protein  cannot  be  ingested  in  the  form  of 
customary  foods,  there  is  available  a variety 
of  protein  concentrates  such  as  egg  white, 
powdered  whole  egg,  casein,  and  hydrolyzed 
proteins.  The  physician  should  ascertain 
that  the  amino  acid  composition  of  the 
hydrolyzed  protein  of  his  choice  is  ade- 
quate and  that  at  least  50  percent  of  it  con- 
sists of  single  amino  acids.  The  adequacy 
of  a hydrolyzed  protein  can  be  determined 
by  the  ability  of  the  preparation  to  support 
normal  growth  in  immature  rats  or  to  pro- 
duce weight  gain  in  protein-depleted  adult 
rats  when  fed  as  the  sole  source  of  pro- 
tein^'-^-s. 

Tissue  proteins  cannot  be  formed  unless 
energy  is  available.  With  the  available  en- 
ergy from  fat  and  carbohydrate  below  a 
maintenance  level,  some  protein  must  be 
utilized  as  a source  of  energy,  thus  dimin- 
ishing the  amino  acids  available  for  tissue 
synthesis.  With  adequate  calories  from  other 
sources,  the  degree  of  protein  utilization 
for  tissue  synthesis  is  proportional  to  the 
protein  intake.  An  increase  in  the  caloric 
intake  above  the  critical  level,  however, 
does  not  result  in  any  increase  in  the  utiliz- 
ation of  protein.  All  that  results  is  a de- 
position of  fat.  The  critical  caloric  level  for 
the  physically  inactive,  afebrile  man  ap- 
pears to  be  about  1500-1800  calories  per 
day".  In  addition  to  adequate  protein  and 
calories,  adequate  amounts  of  the  vitamins, 
particularly  those  of  the  B complex,  are 
necessary  for  tissue  synthesis. 

The  ratio  of  one  nutrient  to  another  in 
the  diet  is  not  a thing  of  prime  importance. 
The  important  thing  is  that  there  be  enough 
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of  each  and  every  one  of  the  necessary  nu- 
trients. The  calcium/phosphorus  ratio  in 
the  diet  assumes  importance  only  when  the 
content  of  either  one  of  them  is  minimal. 
When  the  content  of  each  of  them  is  one 
gram  or  more,  the  quantitative  relation- 
ship one  bears  to  the  other  is  of  no  con- 
sequences Nutritionally  effective  amounts 
of  one  nutrient  do  not  cause  the  develop- 
ment of  deficiencies  in  another,  provided 
that  all  are  present  in  amounts  sufficient  to 
meet  metabolic  requirements. 

Whenever  it  is  possible  for  the  patient  to 
ingest  and  assimilate  sufficient  nutrients, 
the  oral  route  of  administration  is  the  route 
of  choice.  If  it  becomes  necessary  to  give 
vitamins  parenterally,  intramuscular  injec- 
tion should  receive  first  consideration.  If 
the  intravenous  route  seems  to  be  the  only 
practical  method,  the  vitamins  should  be 
given  in  divided  doses  throughout  the  day 
or  should  be  incorporated  in  slow  infusions. 
The  rapid  intravenous  injection  of  the  wa- 
ter soluble  vitamins  is  accompanied  by  con- 
siderable waste  due  to  spillover  into  the 
urine.  Intrathecal  administration  is  rarely 
necessary. 

The  enteral  administration  of  protein  (by 
mouth,  stomach  tube  or  jejunostomy)  is 
much  to  be  preferred  over  the  intravenous 
route,  the  only  feasible  parenteral  route, 
as  it  is  difficult  to  administer  intravenously, 
sufficient  protein  and  calories  to  effect  tis- 
sue repletion  without  simultaneously  ad- 
ministering an  excess  of  fluid.  In  addition, 
all  parenteral  injections  are  expensive,  un- 
pleasant and  not  without  danger.  There  is 
a place  in  medicine,  however,  for  intrave- 
nous protein  feedings  and  their  use,  when 
indicated,  constitutes  a great  improvement 
in  the  care  of  patients. 

Parental  sources  of  protein  may  consist 
of  whole  blood  or  plasma  or  amino  acid 
mixtures  such  as  hydrolyzed  proteins.  In 
general,  whole  blood  is  indicated  when  there 
has  been  an  external  loss  of  blood  or  in  in- 
flammatory infections  or  other  conditions 
where  there  is  a hemoglobin  deficit.  Therapy 
with  plasma  is  desirable  where  there  has 
been  a loss  of  plasma  with  resultant  hemo- 
concentration,  as  in  burns,  intestinal  ob- 
struction and  peritonitis  and  extensive  ex- 
travasation from  wounds. 


In  contrast  to  their  value  for  the  replace- 
ment of  blood  losses  or  for  the  correction 
of  anemia,  whole  blood  and  plasma  as 
sources  of  parenteral  protein  food  are  both 
expensive  and  unphysiological.  The  injec- 
tion into  the  blood  stream  of  an  appropri- 
ate mixture  of  amino  acids  is  a physiologi- 
cal method  of  alimentation.  This  is  how 
ingested  protein  reaches  the  tissues.  In- 
jected amino  acid  mixtures  supply  to  the 
tissues  the  building  stones  of  protein  and 
thus  help  to  prevent  tissue  depletion. 

I have  scarcely  more  than  touched  upon 
problems  of  protein  and  vitamin  nutrition 
and  have  said  nothing  about  water,  miner- 
als, fatty  acids,  hormonal  control,  and  other 
aspects  of  nutrition  in  clinical  practice.  No 
doubt  the  other  members  of  our  panel  will 
discuss  some  of  these.  I have  tried  to  sum- 
marize a few  general  principles,  and  I think 
that  you  will  find  the  rules  of  nutrition 
therapy  that  I have  set  forth  to  be  gen- 
erally applicable  and  useful. 
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President  Flinn:  Thank  you  so  much.  Dr. 
Goodhart. 

I shall  pass  around  some  pieces  of  paper 
so  if  anybody’s  inspired  they  can  write 
down  their  questions  before  we  get  into 
other  aspects  of  this  problem. 

Next  we  will  call  upon  Dr.  Kaye  to  out- 
line his  aspects  of  the  case. 

Dr.  Kaye  read  his  prepared  report,  as 
follows: 

Vitamins  And  Other  Nutrition 
Factors  In  Clinical  Practice 
Our  group  at  the  Children’s  Hospital  of 
Philadelphia  has  been  engaged  in  studies  of 
protein  metabolism  in  infants  and  in  the 
use  of  fructose  and  fat  in  parenteral  alimen- 
tation. I have  successfully  resisted  the  strong 
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t temptation  to  report  these  studies  to  you 
> tonight  feeling  that  a broader  selection  of 
I topics  of  nutritional  interest  might  offer  a 
more  generally  useful  contribution  to  this 
symposium. 

Recent  work  by  Dutch'  and  English 
workers-  has  implicated  gastro-intestinal 
sensitivity  to  wheat  and  rye  gluten  as  im- 
portant etiologic  factors  in  the  celiac  syn- 
drome. Almost  all  patients  have  responded 
well  to  the  administration  of  diets  from 
which  these  substances  have  been  eliminat- 
ed. The  first  slide  illustrates  the  dietary 
items  which  are  well  tolerated  by  the  pa- 
tients. [Slide  1.  — Celiac  Diet.  All  meats 
and  fish  — whole  milk  — fruits  — vege- 
tables — potatoes  — rice  and  oats  — butter 
and  cheese  — other  fats  — eggs  — sugars.] 

This  liberal  diet,  supplemented  with  vita- 
mins, is  nutritionally  adequate  and  elimin- 
ates the  occurrence  of  deficiencies  of  calories 
and  protein  which  were  formerly  encoun- 
tered in  severely  affected  patients. 

Pancreatic  fibrosis  has  been  recognized 
with  increased  frequency  in  recent  years. 
The  respiratory  complications  are  so  preva- 
lent that  excluding  asthma,  it  is  by  far  the 
chief  cause  of  chronic  pulmonary  disease  in 
children  in  this  area.  It  is  frequently  con- 
fused with  whooping  cough  or  bronchiec- 
tasis. Its  presence  should  be  suspected  in 
children  who  show  evidence  of  greatly  pro- 
longed or  recurrent  infection  of  the  lower 
respiratory  tract  whether  or  not  there  is  ac- 
companying evidence  of  bulky  stools,  wast- 
ing or  excessive  appetite. 

Recognition  of  this  disease  has  been  sim- 
plified by  the  almost  uniform  demonstra- 
tion of  an  excessively  high  concentration  of 
sodium,  chloride  and  potassium  in  the  sweat 
of  patients  with  this  disease".  The  upper 
limit  of  normal  concentration  of  these  elec- 
trolytes in  sweat  is  approximately  two- 
thirds  of  their  serum  concentration  namely 
100  and  65  mEq  liter  for  sodium  and  chlo- 
ride respectively.  The  “sweat  test”  serves 
also  to  detect  those  patients  with  fibrocystic 
disease  who  have  normal  or  partial  pancre- 
atic function. 

While  the  prognosis  of  this  disease  re- 
mains grave,  therapy  with  potent  enzyme 
preparations  such  as  Viokase  and  adminis- 
^ tration  of  broad-spectrum  antibiotics  offers 


much  toward  maintaining  a fairly  satis- 
factory nutritional  and  respiratory  status  in 
these  patients. 

An  often  life-saving  advance  in  parenteral 
nutrition  has  come  about  through  an  in- 
creased awareness  of  the  frequency  and 
clinical  significance  of  deficits  of  the  intra- 
cellular cation,  potassium.  These  have  been 
classified  by  Cooke'  into  categories  of  in- 
adequate intake,  excessive  losses,  and  re- 
distribution of  potassium  ion.  Inadequate 
intake  is  most  frequently  caused  by  star- 
vation and  prolonged  parenteral  treatment 
with  saline  and  glucose.  Excessive  losses 
occur  in  the  gastrointestinal  disorders  of 
diarrhea,  vomiting  and  as  a result  of  pro- 
longed suction.  Urinary  losses  may  occur  in 
intrinsic  renal  disease,  especially  chronic 
nephritis  and  lower  nephron  nephrosis,  in 
the  recovery  phase.  A similar  result  may  be 
brought  about  by  the  action  of  extrinsic 
influences  on  the  kidney  such  as  alkalosis, 
diabetic  acidosis  and  mercurial  diuretics. 
Hyperadrenalism  may  also  lead  to  potas- 
sium deficiency  either  endogenously  as  in 
Cushing’s  disease  and  stress  or  exogenously 
as  the  result  of  treatment  with  ACTH,  cor- 
tisone or  Doca.  Redistribution  of  potassium 
from  the  extracellular  to  the  intracellular 
phase  in  treatment  of  diabetic  ketosis  and 
familial  periodic  paralysis  may  also  lead  to 
clinically  significant  potassium  deficiency. 

Potassium  ion,  which  is  the  chief  intra- 
cellular electrolyte,  plays  a vital  role  in  the 
functioning  of  many  organs,  tissues,  glands 
and  metabolic  reactions.  The  most  striking 
evidence  of  its  deficiency  are  weakness  of 
skeletal  muscle,  smooth  muscle  atony  often 
leading  to  intestinal  ileus  and  cardiac  mus- 
cle dysfunction.  The  latter  may  result  in 
increased  pulse  and  venous  pressure  and 
cardiac  failure.  The  electrocardiogram  may 
be  helpful  in  recognizing  potassium  defi- 
ciency as  it  characteristically  shows  pro- 
longation of  the  Q-T  interval  and  decreased 
amplitude  of  T waves. 

Potassium  deficiency  may  be  treated  by 
parenteral  administration  of  potassium  in  a 
dosage  of  3 mEq  kg.  or  ( 100  mgm.  KCI  lb. ) 
This  quantity  should  be  administered  over 
a period  of  4-6  hours  and  only  after  urine 
flow  has  been  well  established  by  prior 
treatment  with  sodium  chloride,  glucose 
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and  water.  These  precautions  should  be  ob- 
served to  avoid  the  dangers  of  toxic  accum- 
ulations of  potassium.  It  is  desirable  to 
provide  this  quantity  of  potassium  to  all 
infants  and  children  who  are  maintained 
on  parenteral  feedings  as  well  as  to  those 
with  deficits. 

Fatalities  in  infants  with  diarrheal  de- 
hydration are  fortunately  uncommon. 
Those  which  do  occur  are  almost  entirely 
limited  to  the  initial  hours  and  the  period 
after  the  first  week  of  treatment.  The  early 
fatalities  are  the  result  of  shock  and  tox- 
emia and  the  late  deaths  to  starvation. 
Starvation  may  be  largely  the  result  of  pro- 
longed under-feeding,  prescribed  because  of 
the  continued  passage  of  diarrheal  stools. 
Holt  and  Chung  have  demonstrated  the 
presence  of  significant  retentions  of  the 
protein,  fat  and  minerals  of  oral  feedings 
in  diarrheal  infants.  For  this  reason,  the 
only  indications  for  withholding  oral  feed- 
ings beyond  the  first  day  or  two  of  treat- 
ment are  debility  of  such  a degree  as  to 
constitute  a real  threat  of  aspiration,  the 
occurrence  of  severe  vomiting  and  the  de- 
velopment of  marked  abdominal  distention. 

Recent  work  by  BickeP  and  by  Arm- 
strong and  Tyler*’  has  led  to  the  hope  that 
the  severe  mental  retardation  of  patients 
with  phenylpyruvic  oligophrenia  may  be 
ameliorated  by  dietary  means.  Patients  with 
this  condition  constitute  approximately 
1-5%  of  the  institutionalized  mental  defec- 
tives in  this  country.  About  80%  of  the  af- 
fected individuals  are  blonde  and  blue-eyed. 
The  condition  is  easily  diagnosed  by  detec- 
tion of  phenylpyruvic  acid  in  the  urine. 
The  test  consists  simply  of  adding  5-10 
drops  of  10%  ferric  chloride  solution  to 
5 ml.  of  urine.  The  development  of  a dark 
blue-green  color  constitutes  a positive  re- 
action. 

The  biochemical  defect  consists  of  a fail- 
ure to  oxidize  phenylalanine  to  tyrosine  and 
considerable  improvement  in  mental  capac- 
ity may  follow  the  reduction  of  phenyla- 
lanine in  the  diet.  Because  of  the  presence 
of  approximately  5%  of  phenylalanine  in 
all  dietary  proteins,  special  mixtures  which 
are  now  commercially  available  are  re- 
quired.* 

* Allen  & Hanburys  Co.  Ltd.,  Bartor  Road,  Toronto  15. 

Ontario,  Canada. 


Perhaps  the  greatest  benefit  from  this 
regime  may  be  its  application  to  affected 
young  infants  who  are  most  likely  to  be 
discovered  in  families  in  which  an  older 
sibling  is  known  to  be  affected  with  this 
disease. 

Galactosemia  is  an  infrequent  condition 
but  not  so  rare  as  the  small  number  of 
recorded  cases  might  suggest.  Its  recogni- 
tion in  early  life  is  important  because  a 
simple  means  is  at  hand  for  prevention  of 
the  growth  failure,  hepatic  cirrhosis,  cata- 
racts and  mental  retardation  which  occur 
in  the  untreated  patient.  The  clinical  mani- 
festations are  sufficiently  characteristic  as 
to  make  diagnosis  relatively  easy  if  the 
possibility  of  its  occurrence  is  considered. 
The  combination  in  an  infant  of  poor  weight 
gain,  diarrhea  and  vomiting,  marked  hepato 
and  splenomegaly  with  the  finding  of  a 
positive  reaction  in  the  routine  test  for 
urinary  sugar  makes  the  diagnosis  highly 
probable.  Definite  diagnosis  is  made  by  fail- 
ure of  the  urinary  sugar  to  be  fermented 
by  yeast  and  its  identification  as  galactose 
by  chromatographic  means  or  by  the  for- 
mation of  its  characteristic  osazone  with 
phenylhydrazine.  Other  common  manifesta- 
tions are  jaundice  and  lamellar  cataracts 
as  illustrated  in  the  slide. 

The  metabolic  defect  in  these  patients 
lies  in  an  inability  to  convert  galactose  to 
glucose.  The  pathologic  manifestations  are 
related  to  accumulation  of  galactose.  Early 
elimination  from  the  diet  of  galactose,  which 
is  derived  from  the  lactose  of  milk,  brings 
about  reversal  of  the  pathologic  features 
of  the  disease.  This  is  readily  accomplished 
by  substituting  the  lactose-free  milks,  Nu- 
tramigen  or  soy-bean  milks,  for  human  or 
cow’s  milk. 
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Dr.  Mackie:  Dr.  Ravdin  asked  me  to  ad- 
dress to  you  his  regrets  in  not  being  able  to 
be  here  tonight  due  to  rather  sudden  and 
unexpected  illness.  He  prepared  this  paper 
and  I shall  try  to  present  it  and  I beg  your 
forgiveness  for  any  unfamiliarities  I might 
come  up  with  in  this  presentation. 

(Dr.  Mackie  read  Dr.  Ravdin’s  prepared 
report,  as  follows): 

The  Role  of  Vitamins  in  Surgery 

The  nutrition  of  surgical  patients  can  be 
categorized  conveniently  under  three  head- 
ings: nutrition  in  the  acute  phase  of  disease 
or  injury,  including  the  trauma  inflicted  by 
operative  procedure;  nutrition  in  the  con- 
valescent phase;  the  use  nutriments  for 
special  purposes  in  particular  circumstances. 
It  is  convenient  also  to  discuss  vitamin  ad- 
ministration under  these  headings,  with  the 
tacit  understanding  that  vitamins  integrate 
with  the  general  nutritional  program  and 
their  consideration  as  a separate  entity 
may  prove  very  difficult  to  justify. 

Let  us  look  then  first  at  what  we  may 
call  the  acute  phase:  the  disease  state  as 
it  presents  to  the  surgeon,  and  the  effects 
of  the  surgical  procedure  itself.  Here  we 
are  concerned  with  two  problems,  the  cor- 
rection of  such  deficits  as  may  exist  orig- 
inally, and  maintenance  while  the  patient 
weathers  the  storm,  attains  even  footing, 
and  begins  the  upward  course.  As  a rule, 
this  is  a short  term  problem,  one  we  can 
think  of  in  dimensions  of  a couple  of  weeks 
at  most,  often  days,  and  for  this  reason  the 
fat  soluble  vitamins  do  not  commonly  enter 
our  deliberations.  The  water  soluble  vita- 
mins, on  the  other  hand,  in  particular  the 
B group  and  ascorbic  acid,  have  a more 
rapid  turnover  rate  and  no  known  storage 
mechanism  as  such,  and  it  is  entirely  rea- 
sonable to  suppose  that  they  should  be  sup- 
plied for  maintenance  purposes.  Actually, 
agreement  with  this  principle  is  such  a wide 
spread  practice  in  American  surgery,  par- 
ticularly in  conjunction  with  parenteral 
fluids  in  the  immediate  postoperative  period, 
that  it  is  difficult  to  assess  the  importance 
of  vitamins  from  clinical  data.  From  time 
to  time  reports  appear  in  the  European 
literature  of  full  blown  deficiency  pictures 
following  major  surgical  procedures.  This 
coincides  with  experimental  experience.  It 


has,  in  fact,  been  standard  practice  for 
years  to  precipitate  deficiency  states  by 
challenging  the  animal  with  some  sort  of 
stress  which  we  may  think  of  as  correspond- 
ing with  the  stress  of  acute  illness  and  op- 
eration. The  question,  therefore,  is  not 
whether  to  supply  the  water  soluble  vita- 
mins; we  are  all  in  agreement  as  to  their 
desirability.  It  is  rather  a question  of  how 
much? 

Out  of  a welter  of  speculation,  a few 
fairly  secure  observations  emerge  to  guide 
us.  Stress  alone  cannot  produce  a deficiency 
state  in  a well-nourished  individual,  animal 
or  human.  In  fact,  a rigorous  program  of 
deprivation  is  necessary,  a good  deal  more 
rigorous  than  can  be  expected  in  the  bulk 
of  clinical  material  we  encounter.  We  may 
note  that  a proportion  of  our  patients  come 
to  us  with  demonstrably  less  than  optimal 
vitamin  levels.  This  applies,  of  course,  to 
patients  with  wasting  diseases,  such  as  ma- 
lignancy, tuberculosis,  or  ulcerative  colitis, 
but  also  to  patients  treated  over  significant 
periods  with  broad  spectrum  antibiotics, 
whose  intestinal  flora  may  no  longer  con- 
tribute to  their  vitamin  intake,  and  to  pa- 
tients with  hyperthyroidism,  whose  meta- 
bolic activity  may  out  pace  their  supply 
and  produce  a relative  inanition.  On  the 
other  hand,  “less  than  optimal”  has  a very 
much  more  distinct  chemical  meaning  than 
a clinical  one.  There  is  a very  broad  range 
of  “less  than  optimal”  determinations  which 
are  entirely  compatible  with  clinical  well- 
being: it  is,  in  fact,  difficult  to  correlate  a 
given  set  of  values  with  the  clinical  state 
until  in  the  very  lowest  range,  the  deficiency 
picture  is  present. 

To  illustrate  more  concretely,  we  may 
look  at  some  of  the  observations  on  ascorbic 
acid.  Although  more  is  known  of  the  various 
B-vitamins  in  intermediary  metabolism,  and 
they  appear  more  intimately  related  to  the 
essential  enzymatic  processes,  vitamin  C 
has  always  been  of  interest  to  the  surgeon 
because  of  its  direct  influence  on  the  strength 
of  wounds.  Save  for  hypoproteinemia,  scor- 
butus is  the  only  deficiency  state  known  to 
interfere  with  wound  healing.  Here  again, 
however,  the  evidence  is  clear:  short  of 
frank  scurvy,  wound  strength  is  not  inter- 
fered with.  At  least,  there  are  no  gradations 
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in  strength  corresponding  to  various  “sub- 
optimal  levels”.  The  data  indicating  that 
an  individual  can  not  be  kept  saturated 
with  ascorbic  acid  unless  huge  doses  are 
given,  suggesting  enormous  deficits,  must 
be  examined  in  the  light  of  the  British 
studies,  done  during  the  war  when  vitamin 
C sources  had  almost  vanished  from  the 
diet.  These  showed  that  plasma  levels  of 
ascorbic  acid  could  dwindle  to  the  vanish- 
ing point  without  scurvy,  and  that  intake 
of  quantities  of  a fifth  of  the  recommended 
daily  requirement  produced  no  clinical 
changes,  although  chemical  changes  were 
readily  found.  Essentially  no  intake  at  all 
could  be  tolerated  for  months,  but  very 
minor  stress  would  then  promptly  produce 
scurvy. 

We  can  conclude,  then,  that  during  what 
we  are  calling  the  acute  phase  in  handling 
surgical  patients,  provision  of  the  B vita- 
mins and  ascorbic  acid  in  quantities  of  the 
order  of  two  or  three  times  the  minimal 
daily  requirement  will  prove  entirely  satis- 
factory, and  allow  for  at  least  a moderate 
degree  of  “suboptimal”  nutrition  before  the 
patient  comes  under  treatment. 

The  importance  of  nutrition  in  the  con- 
valescent phase  is  obvious  enough  to  bear 
little  comment.  The  patient  has  further 
wound  healing  to  accomplish,  his  preopera- 
tive weight,  strength,  and  energy  to  regain, 
and  frequently  blood  volume  to  make  up 
by  hemoglobin  and  plasma  protein  synthe- 
sis. During  this  anabolic  period  sufficient 
vitamins  must  be  supplied,  and  may  be 
added  to  the  diet  if  this  is  not  adequate, 
as  well  as  employed  to  stimulate  the  appe- 
tite. Certain  situations,  however,  require 
more  than  casual  attention  to  convalescent 
nutrition.  For  example,  in  extensive  burns 
nutrition  may  well  make  the  difference  be- 
tween success  or  failure  for  a patient  whose 
initial  resuscitation  has  been  safely  accom- 
plished. All  nutriments,  including  vitamins, 
must  be  pushed  vigorously  and  constantly 
in  amounts  four  or  five  times  the  usual  re- 
quirement, because  of  the  great  drain  pro- 
duced by  large  open  areas.  A rather  com- 
parable situation  obtains  in  patients  hav- 
ing undergone  total  gastrectomies,  or  ex- 
tensive resection  of  the  small  bowel,  where 
inefficient  absorption  may  increase  the  nu- 


tritional requirement.  A certain  proportion 
of  totally  gastrectomized  individuals,  and 
some  with  extensive  subtotal  resections,  will 
develop  a macrocytic  anemia  which  re- 
sponds to  vitamin  B12,  though  this  is  a late 
finding,  well  outside  what  is  usually  con- 
sidered the  convalescent  period. 

This  brings  us,  then,  to  the  considera- 
tion of  special  uses  for  vitamins  in  surgical 
conditions.  With  the  exception  of  vitamin 
Bi2  mentioned  before,  these  are  particularly 
concerned  with  fat  soluble  vitamins.  Let  us 
pass  over  the  tocopherols  very  briefly,  to 
say  that  vitamin  E has  not  proven  of  any 
significant  help  in  the  management  of 
cicatricial  conditions  such  as  Dupuytren’s 
Contracture,  nor  has  it  shown  consistent 
antithrombin  activity  to  justify  its  use  in 
the  prophylaxis  of  thrombophlebitis.  Vita- 
min D,  however,  has  an  important  role  in 
the  treatment  of  postoperative  hypopara- 
thyroidism. This  condition  may  be  antici- 
pated in  about  2%  of  patients  following 
extensive  subtotal  thyroidectomy,  and  is 
usually  relatively  transitory.  It  attends  the 
removal  of  functioning  parathyroid  adeno- 
mas with  a much  higher  relative  frequency; 
here  the  tendency  to  tetany  may  be  aggra- 
vated by  the  withdrawal  of  calcium  from 
the  serum  into  so-called  “hungry  bone”. 
Substances  with  vitamin  D activity  amelio- 
rate this  situation  by  facilitating  calcium 
absorption  from  the  gut,  and  by  inhibiting 
phosphate  reabsorption  from  the  renal  tu- 
bule. The  latter  effect  corresponds  with  Al- 
bright’s concept  of  the  action  of  parathor- 
mone, and  for  this  reason  he  proposed  AT- 
10  as  the  agent  of  choice;  this  tachysterol 
exerts  its  influence  more  on  the  kidney  than 
on  the  gut.  The  additional  expense  in- 
volved, however,  is  not  justified  clinically, 
and  the  more  readily  obtained  ergosterols 
are  perfectly  suitable  if  given  in  large 
enough  doses,  along  with  liberal  amounts 
of  calcium  and  restricted  phosphate.  It  is 
important  to  re-evaluate  the  state  of  calci- 
um and  phosphorus  metabolism  periodical- 
ly, because  parathyroid  function  has  a ten- 
dency to  recover,  and  vitamin  D is  the  only 
vitamin  whose  overdosage  is  clinically  det- 
rimental. 

Naphthaquinones  with  vitamin  K activ- 
ity have  also  been  of  great  surgical  interest 
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ever  since  the  discovery  that  their  failure 
to  be  absorbed  by  patients  with  obstruc- 
tive jaundice  led  to  the  bleeding  tendency 
which  had  plagued  surgeons  for  decades. 
Parenteral  or  oral  administration  of  the 
sulfite  or  phosphate  esters  of  methyl  naphth- 
aquinone  has  solved  this  problem,  allowing 
the  liver  to  resume  the  synthesis  of  proth- 
rombin and  to  correct  the  coagulation 
mechanism.  These  substances,  Hykinone  or 
Synkavite,  are  not  nearly  so  reliable  in  re- 
storing the  prothrombin  level  following  the 
administration  of  Dicumarol,  phenylindan- 
dione,  and  related  compounds.  Since  these 
anticoagulants  are  often  used  in  surgical 
practice  in  connection  with  thrombophle- 
bitis, and  because  patients  anticoagulated 
for  various  reasons  must  come  to  operation, 
the  natural  vitamins  K,  K,  or  K,  oxide, 
have  been  valuable  additions  to  the  aima- 
mentarium.  It  has  been  shown  repeatedly 
that  doses  of  these  emulsions  in  the  range 
of  50  milligrams  will  produce  a definite  in- 
crease in  prothrombin  within  four  hours, 
and  a safe  level  within  eight  hours  in  al- 
most all  cases,  whether  given  by  vein  or 
by  mouth.  The  K,  emulsions  will  also  work 
in  some  instances  in  liver  damage  when  the 
water  soluble  preparations  will  not;  they 
should  be  given  repeatedly  over  several 
days  before  deciding  that  they  have  failed. 

President  Flinn:  Before  we  get  into  the  dis- 
cussing of  the  questions.  Dr.  Goodhart 
you’re  doubling  for  Dr.  Tompkins.  Are 
vitamins  of  any  use  in  obstetrical  practice? 

Dr.  Goodhart:  As  I indicated  in  my  paper 
and  as  the  other  speakers  have  brought  out, 
stress  situations,  no  matter  what  they  may 
be,  are  apt  to  precipitate  nutritional  de- 
ficiencies. Pregnancy  is  a stress  situation. 

Dr.  Tompkins  divided  his  pre-natal  pa- 
tients into  groups,  at  random.  One  group 
received  an  ordinary  diet  and  the  best  pre- 
natal care  possible  at  his  hospital.  A second 
group  received  the  same  pre-natal  treat- 
ment plus  a multiple  vitamin  capsule.  The 
third  group  received  the  same  pre-natal 
treatment,  plus  vitamins  and  supplementary 
protein,  in  the  form  of  casein.  There  also 
was  a group  that  received  the  supplemen- 
tary protein  without  the  vitamins.  The 
group  that  did  the  best  was  the  group  that 
received  the  protein  plus  the  vitamins.  The 


group  that  received  the  vitamins  alone  and 
the  group  that  received  the  proteins  alone 
did  not  do  so  remarkably  well,  although  in 
some  respects  they  did  better  than  the  con- 
trol group.  This  was  not  unexpected. 

Vitamins  work  as  accessory  food  sub- 
stances or  activators.  They  do  not  furnish 
any  substrata  for  energy  production  or  tis- 
sue construction.  They  make  it  possible  for 
the  body  to  use  carbohydrates,  fat  and  pro- 
tein. Given  sufficient  energy,  protein  may 
become  the  limiting  factor  in  the  presence 
of  an  adequate  quantity  of  vitamins.  When 
you  give  the  vitamins  plus  protein,  and 
have  sufficient  calories,  then  you  don’t  have 
any  limiting  factors  and  the  patients  do 
well.  This  is  precisely  what  Dr.  Tompkins 
found.  He  found  some  other  things  of  inter- 
est; for  example,  obese  women  who  be- 
come pregnant  do  not  do  so  well.  But  they 
do  less  well  if  you  attempt  to  reduce  them 
during  pregnancy.  Patients  who  are  under- 
weight don’t  do  so  well  either.  They  do 
better  if  they  are  fed  properly  and  gain 
weight  during  pregnancy. 

There  has  been  some  argument  among 
obstetricians  in  and  around  Philadelphia 
about  Dr.  Tompkins’  findings  on  the  obese 
women,  but  I think  that  the  results  are 
definite.  They  are  statistically  significant. 
Obese  pregnant  women  placed  on  reducing 
diets  do  very  poorly.  The  way  to  treat  such 
a mal-nourished  woman  is  to  treat  her  be- 
fore she  becomes  pregnant  and  not  after 
she  becomes  pregnant. 

Dr.  Tompkins  found  that  the  obese  wom- 
en had  a very  high  incidence  of  toxicities 
and  that  the  undernourished,  the  thin  wom- 
en, had  a high  incidence  of  premature  de- 
liveries. 

When  the  woman  was  fed  properly,  given 
sufficient  calories  to  permit  growth  of  the 
baby  and  given  an  adequate  amount  of 
protein  and  vitamins,  she  did  not  get  a 
bigger  baby.  Many  women  erroneously  be- 
lieve that  if  they  get  enough  to  eat  they’re 
going  to  get  a huge  baby.  Obese  women 
have  large  babies,  but,  the  obese  women  in 
Tompkins’  study,  who  were  fed  properly, 
had  smaller  babies  than  those  obese  women 
who  were  on  the  control  diets. 

I think  that  Dr.  Tompkins  has  demon- 
strated that:  First,  giving  only  vitamins  is 
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not  enough.  It  is  necessary  to  give  also  a 
substrate  for  the  vitamins  to  work  upon. 
And,  secondly,  if  you  want  to  do  a really 
good  job  with  pregnant  women,  you  must 
start  before  they  are  pregnant. 

President  Flinn:  Thank  you  so  much.  I 
have  a few  questions  here  with  which  we 
will  start  off  and  if  anyone  feels  so  inspired 
to  ask  others,  he  may  do  so. 

What  evidence  is  there,  direct  clinical 
evidence,  that  excessive  amounts  of  B com- 
plex or  individual  members  of  B complex 
are  not  toxic  to  man? 

Dr.  Goodhart:  I said  in  my  paper  that 
given  a sufficient  amount  of  all  of  the  nu- 
trients, an  excess  of  any  one  nutrient  is 
not  toxic.  By  that  I don’t  mean  a great 
excess  such  as  you  get  with  great  amounts 
of  vitamin  A,  or  huge  amounts  of  vitamin  D. 
The  spread  between  the  therapeutically 
effective  amounts  of  the  vitamins  and  toxic 
amounts  is  very  great.  I know  of  no  evi- 
dence for  toxicity  of  any  of  the  B vitamins 
when  orally  administered. 

There  are  some  hematologists  who  say 
that  folic  acid  is  dangerous  and  should  not 
be  put  in  multiple  vitamin  pills,  should  not 
be  sold  freely  to  the  public,  or  made  gen- 
erally available  to  the  physician  in  multiple 
vitamin  preparations,  because  folic  acid 
promotes  vitamin  B12  deficiency  and  pro- 
motes combined  system  disease,  while  per- 
mitting the  patient  to  maintain  a normal 
blood  picture,  thus  the  Doctor  may  fail  to 
recognize  that  the  patient  has  pernicious 
anemia.  What  actually  happens  here?  I 
had  occasion  to  review  what  was  going  on 
prior  to  the  availability  of  folic  acid.  About 
25  per  cent  of  all  patients  with  pernicious 
anemia  develop  neurological  signs  before 
they  develop  any  abnormal  blood  picture. 
Some  don’t  develop  any  hyperchronic,  ma- 
crocytic anemia  at  all.  Eighty  per  cent  of 
all  pernicious  anemia  patients,  inadequately 
treated  or  not  treated,  sooner  or  later  de- 
velop some  combined  system  disease.  From 
reviewing  the  literature  since  folic  acid,  I 
conclude  that  the  situation  has  not  changed. 
The  proportions  remain  about  the  same. 
That  is,  you  still  get  about  25-30  per  cent 
of  the  patients  coming  in  with  neurological 
signs  and  no  marked  abnormality  in  the 
hematological  picture,  and  about  80  per 


cent  of  those  who  are  carried  on  folic  acid, 
alone,  or  are  otherwise  inadequately  treat- 
ed develop  neurological  signs. 

President  Flinn:  Do  multiple  vitamin  prep- 
arations which  contain  folic  acid  contain 
sufficient  folic  acid  in  those  capsules  to  cor- 
rect pernicious  anemia? 

Dr.  Goodhart:  As  little  as  1.0  mg  of  folic 
acid  daily  usually  will  induce  a hemato- 
poietic response  in  a patient  with  pernicious 
anemia  in  relapse.  This  amount,  and  more, 
can  be  readily  obtained  from  a good  diet; 
that  is,  a diet  high  in  green-leafy  vegetables 
and  otherwise  following  what  is  accept- 
ed by  our  nutritionists  as  conforming  to 
the  best  dietary  practices.  Most  multiple 
vitamin  capsules  contain  from  0.25  to  0.50 
mgm  of  folic  acid  per  capsule,  if  they  con- 
tain any  at  all.  Undoubtedly  such  levels 
of  folic  acid,  added  to  that  contained  in 
the  diet,  can  serve  to  maintain  a normal 
blood  picture  for  variable  periods  of  time 
in  some  patients  with  pernicious  anemia. 

It  must  be  borne  in  mind  that  the  pa- 
tient with  pernicious  anemia  does  have  a 
requirement  for  folic  acid.  There  are,  on 
record,  some  cases,  treated  with  vitamin 
B,2,  which  eventually  developed  hemato- 
logical relapses  that  responded  to  folic  acid. 

Vegans,  in  England,  who  eat  no  animal 
food  whatsoever,  develop  vitamin  B12  de- 
ficiency and  they,  interestingly  enough,  de- 
velop the  neurological  signs  without  any 
abnormal  blood  picture.  This  is  due  to  the 
fact  that  they  have  a high  intake  of  green 
vegetables,  particularly  high  in  folic  acid. 
So,  taking  the  folic  acid  out  of  multiple 
vitamin  capsules  is  not  going  to  protect 
pernicious  anemia  patients,  a certain  num- 
ber of  them,  from  developing  neurological 
signs  prior  to  the  characteristic  blood  pic- 
ture. The  physician  must  learn  to  recog- 
nize and  diagnose  vitamin  B12  deficiency, 
the  primary  manifestation  of  which  is  a 
neurological  disorder. 

President  Flinn:  Is  there  any  danger  as  far 
as  leukemia  is  concerned? 

Dr.  Goodhart:  Folic  acid  does  not  cause 
leukemia,  and  folic  acid  antagnosists  have 
not  proven  to  be  the  cure  of  leukemia. 
There  is  no  more  that  we  can  say  about  the 
problem,  at  this  time. 


March,  1956 


Delaware  State  Medical  Journal 


61 


President  Flinn:  Dr.  Kaye,  do  you  give 
green  vegetables  to  your  children? 

Dr.  Kaye:  If  they’ll  take  them. 

President  Flinn:  I might  ask  Dr.  Kaye  this 
one.  I can  throw  it  around.  Why  are  thera- 
peutic doses  of  vitamins  5 to  10  times  the 
maintenance  need?  Poor  absorption,  poor 
utilization,  chemical  mass  action,  reducing 
time  of  tissue  repair,  it  didn’t  say  here,  or 
for  business  reasons? 

Dr.  Kaye:  The  patient  who  requires  thera- 
peutic doses  has  probably  depleted  those 
vitamin  stores  which  the  well-fed  patient 
would  have,  so  that  one  has  not  only  the 
problem  of  maintenance  requirement  but 
the  restoration  of  stores.  Many  of  the  pa- 
tients who  require  therapeutic  vitamin 
preparations,  as  has  been  said  before,  have 
increased  metabolic  requirements  associated 
with  fever,  stress,  or  with  hyperthyroidism. 
I think  that  there  is  no  question  in  the 
treatment  of  rickets  and  scurvy,  which 
are  the  nutritional  diseases  most  commonly 
seen  in  pediatrics,  that  one  can  achieve  a 
much  more  rapid  response  with  dosages 
5-10  times  as  great  as  are  required  to  pre- 
vent the  deficiencies  in  the  first  place. 

President  Flinn:  Any  argument  about  that? 

Dr.  Goodhart:  No,  I made  a similar  state- 
ment and  I would  say  that  my  statement  is 
on  empirical  grounds.  In  the  early  days 
when  we  tried  to  treat  these  things,  we 
found  that  results  were  much  better  if  you 
increased  the  dose,  but,  for  most  of  the 
water  soluble  vitamins,  amounts  greater 
than  five  times  the  daily  requirements  in 
one  dose  proved  to  be  wasted.  There  is  not 
much  point  in  going  beyond  that,  so  far  as 
water  soluble  vitamins  are  concerned,  be- 
cause the  spillage  into  the  urine  becomes 
very  high.  So  that  we  settled  upon  five  to 
ten  times  the  daily  requirement,  until  the 
patient  approaches  saturation,  and  then  we 
try  to  maintain  him  at  that  level.  Giving 
extremely  large  amounts  at  one  time  is  gen- 
erally a waste  of  money  and  vitamins. 

President  Flinn:  Dr.  Mackie,  what  are  your 
recommendations  for  vitamin  therapy  in 
severe  third  degree  burns? 

Dr.  Mackie:  Well,  I would  classify  that,  I 
suppose,  along  with  more  demanding  condi- 
tions for  supplementals,  I shouldn’t  say  sup- 
plemental, but  additional  vitamin  therapy. 


Somewhere  in  the  neighborhood  of  five 
times  the  normal  daily  requirements  would 
be  in  the  range  of  what  we  customarily 
give  to  a patient  who  has  a severe  burn,  in 
his  first  week  or  ten  days  to  two  weeks. 

President  Flinn:  Thank  you. 

Dr.  Goodhart,  man  is  perhaps  the  only 
animal  to  continue  to  drink  milk  beyond 
the  period  of  childhood.  Will  you  comment 
on  this  especially  in  respect  to  (1)  normal 
adult  requirement  for  calcium,  and  (2)  pos- 
sible relation  to  development  of  arterio- 
sclerosis? 

Dr.  Goodhart:  Well,  I think  what  we  have 
to  bear  in  mind  is  that  man  has  no  require- 
ment for  any  specific  food.  We  require  cer- 
tain nutrients,  we  don’t  require  milk,  we 
don’t  require  bread,  we  don’t  require  meat. 
We  require  amino-acids,  calories,  certain 
fatty  acids,  certain  vitamins,  minerals,  and 
waters.  And  how  we  get  those  things  de- 
pends upon  our  dietary  customs.  We  have 
a requirement  for  calcium,  around  8/10 
of  a gram  a day.  But  it  is  not  required  that 
we  get  this  calcium  through  milk.  The  only 
other  things  of  importance  that  milk  pro- 
vides are  riboflavin  and  protein.  Other  good 
sources  of  high  quality  protein  are  avail- 
able. Unfortunately,  in  our  customary  diets, 
without  enrichment,  it  is  extremely  hard  to 
meet  the  recommended  allowances  for  ribo- 
flavin, without  consuming  some  milk  every 
day,  or  some  milk  products.  The  enrich- 
ment of  flour,  cereals  and  bread  has  been 
the  answer  to  this  problem  for  many  peo- 
ple. For  others,  the  use  of  pharmaceutical 
vitamin  preparations  has  proven  to  be  the 
answer. 

Now  so  far  as  cholesterol  is  concerned 
this  is  a moot  point.  We  know  that  the 
cholesterol  level  of  the  blood  can  be  de- 
creased by  a fat  free  diet.  It  can  be  de- 
creased by  a diet  which  is  entirely  free  of 
animal  fats,  but  containing  a liberal  amount 
of  vegetable  fats.  But  what  we  don’t  know 
is  whether  or  not  the  blood  cholesterol  level 
has  anything  to  do  with  the  genesis  of  ar- 
teriosclerosis or  althero  sclerosis.  Dr.  Rein- 
hart of  California  and  Dr.  Emerson  of  the 
Merck  Institute  have  been  able  to  produce, 
in  the  monkey,  a typical  arteriosclerosis 
with  a vitamin  By  deficient  diet  which,  in- 
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cidentally,  was  very  low  in  fat,  and  very 
low  in  cholesterol. 

Another  thing  I might  say  a word  about 
at  this  point  is  this.  We  must  think  a little 
bit  of  what  we  want  from  people.  The  things 
that  build  up  a football  player,  or  a chap 
that  can  produce  healthy  children,  or  a 
woman  who  can  nurse  her  child  are  not 
necessarily  the  same  things  that  prevent 
coronary  heart  disease  or  promote  long  life. 
Every  laboratory  doing  nutritional  studies 
on  the  rat  has  been  able  to  demonstrate 
that  on  a high  fat  diet  you  can  get  a big- 
ger rat,  a healthier  and  stronger  rat,  a rat 
with  more  progeny,  and  a rat  that  can  nurse 
its  young  and  otherwise  meets  every  cri- 
terion of  good  health,  except  that  he  doesn’t 
live  as  long  as  the  other  rats. 

President  Flinn:  Dr.  Kaye,  I’d  like  to  ask 
you  this  one  perhaps.  A recent  article  in  the 
Margaret  Hague  Bulletin  seems  to  indicate 
a greater  need  for  calcium  than  phosphorus 
during  pregnancy.  Will  you  comment  on 
that,  or  refer  that  to  Dr.  Tompkins? 

Dr.  Goodhart:  The  National  Research 
Council  recommends  that  the  phosphorus 
allowance  should  be  at  least  equal  to  that 
for  calcium  during  the  latter  part  of  preg- 
nancy. The  fact  is  that,  if  you  have  enough 
of  each,  you  don’t  have  to  worry  about  the 
ratio  of  one  to  the  other. 

President  Flinn:  Do  you  agree  with  that? 

Dr.  Kaye:  I wondered  about  that  when 
you  said  that  before.  We  sometimes  use 
high  calcium  intakes  to  prevent  the  absorp- 
tion of  phosphorus  in  patients  with  renal 
insufficiency  and  phosphorus  retention,  on 
the  assumption  that  one  can  sufficiently 
exceed  the  usual  calcium  intake  and  thereby 
interfere  with  the  absorption  of  phosphorus. 
Do  you  agree  with  that? 

Dr.  Goodhart:  Well,  I suppose  you  can 
give  enough  calcium  to  prevent  phosphorus 
absorption  but  I don’t  know  that  there  is 
any  nutritional  range  that  would  have  any 
effect. 

Dr.  Kaye:  I think  you  probably  have  to 
achieve  that  by  using  mineral  supplements. 

President  Flinn:  You’re  thinking  more  of 
an  acute  case,  aren’t  you? 

Dr.  Kaye:  No,  phosphate  retention  is  a 
clinical  problem  chiefly  in  the  child  with 
severe  chronic  renal  insufficiency. 


President  Flinn:  Well,  why  not  use  Ringer’s 
solution.  Dr.  Kaye,  routinely  in  the  pres- 
ence of  normal  kidney  function  when  pa- 
renteral fluid  is  indicated  to  prevent  and  or 
correct  mineral  deficiencies? 

Dr.  Kaye:  This  would  be  an  improvement 
over  saline  and  glucose,  but  in  the  presence 
of  defects.  Ringer’s  solution  which  has 
about  ten  milliequivalents  of  potassium  per 
liter  is  probably  inadequate  to  correct  the 
deficit.  It  has  been  shown  that  the  retained 
potassium  is  of  the  order  of  three  or  four 
milliequivalents  per  kilo  per  day  and  the 
kidney  paradoxically  will  excrete  potassium 
even  in  the  presence  of  deficiency.  So  that 
intakes  above  the  amounts  provided  by 
Ringer’s  solution  would  probably  be  neces- 
sary, although  Ringer’s  solution  would  be 
an  improvement  over  sodium  chloride  and 
glucose.  It  is  rather  interesting  to  know 
that  the  concentration  of  potassium  in  milk 
is  approximately  4 milliequalents  per  100 
ml.  which  is  about  the  same  concentration 
as  the  40  milliequivalents  per  liter  present 
in  Darrow’s  solution  and  about  twice  the 
concentration  of  potassium  present  in 
Butler’s  solution.  The  strength  of  the  solu- 
tions which  we  use  are  the  order  of  20  to  40 
millequivalents  per  liter.  For  those  of  you 
who  like  to  think  in  milligrams,  a millie- 
quivalent  of  potassium  is  40  milligrams. 

President  Flinn:  Thank  you. 

How  many  days  or  weeks  is  storage  of 
fat  soluble  vitamins  in  an  average  healthy 
adult  sufficient  protection  against  tissue 
damage  in  case  of  acute  deprivation,  as- 
suming that  the  patient  is  on  a 1500  calorie 
intake  which  is  equal  to  the  daily  need. 

Dr.  Goodhart:  The  requirements  for  the 
fat  soluble  vitamins  bear  no  relation  to 
the  caloric  intake.  An  individual  who  is 
on  a diet  which  is  absolutely  zero  in  vita- 
min A,  assuming  that  he  was  well  nour- 
ished with  vitamin  A before  he  started  this 
diet,  would  not  develop  any  signs  of  vita- 
min A deficiency  for  twelve  to  eighteen 
months,  or  longer.  The  speed  of  the  thing 
would  be  stepped  up  by  certain  stress  situ- 
ations but  how  much  I do  not  know.  The 
vitamin  of  which  man  develops  a deficiency 
the  most  rapidly,  appears  to  be  thiamin. 
Thiamin  deficiency  has  been  demonstrated 
within  a period  of  four  weeks. 
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President  Flinn:  How  about  toxic  doses  of 
thiamin?  Is  there  such  a thing?  You  have 
partially  answered  that,  but  suppose  some- 
body gets  a 100  milligrams  a day  of  thia- 
min, is  that  more  than  is  necessary  par- 
enterally? 

Dr.  Goodhart:  100  mgs  of  thiamin,  par- 
enterally  is  certainly  more  than  is  necessary 
but  is  not  toxic.  Experimentally,  by  add- 
ing high  concentrations  of  thiamin  directly 
to  the  nervous  system,  or  the  brain,  toxicity 
has  been  demonstrated.  In  humans,  this 
has  never  been  done,  that  I know  of.  There 
have  been  some  cases  reported  of  sensitivity 
to  intravenous  thiamin. 

President  Flinn:  If  the  gastro-intestinal 

tract  is  in  good  order,  is  there  any  reason 
for  giving  thiamin  parenterally? 

Dr.  Goodhart:  I don’t  think  so. 

President  Flinn:  Dr.  Kaye  or  Dr.  Mackie, 
how  much  do  antibiotics  reduce  absorption 
or  otherwise  increase  the  needs  for  vita- 
mins? 

Dr.  Kaye:  We  rarely  see  vitamin  defi- 
ciencies in  children  getting  broad  spectrum 
antibiotics  over  long  periods  of  time.  I 
think  that  this  is  due  to  the  widespread 
practice  of  supplementing  infants’  and  chil- 
dren’s diets  with  supplemental  quantities 
of  vitamins.  We  see  very  few  cases  of 
chronic  intestinal  inflammation  such  as 
ulcerative  colitis  and,  in  these  patients,  we 
have  not  recognized,  except  in  one  instance, 
the  presence  of  frank  vitamin  deficiency. 
This  was  a case  of  pellagra  appearing 
in  a child  who  was  not  given  supplemental 
vitamin  preparations.  I think  that,  if  anti- 
biotics are  given  for  a long  time,  supple- 
mental vitamins  are  usually  adequate  to 
prevent  deficiency  states. 

Dr.  Mackie:  We  always  give  Vitamin  K 
when  we  have  anyone  on  bile  drainage, 
prior  to  surgery.  Periodically  people  slip 
through  without  getting  Vitamin  K and  I 
don’t  recall  ever  having  seen  anyone  de- 
velop a detectable  profound  deficiency  from 
it.  I don’t  think  that  you  would  in  the 
short  period  of  time  you’d  use  it  to  sterilize 
the  bile,  unless  your  patient  was  in  poor 
nutritional  condition  before  you  started. 

President  Flinn:  There  are  several  ques- 
tions here  on  stress  fortified  antibiotics. 
Are  there  any  purposes  to  them?  Are  they 


all  right?  Do  they  do  harm?  Who  wants 
to  speak  to  that?  Dr.  Kaye? 

Dr.  Kaye:  We  have  not  taken  to  these  and 
I think  that,  for  the  short-term  illness,  they 
are  not  necessary.  For  the  long-term  illness 
we  usually  supplement  our  patients’  intake 
with  vitamins,  as  I mentioned  before.  I 
object  to  this  packaging  of  antibiotics  and 
vitamins.  That’s  probably  an  emotional  re- 
action on  my  part. 

President  Flinn:  I am  sure  you  are  not 

alone. 

Dr.  Goodhart:  In  the  beginning  it  seemed 
a little  wrong  to  me,  because  of  the  possi- 
bility that  some  of  the  antibiotics  might 
actually  function  by  interfering  with  the 
action  of  certain  of  the  vitamins.  We  know 
that  the  antibiotics  do  function  by  inter- 
fering with  certain  necessary  metabolic 
functions,  but  it  happens  that  they  do  not 
interfere  with  the  particular  vitamins  pres- 
ent in  the  commercial  combinations.  So 
that  there  is  nothing  wrong  in  giving  the 
combination. 

This  came  up  again,  as  you  know,  in  re- 
lation to  the  treatment  of  tuberculosis  with 
isoniazid.  Patients  that  were  given  large 
amounts  of  isoniazid  developed  peripheral 
neuritis,  due  to  vitamin  B,;  deficiency.  The 
neuritis,  in  tuberculosis  patients  who  had 
had  isoniazid,  could  be  prevented  by  giving 
vitamin  B,;.  Now,  of  course,  the  question 
arose  as  to  whether  or  not  giving  vitamin 
B,j  would  interfere  with  the  action  of 
isoniazid  upon  the  tuberculosis  organism. 
Fortunately  it  has  turned  out  there  is  no 
interference  with  the  therapeutic  effect  of 
isoniazid. 

President  Flinn:  The  only  real  reason  for 
this  medicine  is  because  that  when  you 
want  to  give  both  it’s  cheaper,  is  that  it? 

Dr.  Goodhart:  Yes. 

President  Flinn:  What  is  the  physiology 
which  enables  thiamin  chloride  to  cure  and 
prevent  cramps  in  pregnancy?  I assume  it 
does  cure  them.  Does  anybody  have  any- 
thing to  say  about  that  one? 

Dr.  Goodhart:  Well,  one  of  the  earliest 
signs  of  peripheral  neuritis  is  calf  muscle 
tenderness  and  night  cramps.  It  is  by  no 
means  the  most  common  cause  of  night 
cramps.  And  I doubt  that  thiamin  is  very 
effective  in  the  treatment  of  cramps  in 
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pregnancy.  It  might  be  in  some  particular 
patients  who  enter  pregnancy  thiamin  de- 
ficient and  then  progress  because  of  in- 
creased requirements  during  pregnancy. 
The  most  effective  vitamin  treatment  for 
calf  muscle  cramps  is  calcium  pantothenate. 
Dr.  William  Bean,  while  producing  experi- 
mental pantothenic  acid  deficiency  in  man, 
found  that  one  of  the  early  signs  was  calf 
muscle  pain  and  cramps.  But  there  are 
many  vitamin  deficiencies  which  may  cause 
these  pains.  Vitamin  Be  deficiency  does 
it,  pantothenic  acid  deficiency  does  it,  thia- 
min deficiency  does  it,  B12  deficiency  does 
it. 

President  Flinn:  Well,  is  a pantothenic  acid 
deficiency  state  clinically  recognizable  in 
man? 

Dr.  Goodhart:  Pantothenic  acid  deficiency 
has  been  produced  experimentally  in  man 
by  Dr.  Bean  of  the  University  of  Iowa. 

President  Flinn:  Thank  you.  What  about 
vitamin  P deficiency? 

Dr.  Goodhart:  There  is  no  vitamin  P. 

President  Flinn:  Concerning  C complex  in 
habitual  abortions.  Do  you  know  anything 
about  that? 

Dr.  Goodhart:  No,  I don’t  know. 

President  Flinn:  Do  you  obstetricians 

know  the  answer  to  that  one? 

Dr.  Mackie:  Which  one? 

President  Flinn:  Vitamin  C complex  in  ha- 
bitual abortion  deficiency?  Well,  I guess 
we’ll  pass  on,  then  to  one  or  two  more. 

What  mineral  supplements,  if  any,  are 
required  by  the  average  70  year  old  man 
in  the  United  States?  Is  the  need  related 
to  the  rare  70  year  old  male  who  elects 
an  inadequate  diet,  or  should  everybody 
have  them? 

Dr.  Goodhart:  Seventy  isn’t  so  old.  One 
of  the  outstanding  difficulties  with  elderly 
people,  male  and  female  alike,  is  to  get 
them  to  eat  sufficient  meat  and  the  most 
common  mineral  deficiency  found  is  that 
of  iron.  I think  they  are  many  who  be- 
lieve that  the  calcium  intake  of  the  elderly 
should  be  kept  high.  But  whether  the 
rarefaction  of  the  bones  commonly  seen 
in  the  elderly  is  due  to  an  endocrine  dis- 
function or  to  an  actual  dietary  insufficien- 
cy of  calcium  is  something  that  still  re- 
mains to  be  shown.  We  also  find  that  the 
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elderly  are  apt  to  be  deficient  in  thiamin, 
vitamin  C,  and  vitamin  A. 

President  Flinn:  Well,  is  there  any  need 
for  supplemental  vitamins  for  the  average 
individual  who  is  in  apparently  good 
health? 

Dr.  Goodhart:  I think  you  answered  that 
one;  you  said  apparently  good  health.  If 
you  knew  him  to  be  in  good  health,  you 
would  have  one  answer.  But  apparent 
good  health  is  something  else  again. 

President  Flinn:  Do  you  assume  everybody 
is  in  poor  health  then? 

Dr.  Goodhart:  I would  say  a hundred  out 
of  a hundred  here  are  not  in  perfect  health. 
I think  that  is  the  fairest  statement.  There 
is  something  wrong  with  all  of  us.  Whether 
we  need  vitamins  would  be  hard  to  prove. 
But,  would  you  say  to  a person  “you’re  in 
pretty  good  health;  don’t  worry  about  your 
diet.”?  I know  you  all  follow  certain  die- 
tary rules  and  restrictions  to  keep  your- 
selves in  good  health. 

President  Flinn:  Does  deficiency  of  vita- 
mins have  anything  to  do  with  aphthous 
stomatitis,  the  common  canker  sore? 

Dr.  Goodhart:  Nothing  whatsoever. 

President  Flinn:  Are  there  any  other  ques- 
tions? 

Voice:  Where  does  the  iron  go  in  an 
elderly  person,  assuming  no  blood  loss? 
You  say  they  are  iron  deficient,  if  I under- 
stood you  right. 

Dr.  Goodhart:  The  idea  that  the  adult 
male  does  not  lose  iron  if  he  doesn’t  have 
blood  loss  is  fallacious.  Dr.  Carl  Moore, 
using  radioactive  iron,  has  demonstrated 
definite  and  distinct  iron  loss  in  the  adult 
male.  He  loses  iron  every  time  he  loses  a 
finger  nail,  every  time  he  sheds  skin,  every 
time  he  perspires;  every  time  he  loses  a 
hair  he  loses  some  iron.  He  loses  from  0.5 
to  one  milligram  of  iron  a day.  Dr.  Moore 
also  has  calculated  that,  if  a man  were  on 
a diet  that  contained  zero  iron  and  his 
iron  stores  were  good  when  he  started,  it 
would  take  something  like  six  years  for 
him  to  develop  an  iron  deficiency  anemia. 
That’s  a long  time.  But  a chap  whose  ab- 
sorption is  not  so  good,  on  a diet  low  in 
meat  and  green  vegetables,  can  over  a per- 
iod of  several  years  develop  an  iron  deficien- 
cy without  gross  blood  loss. 
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President  Flinn:  Thank  you  very  much, 
but  I think  we  will  have  to  close  the  panel. 
We  are  certainly  indebted  to  all  the  mem- 
bers. 


SOME  ESSENTIALS  IN  OFFICE  PROCTOLOGY* 

Samuel  McLanahan,  M.D.,** 
Baltimore,  Md. 

In  careful  clinical  work,  diagnosis  be- 
comes the  first  responsibility  of  the  exam- 
iner. When  there  are  symptoms  relating 
to  the  colon  or  the  anorectal  area,  and 
indeed  in  most  instances  of  a thorough 
physical  survey,  a painstaking  examination 
of  this  region  becomes  imperative,  serving 
as  it  does  to  rule  in  or  rule  out  the  diag- 
nosis of  certain  important  pathological  con- 
ditions. 

A thoroughgoing  examiner  will  secure 
the  appropriate  history,  he  will  make  cer- 
tain systemic  or  general  examinations,  he 
will  go  over  the  abdomen,  and  then  inspect 
the  anorectal  area  and  carry  out  palpation. 
Today  I believe  the  careful  examiner  will 
use,  in  addition  to  his  index  finger,  an 
anoscope  or  short  proctoscope.  Whether 
he  elects  to  carry  out  proctosigmoidoscopy 
in  his  office,  or  elects  not  to  do  so  will  be 
his  own  decision.  However,  just  as  he 
does  have  x-ray  diagnosis  available,  so  must 
he  either  be  prepared  to  examine  such 
patients  himself  or  to  refer  them  to  a col- 
league for  this  important  endoscopic  ex- 
amination. 

Before  drawing  attention  to  some  of  the 
more  elementary  features  in  reaching  a di- 
agnosis in  this  field  let  me  put  in  an  earnest 
word  for  the  more  frequent  use  of  sigmoido- 
scopic  examination.  What  can  we  hope  to 
discover?  What  chances  do  we  have  of 
making  a real  “find”?  It  has  been  estab- 
lished (Fig.  1)  that  with  the  sigmoido- 
scope, one  can  expect  to  diagnose  more 
than  95  per  cent  of  ulcerative  colitis,  75 
per  cent  of  the  polyps  of  the  colon,  and  at 
least  70  per  cent  of  the  carcinomas  of  the 
colon.  This  is  convincing  evidence. 

Considering  for  a moment  the  diagnosis 
of  colonic  lesions  proximal  to  the  region 
seen  by  the  sigmoidoscope,  barium  enema 
studies  must  frequently  be  employed. 

* Read  before  the  Medical  Society  of  Delaware;  Dover,  Oc- 
tober 12.  1954. 

**  Assistant  Profes.sor  of  Surgery,  Johns  Hopkins  University. 


A.  UPWARDS  OF  90  PERCENT  OF 
ULCERATIVE  COLITIS 

B.  75  PERCENT  OF  COLON  POLYPS 

C.  70  PERCENT  OF  COLON  CARCINOMAS 

Fig.  1,  Illustrating  importance  of  proctosigmoid- 
oscopy. 

While  extraordinarily  helpful  in  finding 
carcinomas  and  even  polyps,  this  exam- 
ination is  occasionally  misleading  and  must 
not  be  given  more  than  its  due  share  of 
credit.  Fig.  2 shows  a pedunculated  polyp 
which  had  been  the  origin  of  rectal  bleed- 
ing, unexplained  until  the  lesion  was  vis- 
ualized after  several  attempts  with  an  air 
contrast  barium  study.  The  polyp  was  re- 
moved by  laparotomy  and  colotomy. 

One  fact  which  most  of  us  know  well, 
but  occasionally  forget,  bears  repeated  em- 
phasis. It  is  that  the  x-ray  examination 
cannot  be  depended  upon  to  visualize  the 
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Fig.  2.  Adenomatous  polyp  of  sigmoid  colon,  diag- 
nosed by  air  contrast  barium  studies,  and 
removed  by  colotomy. 
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rectum.  Let  it  be  further  emphasized  that 
this  area  should  certainly  be  examined  di- 
gitally and  preferably  also  with  a ’scope 
before  the  enema  is  undertaken.  Radiolo- 
gists have  told  me  of  their  fortuitous  dis- 
covery of  rectal  tumors,  previously  unno- 
ticed, while  manipulating  the  tube  for  the 
examination.  And  most  of  us  could  recite 
cases  of  sadly  delayed  diagnosis,  where 
barium  enemas  were  reported  negative  and 
rectal  examinations  were  too  long  omitted. 
The  importance  of  a careful  digital  rectal 
examination  is  emphasized  by  at  least  two 
old  cliches,  carried  down  from  medical 
school  days:  “If  you  don’t  put  your  finger 
in  the  rectum,  you  are  likely  to  put  your 
foot  in  it!’’,  and  a slightly  more  elegant 
one:  “The  chief  function  of  the  consultant 
is  to  do  a rectal  examination!”. 

With  regard  to  the  preliminary  inspec- 
tion, one  can  expect  with  a good  light  and 
with  the  patient  in  the  knee-chest  or  even 
in  the  lateral  position,  to  be  able  to  diag- 
nose accurately  a large  group  of  lesions. 
The  “ghost-like”  skin  of  anal  pruritis,  the 
external  openings  of  pilonidal  and  perianal 
fistulae,  the  blue  dome  or  the  edematous 
cap  of  a thrombosed  hemorrhoid,  and  the 
almost  sealed  anal  canal  protecting  the 
acute  fissure,  are  among  the  common  find- 
ings. 

The  digital  examination,  in  addition  to 
discovering  the  occasional  benign  or  malig- 
nant neoplasm,  yields  immediate  informa- 
tion about  the  state  of  contraction  — or 
contracture  — of  the  sphincter  mechanism, 
the  condition  of  the  prostate,  and  the  pres- 
ence and  character  of  the  stool.  Which  of 
us  has  not  discovered  a rectum  literally 
packed  with  hard  fecal  matter  which  has 
served  as  a startling  explanation  for  acute 
and  alarming  abdominal  pain  in  a child? 

Biopsy  for  laboratory  study,  and  stool 
examination,  represent  other  approaches  to 
diagnosis  which  can  only  be  mentioned. 

Hence  it  is  to  be  concluded  that  there 
is  a real  responsibility  of  diagnosis  in  this 
field,  and  that  with  the  relatively  simple 
measures  at  hand,  employed  with  a consci- 
entious approach,  serious  omissions  should 
not  be  made. 

Attention  may  now  be  directed  to  some 
of  the  specific  anorectal  conditions  which 


may  be  encountered  and  to  a consideration 
of  their  origin,  recognition,  and  manage- 
ment. 

One  of  the  more  recent  and  widely  ac- 
cepted concepts  in  proctology  has  to  do 
with  the  origin  of  anal  infections.  Research 
carried  out  years  ago  and  more  recently 
confirmed  and  emphasized,  indicates  that 
the  preformed  anal  ducts  and  glands,  oc- 
curring in  certain  individuals,  play  an  im- 
portant role  in  the  development  of  ano- 
rectal inflammatory  disease.  As  long  ago  as 
1880,  Herrmann  and  Despasses  wrote: 
“From  a surgical  standpoint  these  long, 
tortuous  ducts,  marked  at  their  extremities 
by  small  follicles,  present  a certain  interest, 
particularly  with  regard  to  the  role  they 
can  play  in  the  production  of  complicated 
fistulas  which  one  encounters  so  frequently 
in  this  region.”  Nesselrod  in  his  text 
“Proctology  In  General  Practice”  states  the 
case  clearly  for  this  concept.  He  even  in- 
cludes hemorrhoidal  disease  as  one  of  the 
sequellae  of  this  type  of  infection.  Figs.  3 
and  4 from  Nesselrod’s  book  illustrate  well 
the  sequence  of  events. 

Let  us  consider  for  instance,  the  forma- 
tion of  an  abscess.  The  infected  material 
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Fig.  3.  Origin  of  anal  infection  (After  Nesselrod). 


rvOti.'bvorv  pc.c\o.r\o^\  (<x.r\A 


vuv.  \t\ 

^\a.r>cV  ■ 


b.  o>tk-  'cfkooA 


Fig.  4.  Origin  of  anal  infection  (After  Nesselrod). 
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has  burst  beyond  the  limits  of  the  anal 
ducts  and  their  glands  and  is  starting  a 
true  infection.  Purulent  material  begins 
to  form  and  accumlate  promptly,  and  the 
future  progress  of  the  abscess,  and  indeed 
the  proper  treatment  will  depend  upon  the 
direction  it  takes.  As  a matter  of  fact,  the 
large  majority  of  abscesses  arise  from  a 
posterior  source  — a 12  o’clock  crypt,  in 
the  knee-chest  position.  A lot  of  pretty 
drawings  appear  in  different  texts  showing 
usually  the  cross-section  of  an  anorectal 
region  afflicted  with  a group  of  different  ab- 
scesses. The  important  point  that  is 
stressed  is  that  an  abscess  may  be  “deep”, 
that  is,  above  the  levator  muscle,  or  more 
superficial,  below  the  levator  muscle. 

Wherever  it  is,  the  patient  will  experience 
increasing  pain  and  the  examiner  can  usual- 
ly determine  the  general  location  of  the  ab- 
scess. Usually  there  will  be  induration, 
redness  and  tenderness  in  the  perianal  area. 
Less  often  the  abscess  may  present  as  a 
submucous  one,  being  felt  digitally  as  a 
bulge  into  the  rectal  ampulla.  Experience 
has  shown  that  perianal  and  perirectal  ab- 
scesses have  a peculiar  characteristic  — 
they  tend  to  suppurate  early,  and  by  the 
time  they  are  felt  as  hard,  tender  swellings 
they  contain  an  appreciable  amount  of  pus. 
This  gives  the  key  to  the  proper  treatment, 
which  is  prompt  incision  and  drainage. 
There  need  be  no  waiting  for  the  area  to 
“ripen”  or  to  become  fluctuant.  The  op- 
erator will  almost  always  be  rewarded  with 
pus.  Otherwise,  the  infection  extends  in 
other  directions,  the  fever  and  disability 
increase,  and  what  was  originally  a small 
abscess  may  now  become  an  extensive  one. 
If  I were  seeking  for  a cause  to  criticize 
some  of  my  medical  colleagues  it  would  be 
on  this  very  score.  The  delay  in  sending 
the  patient  for  surgery  is  often  compounded 
by  the  administration  of  antibiotics  in  a 
futile  effort  to  abort  the  already  estblished 
abscess.  There  is  no  need  to  labor  the 
point  further;  open  them  early! 

While  at  least  half  of  the  abscesses  can 
be  expected  to  heal  slowly  and  surely,  the 
remaining  ones  will  heal  down  only  to  a 
small  opening  and  will  persist  as  anal  fistu- 
lae.  It  is  well  to  recall  that  fistulae  may 
be  internal  as  well  as  external,  that  they 


may  be  simple  or  very  complex.  The  fist- 
ula which  results  from  an  absce.ss  may  be 
any  of  these.  The  important  thing  in  a 
new  patient  is  to  recognize  a fistula;  care- 
ful inspection  and  gentle  probing  are  es- 
sential. Many  small  fistulae  with  short 
bridges  of  skin  over  them  can  be  readily 
incised  as  office  procedures.  The  manage- 
ment of  the  larger  fistulae  constitutes  a 
surgical  chapter  in  itself. 

Fissures  or  anal  ulcers  probably  result 
from  crypt  infections,  too.  The  very  acute 
ones  defy  examination  and  diagnosis,  and 
occasionally  require  emergency  hospitaliza- 
tion. But  many  of  them  will  respond  to 
conservative  measures  including  sitz  baths, 
local  applications,  and  diet.  I am  sure  that 
we  have  all  experienced  disappointment 
either  personal  or  vicarious  for  our  patients 
in  the  use  of  local  pain-relieving  ointments. 
Cocaine  happens  to  be  my  favorite,  but 
even  this  fails  to  bring  relief  all  too  often. 
Authorities  differ  upon  the  advisability  of 
injecting  the  long  lasting  anesthetic  com- 
binations beneath  a fissure,  many  feeling 
that  if  this  becomes  necessary,  operation 
should  be  undertaken.  On  the  other  hand, 
experience  has  shown  that  such  a product 
as  nupercain  in  oil  (and  there  are  many 
others),  preceded  by  novocain,  can  often 
save  the  day,  for  a while  at  least,  and  send 
a miserable  patient  away  happy.  If  no 
complications  ensue,  complete  healing  will 
often  take  place. 

Most  of  the  patients  who  present  them- 
selves with  the  complaint  of  rectal  bleeding 
have  hemorrhoids.  But  it  becomes  the  re- 
sponsibility of  the  examiner  to  determine 
in  so  far  as  he  can  whether  the  bleeding 
is  coming  from  the  hemorrhoids,  and  in 
any  case,  whether  there  is  an  associated 
ulcerative  or  neoplastic  lesion.  With  mod- 
ern cancer  education  we  all  see  frightened 
individuals  who  come  to  consult  us,  as  they 
are  instructed  to  do,  following  the  appear- 
ance of  blood  from  any  orifice.  They  de- 
serve our  careful  consideration. 

Let  us  consider  the  management  of 
hemorrhoids.  Many  patients  have  clearly 
demonstrable  yet  asymptomatic  hemor- 
rhoids, with  no  bleeding,  no  protrusion,  and 
no  pain.  It  is  generally  conceded  that 
these  individuals  do  not  need  surgical  treat- 
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merit.  The  patient  with  asymptomatic 
hemorrhoids,  as  well  as  the  one  with  symp- 
toms, may  often  inquire  about  his  predis- 
position to  cancer.  There  is  no  evidence  to 
my  knowledge  that  hemorrhoids  give  rise 
to  cancer  and  I believe  that  the  cancer 
argument  should  not  enter  into  the  reason- 
ing about  operation.  However,  we  are  all 
aware  that  hemorrhoids  and  cancer  of  the 
rectum  occur  simultaneously  more  often 
than  might  be  expected,  and  that  all  too 
many  cancer  patients  have  had  a hemor- 
rhoidectomy (which  failed  to  stop  their 
bleeding)  a short  time  before  their  cancer 
operation. 

For  the  patient  with  mild  symptoms,  oc- 
casional bleeding  and  some  irritation,  an 
astringent  ointment  usually  containing  tan- 
nic acid  ointment  in  5 per  cent  amounts 
is  likely  to  be  helpful.  Where  bleeding  is 
the  compelling  symptom  and  there  is  no 
gross  protrusion,  injection  therapy  has 
proved  most  successful.  After  a little  study 
and  practice  it  can  be  readily  carried  out 
by  individuals  interested  in  doing  so.  The 
technic  is  relatively  simple  and  the  details 
are  described  in  many  texts  and  articles. 
The  proper  selection  of  patients  is  most 
important. 

Formal  hemorrhoidectomy  is  reserved  for 
those  with  symptoms  of  a degree  that  war- 
rants operation,  and  where  a redundancy 
of  skin  and  mucous  membrane  can  be  dem- 
onstrated. This  operation  has  a bad  repu- 
tation with  the  public  in  many  quarters, 
and  it  cannot  be  denied  that  occasional  pa- 
tients will  have  a painful  experience.  How- 
ever, with  proper  preparation,  with  atten- 
tion to  detail  by  the  surgeon,  and  an  avoid- 
ance of  trauma  and  packing,  most  pa- 
tients come  through  far  more  comfortably 
than  they  had  anticipated.  A period  of 
postoperative  observation,  often  extending 
for  six  weeks,  helps  to  insure  the  optimum 
result. 

Thrombosed  hemorrhoids  represent  a 
common  complication  of  hemorrhoids,  and 
are  the  painful  rectal  lesions  for  which  pa- 
tients seem  most  frequently  to  consult 
their  doctor.  Let  it  be  emphasized  that 
this  phenomenon  is  not  an  intravascular 
clotting  as  the  term  implies,  but  is  actually 
an  anal  hematoma.  A vein  has  ruptured 


and  bled  beneath  the  skin  or  mucous  mem- 
brane, and  the  presence  of  this  free  (though 
often  clotted)  blood  accounts  for  the  blu- 
ish cast  so  often  seen,  and  at  other  times 
obscured  by  the  resulting  edema.  If  the 
areas  are  multiple  or  if  they  are  really 
large,  hospitalization  is  often  recommended. 
The  smaller  one,  however,  is  easily  relieved 
by  the  use  of  novocain,  a pair  of  pick-ups 
and  scissors.  The  cap  can  be  clipped  off, 
the  clot  evacuated  and  permanent  rehef 
had  by  the  patient.  In  other  instances  the 
operator  may  elect  to  excise  the  little  mass 
altogether.  One  error  in  the  management 
of  these  painful  swellings  is  often  com- 
mitted not  only  by  the  lay  people,  but 
also  by  the  profession.  That  error  is  to 
try  digitally  to  reduce  or  “replace”  the 
swellings  within  the  anal  orifice  in  instances 
where  they  actually  arise  from  without.  It 
is  true  that  internal  thrombosed  hemor- 
rhoids may  prolapse  and  require  reduction, 
but  most  thrombosed  hemorrhoids  arise  ex- 
ternal to  the  sphincters. 

Reference  has  been  made  earlier  to  the 
diagnosis  of  polyps  in  the  colon  and  rectum. 
Evidence  is  rapidly  accumulating  which 
emphasizes  the  extreme  importance  in  can- 
cer detection  and  in  cancer  prophylaxis  of 
finding  and  eliminating  these  lesions.  They 
are  probably  on  a par  with  similar  lesions 
in  the  bladder.  It  has  been  variously  esti- 
mated that  7 to  10  per  cent  of  the  adult 
population  has  or  will  have  adenomatous 
polyps  of  the  colon  and  rectum.  When 
found,  they  must  be  removed  or  destroyed 
by  one  means  or  another,  and  their  micro- 
scopic pathology  must  be  carefully  studied. 
There  are  a group  of  these  adenomatous 
polyps  which  show  evidences  of  malignant 
change.  When  the  change  is  limited  to  the 
peripheral  part  of  the  lesion  and  does  not 
invade  the  base,  evidence  from  a number 
of  studies  fortunately  indicates  that  the 
“adenoma  malignum”  may  be  safely  re- 
moved without  sacrificing  the  adjacent 
bowel.  Such  a decision,  however,  requires 
careful  clinical  and  pathological  appraisal. 

There  are  many  other  important  condi- 
tions in  this  area  which  deserve  our  atten- 
tion and  discussion,  but  time  necessarily 
limits  the  presentation.  In  conclusion, 
there  has  been  emphasized  the  responsibil- 
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ity  of  the  examiner  in  suspecting,  diagnos- 
ing, and  managing  lesions  in  the  colon  and 
anorectal  area.  The  origin  of  anorectal  in- 
fections has  been  reviewed  and  the  early 
drainage  of  suspected  abscesses  has  been 
advised.  Fistulae,  fissures,  hemorrhoids, 
and  polyps  have  been  briefly  discussed  and 
some  therapeutic  suggestions  offered  with 
regard  to  them. 

108  E.  33rd  Street. 
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Discussion 

Dr.  E.  M.  Airman  (Wilmington) : That 
was  a right  inclusive  paper:  it  doesn’t  leave 
much  for  me  to  say.  I appreciated  the 
points  that  were  brought  out.  About  all 
I can  do  is  re-emphasize  a couple  of  things. 

I am  very  glad  to  hear  the  doctor  sug- 
gest more  use  of  the  sigmoidoscope,  be- 
cause so  frequently  we  find  cases  in  the 
hospital  who  are  perfectly  worked  up  and 
then  sort  of  as  an  after-thought,  on  Satur- 
day night  or  Sunday  morning,  the  doctor 
calls  up  and  says  the  patient  has  been  in 
two  weeks;  “ I wonder  if  you  would  have 
time  to  go  take  a look.” 

Just  a week  ago  I saw  two  cases  of  can- 
cer; each  patient  had  been  two  weeks  in 
the  hospital,  but  as  an  afterthought  they 
wanted  me  to  look  in  the  rectum. 

Then,  too,  we  run  into  difficulty  some- 
times with  the  x-ray  man,  who  tries  to 
crowd  it  all  in  together,  to  get  them  all 
cleaned  out,  and  they  want  the  x-ray  work, 
and  barium  enema  and  the  scoping  done 
at  the  same  time.  If  we  sigmoidoscope 
them  the  x-ray  man  says  we  produce  a lot 
of  spasm  in  there.  Then  the  reverse  is  true, 
because  he  fills  them  up  with  barium  and 
we  can’t  get  a look.  Neither  should  be 
neglected. 

I would  like  to  bring  out  another  point 
that  a little  care  should  be  taken  in  mak- 
ing a digital  examination.  Many  times  we 
will  find  patients  who  are  made  quite  un- 
comfortable following  a digital  examina- 
tion. If  there  is  any  pathology  around  the 
rectal-anal  region  at  all  the  sphincter  is 
tightly  contracted,  and  if  the  sphincter  is 


forceably  dilated  something  happens.  You 
usually  get  tearing  at  the  mucosa  and  the 
patient  is  made  quite  uncomfortable.  I 
think  the  best  way  to  do  it  is  to  let  the 
finger  fall  into  the  anal  canal  rather  than 
actually  being  forced  in  to  it. 

Another  thing  is  the  submucus  abscess 
which  is  frequently  overlooked.  The  pa- 
tient will  have  all  the  symptoms  of  an  ab- 
scess, except  the  visible  signs  — no  swelling, 
no  induration  — and  yet  a digital  examina- 
tion will  elicit  the  bulging  mass  in  the 
rectal  canal.  Frequently,  because  there  are 
no  visible  signs,  that  digital  examination 
is  overlooked. 

I agree  with  the  doctor,  too,  on  the  use 
of  injection  treatments,  but  only  in  very 
selective  patients,  and  only  in  the  patient 
that  is  told  definitely  that  it  is  palliative 
treatment,  and  is  not  a permanent  cure. 

One  of  the  rather  difficult  problems  that 
we  have  to  contend  with,  I think,  are  the 
cases  where  there  is  mild  infection  of  a 
crypt,  so  mild  that  it  is  pretty  difficult  to 
determine  by  palpation  or  even  by  direct 
vision  through  the  anoscope.  Yet  the  pa- 
tient is  disabled  definitely;  becomes  ner- 
vous, upset,  and  soon  develops  a phobia,  yet 
the  symptoms  are  all  out  of  proportion  to 
the  physical  findings.  I think  it  is  well 
worthwhile,  where  the  patient  is  in  that 
condition,  to  study  the  case  pretty  care- 
fully, rather  than  just  put  the  patient  in 
the  category  of  being  a “neurotic”. 

Dr.  H.  V.  P.  Wilson  (Dover):  We  all 
enjoyed  Dr.  McLanahan’s  paper,  and  ap- 
preciate his  coming  over.  I don’t  have 
many  things  to  discuss  about  it.  It  was 
accurate,  and  covered  the  ground  fuUy. 

Over  in  the  country  every  once  in  a while 
we  are  troubled  with  gas  bacillus  — farm 
wounds,  and  so  on.  People  in  the  country 
it  seems  are  coming  in  contact  with  gas 
bacillus  more  than  you  do  in  the  city,  and 
every  now  and  then  some  of  us  have  had 
bad  cases  of  gas  bacillus  in  perirectal  ab- 
scesses, spreading  up  even  to  the  abdom- 
inal wall,  and  before  the  antibiotics  you 
were  hard  put  to  take  care  of  the  patients. 
With  the  perirectal  abscess  there  was  the 
story  of  its  rapidly  extending  — a huge 
thing,  and  of  course  if  there  was  crepitus 
you  must  expect  gas.  It  is  opened  widely 
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and  at  the  same  time  we  routinely  take 
a milk  culture  and  seal  it  up  with  a little 
liquid  vaseline,  to  see  if  it  actually  is  the 
gas  bacillus.  Of  course,  with  the  antibiotics, 
it  is  different. 

Dr.  McLanahan  mentioned  fissures,  but 
I wanted  to  ask  him  about  the  treatment. 
Some  surgeons  would  dilate  the  bowel  and 
excise  the  fissure.  That  is  all  right,  but  I 
just  never  knew  why,  if  you  simply  ex- 
cised the  fissure,  the  raw  place  would  neces- 
sarily want  to  go  ahead  and  heal.  The  old 
treatment  of  the  partial  division  of  an  ex- 
ternal sphincter  doesn’t  cause  any  inconti- 
nence — I mean,  the  next  morning,  if  they 
have  a movement,  they  have  it  with  com- 
fort. If  you  partially  divide  the  external 
sphincter  it  will  give  relief. 

Then,  too,  I would  like  to  ask  about 
pruritis  ani:  of  course,  the  cause  for  it,  as 
far  as  I know,  has  never  been  found.  The 
skin  is  characteristic  and  these  patients 
are  pretty  miserable,  especially  at  night, 
and  the  treatment  is  notoriously  bad.  They 
put  on  any  salve  anyone  happens  to  know 
about,  and  the  patients  keep  scratching. 

I have  been  lately  fairly  convinced  there 
are  two  kinds  — one,  the  ordinary  pruritis; 
the  other  due  to  chronic  fungus  infection. 
Now,  that  is  hard  to  prove,  but  there  is  a 
proctitis  with  it,  and  a history  of  fungus. 
As  to  the  ordinary  pruritis  ani,  I have 
never  found  any  salve  that  would  do  any 
good,  more  than  just  for  a few  hours.  I 
think  everybody  finally  came  around  to 
alcohol  injections,  and  then  there  is  a little 
question  about  how  much  alcohol  to  use, 
but  it  will  kill  the  nerve  endings  and  give 
relief  immediately.  I think  if  you  use  it 
you  have  to  use  enough  alcohol;  otherwise 
your  patient  is  quickly  itching  again.  Yet 
if  you  use  enough  alcohol  you  run  into  the 
danger  of  getting  a slough  and  sterile  ab- 
scess, and  the  patient  is  going  to  fuss  about 
that. 

At  any  rate,  it  seems  the  old  treatment 
with  alcohol  injections  is  still  the  best, 
until  Cortisone  came  along.  I want  to  ask 
about  your  experience  with  ointments  con- 
taining Cortisone.  Do  you  know  anything 
about  such  things,  except  what  I can  read 
in  the  pamphlets?  I see  there  are  some 
that  are  highly  recommended,  and,  if  they 


are  of  any  permanent  value,  that  would 
be  a wonderful  thing. 

The  only  other  thing  is  about  injection  i 
treatment  of  hemorrhoids.  I don’t  know 
who  scared  me  off  about  injection  treat- 
ment of  hemorrhoids.  I think  somebody 
said  it  wasn’t  a good  thing  to  do,  and  since 
then  I never  have  done  it. 

I know  somebody  who  had  a treatment 
with  injection  of  alcohol  in  another  district 
and  he  came  down  with  a hard  slough,  and 
that  further  delayed  my  using  the  injection 
for  hemorrhoids. 

My  feeling  about  it  is  that  it  is  a little 
bit  like  the  injection  treatment  of  varicose 
veins,  which  I think  is  pretty  well  on  the 
way  out  because  of  recurrence  and  because 
you  get  so  much  more  satisfactory  results 
from  a natural  removal. 

Dr.  James  Beebe,  Jr.  (Lewes):  I just 
want  to  ask  what  does  he  do  with  systemic 
pruritis,  without  much  evidence  of  the  di- 
sease? 

Dr.  O.  V.  James  (Milford) : What  is  the 
experience  with  injection  of  nephrocaine 
after  a hemorrhoidectomy? 

Dr.  McLanahan:  I want  to  thank  Dr. 
Aikman  and  Dr.  Wilson  and  the  others  for 
their  remarks. 

Dr.  Wilson  has  raised  a number  of  ques- 
tions. The  question  of  gas  abscess  is  of 
course  an  interesting  thing  and  a very  rare 
one.  I remember  as  a house  officer  seeing  an 
extensive  gas-forming  infection,  and  subse- 
quently it  was  proved  bacteriologically  to 
be  the  colon  bacillus,  which,  under  certain 
circumstances  can  certainly  produce  gas, 
just  as  the  more  serious  gas  organisms  can, 
and  they  are  wretched  infections  when  they 
come,  but  I think  they  may  be  due  to  a 
less  benign  organism,  namely,  the  colon 
bacillus,  and  may  not  be  the  true  gas  gan- 
grene. 

With  regard  to  fissure,  and  so  on.  The 
question  was  raised  as  to  the  operation  of 
the  fissure,  and  you  wonder  if  we  cut  one 
ulcer  out  and  leave  another  why  we  should 
be  any  better  off. 

If  we  hark  back  to  the  etiology,  with  the 
wide  excision  we  eliminate  an  anatomic 
factor  that  may  be  initiating  the  fissure 
and  give  it  a chance  to  heal  up.  It  is  one 
of  the  things  in  surgery  that  has  been  some- 
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I what  empiric  in  its  use.  It  has  worked 
j and  does  work,  and  so  we  do  it,  but  I think 
I anyone  working  in  this  field  will  still  have 
occasionally  a fissure  which  is  excised  and 
it  again  approaches  another  fissure.  Actual- 
ly, I don’t  think  we  have  to  operate  on  so 
many  fissures.  If  you  nurse  them  along 
many  of  them  will  heal  up. 

The  question  of  pruritus  is  a big  chapter 
in  itself.  I couldn’t  discuss  the  whole  works. 
That  is  another  subject,  in  itself.  Certainly 
there  must  be  a lot  of  kinds  of  pruritis  — 
some  associated  with  diabetes,  some  that 
are  allergic  manifestations,  some  that  are 
certainly  fungus  infections,  and  some  that 
are  entirely  idiopathic,  as  far  as  we  know. 
Many  times  they  occur  in  an  individual 
that  might  have  a peptic  ulcer.  So  it 
would  seem  to  be  one  of  those  systemic 
manifestations  or  manifestations  of  some 
systemic  disorder.  Again,  not  so  many  of 
those  patients  have  come  to  the  operating 
room.  If  they  have  other  pathological 
changes  these  should  be  corrected — hemor- 
rhoids, fissures,  or  fistulas,  and  many  times 
the  pruritis  will  be  cured. 

As  to  ointments.  There  are  many  appli- 
cations of  ointments,  and  fungicidal  oint- 
ments are  effective  in  certain  groups,  and 
certain  ointments  have  really  been  dra- 
matic, but  there  is  little  prediction.  The 
Cortisone  type  ointment  has  been  very  dra- 
matic at  times.  I have  had  some  successful 
experience  with  it,  but  I believe  you  can’t 
just  slap  the  ointment  on,  and  let  them  go: 
you  have  to  give  other  directions  and  cor- 
rect any  other  pathology.  It  is  an  aid  and 
a help.  It  is  certainly  very  expensive  for 
any  prolonged  use. 

Recently,  a house  officer  had  been  read- 
ing the  literature,  and  left  an  order  for  the 
patient  that  had  broken  out  all  over  with 
allergic  reactions.  I happened  along  and 
we  sat  down  and  figured  that  it  would  cost 
$50  to  get  enough  ointment  for  the  skin 
of  his  whole  body. 

Alcohol  injections  have  held  up,  where 
other  things  fail,  as  the  final  thing  to  do. 
And  Dr.  Wilson  described  in  general  the 
technique  and  procedure  of  alcohol  injec- 
tions, which  certainly  interrupts  the  train 
of  events  and  allows  the  patients  to  get 
better,  although,  unfortunately,  not  always 


permanently.  We  need  not  go  into  the 
technique  of  that. 

With  regard  to  the  injection  treatment 
of  hemorrhoids,  I would  like  to  emphasize 
again  that  it  is  to  be  used  for  those  people 
whose  only  symptom  is  bleeding.  Some- 
times you  can  see  an  internal  hemorrhoid 
that  appears  vascular  and  we  have  had  a 
lot  of  success  with  the  injection  treatment, 
warning  the  patient,  as  Dr.  Aikman  sug- 
gested, that  they  may  have  a recurrence, 
but  it  is  worthwhile  to  try.  I have  had  no 
unfortunate  sloughs  from  injection  of 
hemorrhoids. 

Dr.  Wilson  spoke  of  injecting  the  hemor- 
rhoid with  alcohol,  which  is  not  the  sub- 
stance ordinarily  used.  I have  used  quinine 
urea-chloride,  in  5 per  cent  solution.  It 
differs  from  the  treatment  of  varicose  veins, 
because  the  material  is  not  put  into  the 
vein  but  around  the  vein,  and  sets  up  a 
certain  amount  of  fibrosis  there.  It  has  a 
limited  but  very  useful  field. 

The  final  question  had  to  do  with  the 
patient  that  has,  shall  we  say,  rectal  symp- 
toms, without  any  demonstrable  hemor- 
rhoids. Possibly  that  patient  falls  into  the 
important  group  of  those  that  have  cryp- 
titis,  and  as  Dr.  Aikman  mentioned,  there 
is  really  very  little  to  be  found  but  there 
is  some  residual  infection. 

Those  patients  are  treated  with  an 
astringent  ointment,  Sitz  baths,  and  care 
of  the  bowels.  If  they  do  not  respond  I 
think  operative  treatment  is  indicated,  at 
which  time  a careful  exploration  of  the 
crypts  and  anal  canal  can  be  carried  out 
and  usually  the  offending  site  can  be  seen. 
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Definite  causative  factors  in  the  origin  of 
carcinoma  of  the  prostate  remain  unknown, 
just  as  they  are  in  neoplasms  affecting  other 
locations  in  the  body.  Irritative  factors, 
which  are  of  etiological  importance  in  cer- 
tain tumors  in  other  locations  in  the  body, 
are  not  of  any  importance,  as  no  relation- 
ship has  ever  been  established  between  such 
conditions  as  chronic  prostatitis  or  calculi 
in  respect  to  prostatic  cancer.  Endocrine 
factors  must  play  some  part,  as  of  course 
the  stimulating  action  of  androgens  on 
prostatic  cancer  and  the  inhibiting  effects 
of  estrogens  have  been  well  established.  In 
certain  cases  small  foci  of  malignant  dis- 
ease may  remain  in  the  prostate  gland  ap- 
parently inactive  and  it  is  to  be  presumed 
that  some  endocrine  stimulation  is  respon- 
sible for  their  growth  and  their  transition 
to  clinical  cancer. 

The  frequent  occurrence  of  carcinoma  of 
the  prostate  has  been  brought  to  our  at- 
tention by  pathological  studies  by  Rich, 
Moore,  and  others.  These  studies  of  series 
of  postmortem  examinations  have  demon- 
strated that  approximately  20  per  cent  of 
men  over  the  age  of  50  have  microscopic 
evidence  of  carcinoma  of  the  prostate.  Cer- 
tain writers  with  a proclivity  for  statistics 
have  therefore  estimated  that  there  are  over 
3,000,000  men  in  this  country  living  with 
carcinoma  of  the  prostate.  This  fact,  of 
cour.se,  could  make  prostatic  cancer  the 
most  frequent  type  of  malignant  disease  in 
man  or  woman,  but  of  course  vital  statis- 
tics do  not  support  this  statement.  The 
discrepancy  between  the  rate  of  occurrence 
and  death  rate  from  the  disease  is  explained 
by  the  fact  that  many  of  these  early  can- 
cers remain  quiescent  over  long  periods  of 
time  during  which  a clinical  diagnosis  is 
impossible.  The  factors  which  may  stimu- 
late one  of  these  quiescent  areas  to  exten- 
sion and  invasion  are  unknown  to  us  but 
are  probably  of  hormonal  nature. 

Pathological  studies  have  demonstrated 
that  in  about  80  per  cent  of  cases  carci- 
noma originates  in  the  posterior  lamella 
of  the  gland,  apparently  from  compressed 
elements  of  normal  prostatic  glands.  With 
the  proliferation  of  the  neoplasm  the  area 
of  origin  becomes  elevated  above  the  rest 
of  the  posterior  capsule  and  also  usually 


Medical  Journal  March,  1956 

assumes  varying  degrees  of  induration, 
some  becoming  stony  hard.  It  is  in  this 
stage  that  the  clinical  diagnosis  can  first 
be  made  and  if  the  diagnosis  is  made  at 
this  time  the  surgical  ideal  in  dealing  with 
all  cases  of  malignant  disease,  that  is,  com- 
plete eradication,  can  be  attained.  As  the 
disease  progresses  it  invades  the  lateral  and 
median  lobes  of  the  prostate  and  insidious- 
ly ascends  into  the  seminal  vesicles.  Owing 
to  the  fact  that  in  these  early  cases  there 
is  no  encroachment  on  the  urethra  or  neck 
of  the  bladder  in  most  cases  no  interfer- 
ence with  urination  or  other  symptoms  are 
caused. 

Although  prostatic  cancer  originates 
close  to  the  rectal  wall,  invasion  of  this 
latter  structure  is  extremely  rare  because 
the  posterior  aspect  of  the  prostate  and  the 
bases  of  the  seminal  vesicles  are  separated 
from  the  rectal  wall  by  a thick  fibrous  lay- 
er, the  fascia  of  Denonvilliers,  which  em- 
bryological  studies  have  taught  us  is  formed 
by  the  fusion  of  the  two  layers  of  peri- 
toneum in  the  lowermost  portion  of  the 
pouch  of  Douglas  during  embryonic  de- 
velopment. This  fascia  is  devoid  of  lym- 
phatics and  when  it  is  exposed  perineally 
it  presents  an  unmistakable  landmark.  The 
neoplastic  cells  from  the  original  growth 
sooner  or  later  invade  the  perineural  lym- 
phatics, extending  upward  in  the  fascia 
around  the  seminal  vesicles,  and  thence 
along  the  lymphatics  accompanying  the 
nerve  trunks  to  the  bones  of  the  pelvis  and 
lumbar  vertebrae,  which  are  usually  first  to 
show  metastatic  deposits  on  radiographic 
examination.  The  metastatic  deposits  are 
usually  osteoplastic,  but  osteolytic  deposits 
are  not  uncommon.  With  the  progression 
of  the  disease  the  prostatic  orifice  eventual- 
ly becomes  involved  and  varying  degrees  of 
urinary  obstruction  will  develop.  In  the 
untreated  disease  death  usually  occurs  as 
a result  of  urinary  obstruction  and/or  as- 
cending urinary  infection. 

It  is  obvious,  therefore,  from  these  facts 
that  to  attain  the  ideal  of  complete  sur- 
gical extirpation  the  diagnosis  must  be 
made  before  the  growth  has  extended 
through  the  capsule  or  in  the  fascia  sur- 
rounding the  seminal  vesicles.  The  only 
reliable  method  to  make  such  a diagnosis 
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I lies  in  careful  rectal  palpation  of  the  whole 
I prostate  gland  and  the  recognition  of  an 
area  in  which  the  induration  is  of  suspicious 
I degree  as  contrasted  with  the  surrounding 
I tissue  of  the  gland  which,  under  normal 
I conditions,  is  elastic  and  compressible. 
Other  disease  conditions  which  may  pro- 
duce an  isolated  area  of  induration  are  (1) 
prostatic  calculi,  which  can  be  recognized 
by  radiographic  methods;  (2)  localized 
areas  of  chronic  inflammation;  (3)  infarct; 
(4)  tuberculosis.  The  latter  three  condi- 
tions can  usually  only  be  excluded  by  bi- 
opsy and  examination  of  the  frozen  section. 

The  extension  of  the  neoplasm  is  usually 
so  insidious  that  no  symptoms  will  present 
and  it  is  only  on  routine  rectal  examina- 
tion that  the  area  of  suspicious  induration 
is  recognized.  Many  writers  have  stated 
that  only  5 per  cent  of  prostatic  carci- 
nomata can  be  diagnosed  in  the  stage  early 
enough  to  permit  complete  surgical  remov- 
al. It  is  a tragedy  only  too  often  encoun- 
tered to  find  an  extensive  carcinoma  of  the 
prostate  far  beyond  any  hope  of  complete 
surgical  removal  in  a patient  who  has  had 
no  pain  and  no  urinary  difficulties.  It  is 
only  by  routine  rectal  examination  on  all 
men  over  the  age  of  forty  that  these  early 
cases  can  be  recognized.  At  the  Brady  Uro- 
logical Institute  in  a study  of  all  cases  with 
a diagnosis  of  carcinoma  of  the  prostate 
admitted  to  the  hospital  between  1937  and 
1943,  it  was  found  that  in  22.7  per  cent 
the  radical  operation  was  carried  out,  but 
this  relatively  high  percentage  of  cases 
suitable  for  radical  extirpation  can  be  ex- 
plained by  the  fact  that  an  area  of  suspi- 
cious induration  on  rectal  examination  had 
been  found  by  an  alert  medical  man  and 
the  case  referred  to  our  clinic  for  the  ex- 
press purpose  of  radical  extirpation. 

It  can  be  stated  dogmatically  that  the 
hope  of  salvage  of  patients  affected  with 
early  carcinoma  depends  entirely  upon  the 
recognition  of  the  early  lesion  on  rectal 
digital  examination.  A dramatic  demon- 
stration of  this  point  is  afforded  by  the  sta- 
tistics of  Kimbrough  from  the  Walter  Reed 
Hospital.  He  reports  that  54.5  per  cent  of 
all  patients  admitted  to  the  hospital  with 
the  diagnosis  of  carcinoma  of  the  prostate 
between  the  years  1940  and  1952  were 


found  suitable  for  and  were  subjected  to 
radical  perineal  prostatectomy.  This  strik- 
ing percentage  was  attained,  of  course,  on 
account  of  the  fact  that  rectal  examination 
at  periodic  intervals  is  mandatory  for  all 
Army  personnel  forty  years  of  age  or  over. 

For  many  years  attempts  to  make  an 
early  diagnosis  of  carcinoma  of  the  pros- 
tate by  needle  biopsy  have  been  proposed 
and  nymerous  instruments  devised.  The 
specimens  obtained  from  these  instruments 
are  usually  quite  small  so  that  accurate  in- 
terpretation of  the  stained  specimens  is 
difficult.  In  addition,  the  technical  diffi- 
culties of  introducing  the  biopsy  needle 
into  the  particular  small  area  in  the  gland 
which  is  suspected  must  be  considerable, 
but  besides  these  two  points  a much  more 
important  consideration  must  be  faced  and 
that  is  the  possibility  of  implantation  of 
malignant  cells  in  the  tissue  through  which 
the  needle  is  passed.  Let  us  visualize  the 
procedure;  the  needle  is  introduced  into  a 
focus  of  actively  growing  cancer.  In  this 
needle  is  collected  a specimen  of  viable 
neoplastic  cells.  The  instrument  then  is 
withdrawn  through  normal  tissue  of  the 
perineum  and  certainly  some  of  the  cell 
contents  of  the  trocar  must  be  deposited  in 
these  tissues.  The  fact  that  cancer  cells 
may  grow  by  implantation  is  certainly  well 
known  to  all  pathologists,  surgeons,  and 
urologists. 

We  have  all  seen  recurrence  of  malignant 
disease  in  the  incision  and  recti  muscles 
after  suprapubic  operative  procedures  on 
cancer  of  the  bladder  and  the  only  answer 
is  implantation  of  viable  malignant  cells. 
That  cancer  of  the  prostate  can  be  trans- 
planted has  been  demonstrated  by  the  ex- 
perimental researches  of  Doming,  who  suc- 
ceeded in  producing  active  growth  of  these 
neoplastic  cells  in  an  entirely  foreign  soil — 
the  anterior  chamber  of  the  rabbit’s  eye. 
Leadbetter  has  recently  reported  a case  in 
which  a hard  nodule  appeared  13  months 
after  perineal  needle  biopsy  in  the  subcu- 
taneous tissue  of  the  perineum  which  had 
been  traversed  by  the  needle  puncture.  The 
nodule  was  excised  and  histological  exam- 
ination showed  cancer  similar  in  structure 
to  that  previously  identified  by  the  needle 
biopsy  and  by  transurethral  resection. 
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There  can  be  no  question  that  this  is  an 
illustration  of  implantation  of  malignant 
cells  as  a direct  result  of  needle  biopsy. 
Dutra  and  Geraci  have  reported  a case  of 
needle  biopsy  of  the  lung,  the  specimen 
obtained  showing  poorly  differentiated  car- 
cinoma. Three  months  later  a mass  de- 
veloped in  the  scar  through  which  the 
needle  had  been  passed,  a biopsy  of  which 
showed  neoplastic  cells  similar  to  the  orig- 
inal biopsy  obtained  from  the  lung.  These 
are  two  well  documented  cases  which  dem- 
onstrate beyond  all  doubt  implantation  of 
cancer  cells  in  the  tract  following  needle 
biopsy. 

In  recent  years  great  interest  has  arisen 
by  the  contribution  of  Papanicolaou  on 
cytological  diagnosis  of  malignant  disease. 
The  value  of  cytological  studies  has  been 
definitely  established  in  some  types  of  ma- 
lignant disease,  particularly  carcinoma  of 
the  cervix.  Attempts  have  been  made  to 
apply  this  procedure  to  the  early  diagnosis 
of  cancer  of  the  prostate.  To  obtain  mater- 
ial for  cytological  studies  it  is  necessary  to 
massage  the  prostate  gland  with  consider- 
able vigor  in  order  to  free  malignant  cells 
from  the  suspected  area.  These  cells,  when 
freed,  must  pursue  a tortuous  course 
through  the  tubules  of  the  racemose  glands, 
finally  to  arrive  through  the  openings  of 
these  glands  in  the  prostatic  urethra,  and 
thus  to  he  recovered  through  the  expressed 
secretion  from  the  urethral  orifice.  It  has 
long  been  known  that  cancer  of  the  pros- 
tate extends  by  invasion  of  the  perineural 
lymphatics.  Would  it  not  therefore  be  more 
probable  that  through  forcible  pressure  on 
an  area  of  early  carcinoma  more  cancer 
cells,  freed  from  the  original  growth  by  this 
means,  would  find  their  way  through  the 
perineural  lymphatics  rather  than  through 
the  tortuous  cour.se  that  they  must  pursue 
to  appear  in  the  prostatic  urethra?  The 
necessity  of  the  gentle  handling  of  malig- 
nant disease  has  always  been  emphasized 
by  surgeons  and  has  been  corroborated  by 
experimental  research.  In  1922  L.  E.  Knox 
and  later  in  1927  M.  C.  Marsh  demon- 
strated that  in  experimental  mouse  cancer 
a 22  per  cent  increase  of  metastasis  was 
produced  in  those  animals  in  which  the 
experimental  tumors  were  subjected  to 
forcible  massage. 


The  general  surgeon  who  subjects  a sus- 
picious nodule  of  the  breast  to  forcible 
massage  in  the  hope  of  expressing  material 
from  the  nipple  for  cytological  study  would 
be  subjected  to  severe  criticism.  Certainly 
we  urologists  have  been  taught  that  sus- 
pected malignant  disease  of  the  testis 
should  be  treated  with  the  utmost  respect 
and  palpation  reduced  to  a minimum.  Un- 
questionably forcible  pressure  on  an  en- 
larged kidney  suspected  of  malignant  dis- 
ease in  the  hope  of  freeing  malignant  cells 
to  be  recognized  as  such  in  the  urine 
would  be  seriously  condemned.  From  these 
considerations  it  is  difficult  therefore  to  un- 
derstand how  those  who  subject  early  pro- 
static cancer  to  the  trauma  of  forcible  mas- 
sage can  justify  their  position.  The  general 
surgeon  faced  with  the  problem  of  diag- 
nosis of  a suspicious  nodule  in  the  breast 
prepares  his  patient  for  possible  radical 
mastectomy,  exposes  the  suspicious  area, 
obtains  a frozen  section  for  biopsy,  and 
carries  out  appropriate  surgical  measures 
depending  on  the  microscopic  studies. 

To  those  familiar  with  perineal  exposure 
of  the  prostate  gland,  the  technique  of  such 
exposure  offers  few  more  difficulties  than 
those  with  which  the  general  surgeon  is 
faced  in  the  exposure  of  a suspicious  lesion 
of  the  breast.  Culp  of  the  Mayo  Clinic  has 
recently  summarized  the  problem  as  fol- 
lows: “It  has  been  axiomatic  that  precise 
diagnosis  is  a prerequisite  of  major  thera- 
peusis.  Many  ingenious  techniques  have 
been  devised  for  histological  studies  of  palp- 
able nodules  in  the  prostate  but  only  per- 
ineal exposure  of  the  gland  affords  direct 
access  to  the  entire  posterior  lamella.  Bi- 
opsy by  way  of  this  route  therefore  should 
have  the  greatest  potential  for  indicating 
unequivocally  the  cases  suitable  for  com- 
plete eradication  of  malignant  disease  by 
radical  perineal  prostatectomy.  The  com- 
parison of  frozen  section  examination  and 
(simultaneous)  prostatectomy  of  appropri- 
ate type  has  no  parallel  in  other  diagnostic 
or  therapeutic  schemes.” 

Certain  criteria  for  the  selection  of  cases 
suitable  for  radical  perineal  prostatectomy 
have  been  established  and  it  is  felt  that  ad- 
herence to  these  principles  is  largely  re- 
sponsible for  the  absence  of  mortality  in 
our  personal  series  and  for  the  improve- 
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merit  in  functional  end-results.  These  cri- 
teria can  be  summarized  as  follows;  First, 
the  area  of  suspected  induration  must  not 
extend  beyond  the  capsule  of  the  gland, 
into  the  membraneous  urethra  or  extensive- 
ly involve  the  fascia  around  the  seminal 
vesicles,  and  the  whole  gland  must  be 
freely  movable.  Second,  there  must  be  no 
demonstrable  metatases  either  on  physical 
examination  or  more  particularly  by  radio- 
graphic  studies,  and  the  acid  phosphotase 
determination  should  be  within  normal  lim- 
its. Third,  the  patient  should  be  a good 
surgical  risk  and,  most  important,  his  life 
expectancy  must  be  good.  It  must  be  re- 
membered that  prostatic  cancer  is  a slowly 
progressing  disease  in  most  cases,  especially 
the  elderly,  and  we  cannot  condemn  too 
strongly  performance  of  this  procedure  in 
an  older  man  whose  life  expectancy  is  ob- 
viously limited.  It  has  therefore  been  our 
custom  to  reserve  the  radical  operation  for 
patients  under  70  years  of  age,  but  this 
requirement  is  by  no  means  didactic,  as 
exceptions  will  always  be  found  on  either 
side  of  this  figure. 

Advances  in  our  knowledge  of  the  influ- 
ence of  hormones  on  the  growth  of  cancer 
of  the  prostate  have  proven  that  in  the 
majority  of  cases  the  suppression  or  with- 
drawal of  androgen  stimulation  either  by 
orchiectomy  or  adminstration  of  estrogens 
will  result  in  regression  of  the  neoplasm. 
However,  complete  eradication  of  the  dis- 
ease by  hormonal  therapy  alone  has  not  yet 
been  recorded.  With  the  knowledge  that 
most  cases  of  prostatic  cancer  will  show 
local  regression  when  deprived  of  androgen 
stimulation,  and  in  an  attempt  to  extend 
the  sphere  of  usefulness  of  the  radical  oper- 
ation, it  has  been  our  custom  to  institute 
estrogen  therapy  in  all  cases  in  which  a di- 
agnosis of  carcinoma  has  been  made.  Dr. 
Brice  S.  Vallett  was  one  of  the  first  to 
publish  a case  illustrative  of  this  phase  of 
the  efficacy  of  estrogen  therapy.  His  case 
when  first  seen  was  considered  inoperable 
on  account  of  its  local  extension  and  fixa- 
tion of  the  gland.  After  a period  of  estro- 
gen therapy  regression  had  occurred  to 
such  an  extent  that  the  gland  became  freely 
movable  and  the  radical  operation  was  suc- 
cessfully carried  out. 


When  faced  with  the  problem  of  an  area 
of  suspicious  induration  in  the  prostate 
gland  it  has  been  our  custom  to  prepare 
the  patient  for  radical  operation,  to  discuss 
this  possibility  with  him,  and  also  to  tell 
him  that  if  the  radical  operation  is  carried 
out  sex  power  may  be  markedly  impaired 
or  completely  destroyed.  The  prostate  is 
exposed  through  the  perineum,  the  suspi- 
cious area  identified  and  excised  and  frozen 
sections  immediately  studied.  If  several 
sections  fail  to  show  malignant  disease  the 
wound  is  closed,  unless  an  accompanying 
hypertrophy  with  urinary  obstruction  is 
present.  If  the  sections  show  definite  car- 
cinoma, the  radical  operation  is  then  per- 
formed. 

Complications  at  the  operating  table  are 
usually  extremely  rare.  It  is  not  the  pur- 
pose of  this  presentation  to  enter  into  tech- 
nical details,  but  bleeding  is  satisfactorily 
controlled  by  early  ligation  of  the  lateral 
ligaments.  The  bleeding  from  the  bladder 
wall  is  also  controlled  by  the  suture  with 
which  the  bladder  defect  is  closed.  In  fact, 
in  our  experience  hemorrhage,  both  primary 
and  postoperative,  is  far  less  frequent  in 
cases  subjected  to  radical  operation  than 
in  those  in  whom  enucleation  of  a benign 
adenoma  has  been  performed.  Injury  to 
the  rectum  is  a possibility,  but  has  not  oc- 
curred in  this  recent  series.  If  recognized, 
the  rectal  injury  should  be  closed  by  two 
layers  of  sutures.  Immediate  fall  in  blood 
pressure  is  usually  easily  controlled  by  in- 
travenous fluids,  and  if  an  unusual  amount 
of  blood  has  been  lost  this  should  be  re- 
placed by  transfusion.  Postoperative  infec- 
tion is  controlled  by  antibiotics.  The  ure- 
thral catheter  is  usally  left  in  place  for 
about  ten  days.  Leakage  through  the  per- 
ineum may  occur,  but  we  have  had  no  cases 
of  a persistent  perineal  urinary  fistula. 
Some  degree  of  incontinence  of  urine  is 
often  present  in  the  first  days  after  the 
catheter  has  been  removed,  but  control  is 
usually  promptly  regained  if  the  structures 
of  the  external  sphincter  have  not  been  in- 
jured during  the  operation.  Often  difficulty 
in  control  will  be  found  to  result  from  a 
constriction  at  the  site  of  anastomosis  be- 
tween the  stump  of  the  urethra  and  the 
bladder,  and  this  can  be  easily  corrected 
by  gentle  dilalations. 
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With  improvement  of  operative  tech- 
nique, especially  care  in  placing  the  sutures 
anastomosing  the  stump  of  the  urethra  to 
the  neck  of  the  bladder  so  that  no  knots 
are  tied  over  the  muscles  of  the  external 
sphincter,  there  has  been  a progressive  dim- 
inution of  postoperative  permanent  inconti- 
nence. This  condition  has  been  arbitrarily 
defined  to  include  any  patient  who  finds 
it  necessary  to  wear  any  sort  of  apparatus 
during  the  day  a year  or  more  after  oper- 
ation. In  a series  of  15  cases  operated  upon 
prior  to  February,  1943,  urinary  control 
was  classified  as  good  in  12  cases,  poor  in 
3 — 20  per  cent.  Of  34  cases  operated 
upon  between  February,  1943  and  Febru- 
ary, 1948,  urinary  control  was  poor  in  6 
— 17.1  per  cent.  In  44  cases  in  which  the 
operation  was  performed  after  February, 
1948,  control  was  classified  as  poor  in  3 — 
6.6  per  cent. 

In  a personal  series  of  99  cases  there  has 
been  no  operative  mortality,  a fact  which 
may  be  attributed  to  strict  adherence  to 
the  criteria  for  operability  which  have  been 
previously  detailed.  Antibiotics  have  un- 
doubtedly played  a most  important  part  in 
preventing  postoperative  infection  and  the 
complications  which  may  follow;  but,  on 
the  other  hand,  a number  of  these  cases 
were  operated  upon  in  the  pre-antibiotic 
era. 

A total  of  49  personal  cases  were  sub- 
jected to  the  radical  operation  prior  to 
1948.  Of  these  20,  or  40  per  cent,  are  liv- 
ing and  well  without  evidence  of  recurrence 
or  metastasis.  If,  however,  8 deaths  from 
other  causes  are  subtracted,  this  percentage 
rises  to  49.  This  figure  is  in  close  agree- 
ment with  others  (Young,  Lewis,  and 
others)  who  have  studied  survival  rates 
after  radical  perineal  prostatectomy.  In  a 
study  of  the  statistics  at  the  Brady  Uro- 
logical Institute,  Jewett  found  that  the  ten- 
year  survival  rate  was  28  per  cent  and  em- 
phasized that  the  ultimate  prognosis  was 
far  better  in  those  cases  which  on  examina- 
tion showed  no  apparent  extension  of  the 
neoplasm  beyond  the  prostatic  capsule. 
Jewett  also  stated  that  “no  patient  who 
lived  10  years  without  demonstrable  re- 
currence or  metastases  subsequently  show- 
ed evidence  of  cancer.” 


When  the  patient  is  discharged  from  the 
hospital  it  is  usually  our  custom  to  pre- 
scribe estrogens  in  small  doses  for  several 
months  in  the  hope  that  if  viable  cancer 
cells  are  still  present  after  the  radical  op- 
eration they  may  be  inhibited  or  even 
destroyed  by  estrogen  therapy. 

When  recurrence  of  the  neoplasm  occurs 
following  the  radical  operation  it  usually 
first  appears  between  the  bladder  and  the 
rectum  and  well  above  the  site  of  the  anas- 
tomosis between  the  bladder  neck  and  the 
stump  of  the  urethra.  In  this  location  it 
causes  no  obstruction  to  the  urinary  pas- 
sage and  does  not  invade  the  bladder  wall 
or  the  rectum,  as  the  growth  follows  the 
easiest  pathway  via  the  retroperitoneal 
structures.  Under  these  circumstances 
death  ultimately  occurs  from  carcinoma- 
tosis and  the  patient  is  spared  the  pain,  ur- 
gency, frequency,  and  hematuria  from  en- 
crusted cystitis  and  necessity  of  repeated 
transurethral  resections  which  so  often  oc- 
cur in  the  natural  course  of  the  disease. 

A case  which  clearly  illustrates  this  point 
was  that  of  a 60  year  old  man  on  whom 
radical  perineal  prostatectomy  for  early 
cancer  was  performed  in  1926.  His  recovery 
was  uneventful  and  normal  urinary  func- 
tion and  perfect  control  were  speedily  re- 
gained. He  remained  well  until  four  years 
after  the  operation  when  a nodule  was  de- 
tected high  up  between  the  bladder  and  the 
rectal  wall.  This  caused  no  interference 
with  either  bowel  or  bladder  function  and 
urinary  control  was  complete  until  his 
death  from  coronary  thrombosis  fourteen 
years  after  the  operation.  No  estrogens 
had  been  administered  and  orchiectomy 
had  not  been  done.  On  postmortem  exam- 
ination a nodular  mass  was  found  in  the 
loose  tissue  between  the  bladder  and  the 
rectum,  neither  of  which  structures  were 
invaded.  Study  of  sections  of  this  mass 
demonstrated  an  adenocarcinoma  identi- 
cal in  structure  with  the  original  neoplasm 
which  had  been  removed  fourteen  years 
previously. 

When  local  recurrence  is  demonstrable, 
no  matter  what  interval  of  time  after  the 
radical  operation,  our  present  plan  is  to 
institute  estrogen  therapy  and  continue 
this  treatment  indefinitely.  If  there  is  evi- 
dence that  the  recurrent  neoplasm  is  in- 
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creasing  in  size  or  if  metastatic  deposits 
are  demonstrable  by  radiological  studies 
and  especially  if  pain  becomes  progressively 
more  severe,  orchiectomy  should  be  done. 

As  is  well  known,  the  progress  of  pros- 
tatic cancer,  whether  it  be  primary  or  re- 
current after  operation,  can  be  effectively 
controlled  for  varying  intervals  of  time  by 
hormone  thereapy  in  approximately  80  per 
cent  of  cases.  However,  sooner  or  later,  in 
the  course  of  this  treatment  evidences  of 
progression  of  the  primary  neoplasm  occur, 
often  with  reactivation  of  areas  of  metas- 
tasis and  usually  pain  becomes  progressively 
more  severe.  This  stage  of  the  disease  is 
commonly  called  the  phase  of  relapse  or  re- 
activation. Bilateral  adrenalectomy  has 
been  proposed  and  carried  out  at  this  stage 
by  numerous  surgeons  with  temporary  re- 
lief of  symptoms  and  improvement  in  gen- 
eral condition,  but  the  operation  has  now 
been  generally  discarded  because  it  has 
been  demonstrated  that  approximately  the 
same  benefit  can  be  obtained  by  the  ad- 
ministration of  Cortisone,  the  so-called 
“medical  adrenalectomy.”  It  must  not  be 
forgotten  that  when  intractable  pain  is 
present,  which  cannot  otherwise  be  con- 
trolled, deep  x-ray  therapy  may  often  afford 
great  relief. 

Extensive  studies  are  at  present  being 
carried  out  in  several  clinics  on  the  use  of 
radioactive  isotopes  in  the  treatment  of 
prostatic  cancer,  but  these  methods  are 
still  in  an  experimental  stage  and  recent 
reports  indicate  that  their  use  is  not  with- 
out certain  dangers  and  unfortunate  com- 
plications. As  yet,  no  reports  of  complete 
eradication  of  cancer  of  the  prostate  as  a 
result  of  therapy  with  radioactive  isotopes 
have  appeared,  but  some  years  must  elapse 
before  the  value  of  these  methods  can  be 
accurately  evaluated. 

Summary 

The  essential  facts  regarding  the  origin 
and  extension  of  carcinoma  of  the  prostate 
are  discussed  and  emphasis  is  placed  upon 
the  fact  that  in  the  early  stages  the  neo- 
plasm may  remain  entirely  within  the  cap- 
sule of  the  gland.  Under  such  circum- 
stances it  is  entirely  feasible  to  attain  the 
surgical  ideal  in  dealing  with  malignant 
disease  — complete  excision.  Early  diag- 
nosis depends  entirely  on  rectal  palpation. 


which  should  be  a routine  procedure  in  the 
physical  examination  of  every  man  over 
the  age  of  40  years.  If  the  patient  is  in 
good  condition  and  has  a good  life  expect- 
ancy the  prostate  should  be  exposed  peri- 
neally,  a frozen  section  biopsy  made  and, 
if  positive  for  malignant  disease,  the  radical 
operation  should  be  forthwith  carried  out. 
Other  methods  of  early  diagnosis,  punch 
biopsy,  and  cytological  studies  are  simply 
mentioned  to  be  condemned. 

The  great  value  of  hormone  therapy, 
either  by  administration  of  estrogens  or 
orchidectomy  in  controlling  the  progress  of 
the  disease  and  relieving  pain,  has  been 
discussed.  By  either  of  these  two  methods 
it  is  sometimes  possible  to  cause  such  re- 
gression of  an  otherwise  inoperable  case  to 
render  the  radical  operation  technically  pos- 
sible. Bilateral  adrenalectomy  has  been 
carried  out  for  inoperable  cancer  of  the 
prostate  in  many  clinics,  but  has  now  been 
discarded,  as  essentially  the  same  results 
can  be  obtained  by  the  administration  of 
Cortisone  — the  so-called  “medical  adren- 
alectomy”. 

The  treatment  of  extensive  cases  of  car- 
cinoma of  the  prostate  by  radio-active  gold 
or  isotopes  is  still  in  an  experimental  stage, 
but  this  technique  offers  hope  that  it  may 
be  very  valuable  in  otherwise  hopeless  cases. 

In  the  present  state  of  our  knowledge, 
the  radical  total  prostatectomy  with  ex- 
cision of  the  gland  in  its  capsule  and  the 
seminal  vesicles  offers  the  best  prospect  at 
present  available  for  complete  eradication 
of  the  disease. 

Brady  Urological  Institute,  Johns  Hopkins 
Hospital 

Discussion 

Dr.  B.  S.  Vallett  (Wilmington) : It  is 
a privilege  and  honor  to  discuss  this  timely 
and  important  paper. 

Dr.  Colston,  long  associated  with  the 
late  Dr.  Hugh  Young,  caught  up  the  fire 
of  his  dynamic  teacher  and  has  relentlessly 
pursued  the  task  of  education  in  this  sadly 
neglected  field,  viz:  the  early  detection  of 
prostatic  cancer.  That  his  task  has  not 
been  wholly  unrewarding  is  attested  by  the 
fact  that  the  September  issue  of  the  Journal 
of  Urology  carried  no  less  than  ten  papers 
relating  to  this  problem  by  various  workers 
in  widely  separated  areas  of  our  nation. 
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This,  however,  is  not  primarily  the  problem 
of  the  urologist,  as  he  sees  but  a very  small 
percentage  of  the  male  population  as  com- 
pared to  his  medical  brothers  in  the  various 
fields  of  medical  care.  His  special  know- 
ledge, however,  should  be  more  widely  util- 
ized, as  Kaufman,  Rosenthal  and  Goodwin 
state:  “The  detection  of  early  carcinoma 
depends  upon  frequent  intelligent  palpation 
of  the  prostate”. 

The  late  Nelse  Ockerblad,  the  eminent 
urologist,  once  remarked  that  the  average 
case  of  prostatic  cancer  seen  by  the  uro- 
logist had  had  the  disease  for  3 or  4 years. 
What  an  excellent  opportunity  is  afforded 
all  physicians  who  do  routine  physicals  on 
men  over  35  years  of  age  to  ferret  out  this 
insidious  disease.  We  must  learn  to  think 
more  in  terms  of  cure  and  fully  realize  that 
it  is  “the  man  without  urinary  symptoms” 
that  we  must  suspect  as  harboring  the  dis- 
ease, as  he  represents  the  ideal  case  for 
potential  cure. 

I doubt  that  anyone  has  even  the  re- 
motest idea  as  to  the  percentage  of  phy- 
sicians that  now  do  routine  digital  rectal 
examinations  of  their  male  patients,  how- 
ever, it  is  not  too  much  to  hope  for  the 
ideal  100%  in  the  not  too  distant  future 
and  in  its  fulfillment  we  shall  witness  the 
conclusion  of  one  chapter  of  “the  urologists’ 
dream”. 

Dr.  E.  L.  Stambaugh,  (Lewes):  I feel 
that  Dr.  Colston  has  ably  shown  that  the 
urologist  has  kept  pace  with  his  surgical 
friends  in  the  early  diagnosis  of  carcinoma. 
Dr.  Colston,  along  with  others,  has  pointed 
out  that  we  cannot  rely  upon  the  clinical 
investigation  alone,  in  the  diagnosis  of  car- 
cinoma of  the  prostate. 

A medical  history  is  often  inadequate  in 
enlightening  us  as  to  suspicious  cases,  and 
hematuria  so  frequently  is  absent  in  the 
early  benign  carcinomas  of  the  prostate, 
which  occurs  later  in  the  malignant.  In 
finding  such  a nodule  it  is  of  course  neces- 
sary to  investigate  further  to  suggest  open 
perineal  and  surgical  biopsy. 

I would  like  to  inject  maybe  one  point: 
We  have  seen  carcinoma  of  the  prostate 
left  behind  after  encleating  a hypertrophied 
prostate  gland  and  I feel  these  patients, 
these  prostatectomized  patients,  should 
have  cancer  check-ups. 


Finally,  the  subject  nears  completion 
when  we  can  still  do  something  for  the 
“stoney  heart”.  Estrogens  and  orchi- 
ectomy, hailed  some  years  ago,  are  still  our 
only  solution  for  the  advanced  disease. 

Dr.  Colston:  I have  nothing  to  add  by 
way  of  conclusion  except  to  thank  Dr.  Val- 
lett  and  Dr.  Stambaugh  for  their  remarks. 


Constant  alertness  to  reversion  to  en- 
demic and  epidemic  conditions  is  essential, 
and  some  situations,  especially  tuberculo- 
sis, require  determined  and  drastic  atten- 
tion, but  generally  speaking,  the  public 
health  programs  are  drifting  away  from 
the  early  ages  of  high  infant  and  maternal 
mortality  and  the  communicable  diseases 
toward  adult  health,  chronic  disease,  can- 
cer, heart,  diabetes,  nutrition,  mental 
health,  and  accident  prevention.  Most  of 
these  latter  conditions  demand  sound  and 
knowing  participation  on  the  part  of  the 
individual  and  his  family.  The  mass  ap- 
proach alone  will  not  be  productive.  Henry 
F.  Vaughan,  Dr.  P.H.,  Am.  J.  Pub.  Health, 
Mar.,  1955. 


Enormous  numbers  of  adult  human  be- 
ings carry  tubercle  bacilli  in  a semi-dor- 
mant state  and  hold  their  infection  in 
check  under  normal  circumstances.  How- 
ever, non-specific  physiological  disorders 
can  disturb  the  equilibrium  between  ba- 
cilli and  host  tissues  and  convert  the  latent 
tuberculous  infection  into  overt  tuberculo- 
sis. Rene  J.  Dubos,  Ph.D.,  J.A.M.A., 
April  23,  1955. 


All  physicians  should  be  alerted  to  the 
fact  that  case  register  loads  of  active  tuber- 
culosis are  higher  now  than  at  any  time  in 
the  last  few  years.  With  the  improved 
therapy  of  tuberculosis,  case  loads  obvious- 
ly will  continue  to  be  heavy  for  some  time. 
Tuberculosis,  therefore,  is  far  from  being 
a conquered  disease.  Physicians  should  re- 
gard it  as  a duty,  both  in  their  practice 
and  in  their  public  utterances,  to  push  for 
adequate  and  complete  eradication  of  tu- 
berculosis with  whatever  tools  are  feasible 
and  available.  Michael  L.  Furcolow,  M.D., 
Editorial,  Journal-Lancet,  April,  1955. 


March,  1956  Delaware  State  Medical  Journal 

NEW  MEMBERS  SINCE  JULY  15,  1954 


New  Castle  County  — Active 


Name 

Address  Specialty 

Tel. 

School 

Licen. 

Aikins,  James  P. 

Delaware  Hosp. 

An* 

OL 

4-5211 

McGill,  ’45 

1949 

Alden,  Carmi 

Newark,  Del. 

ObCx 

Tufts,  ’19 

1955 

Allen,  Olin  S.,  II 

Reading,  Pa. 

I 

Temple,  ’52 

1953 

Baganz,  Herbert  M. 

1210  Delaware  Ave. 

I 

OL 

5-3329 

Penn.,  ’47 

1951 

Baker,  Frank  W. 

207  S.  Mai-yland  Ave. 

WY  4-7414 

Hahn.,  ’51 

1952 

Benning,  Charles  H. 

City  Hall 

Ph* 

OL 

8-7121 

McGill,  ’17 

1955 

Bishop,  Sarah 

511  W.  8th  St. 

Ph* 

OL 

4-3181 

Mich.,  ’32 

1955 

Blase,  William  C. 

1009  Delaware  Ave. 

I 

OL 

4-9039 

Hahn.,  ’47 

1948 

Blumberg,  Alan  I. 

1711  Marsh  Rd. 

I 

SY 

8-6169 

Jeff.,  ’47 

1954 

Brennan,  Robert  J. 

1207  Delaware  Ave. 

Ped.* 

OL 

4-7712 

Jeff.,  ’47 

1950 

Dworkin.  Albert 

1104  N.  Jackson  St. 

Ob.* 

OL 

5-3500 

Temple,  ’52 

1953 

Eskew,  Kenneth  W. 

Brookside  Park,  Del. 

EN 

8-4762 

Ind.,  ’52 

1954 

Esterly,  Kathei-ine  L. 

1415  Delavv'are  Ave. 

Ped. 

OL 

8-7556 

Temple,  ’51 

1954 

Gelb,  Albert 

1100  Gilpin  Ave. 

S 

OL 

5-7786 

Jeff.,  ’49 

1953 

Gross,  Elmer  R. 

IMedical  Arts  Bldg. 

D* 

OL 

5-6869 

Mich.,  ’33 

1935 

Hall,  William  T. 

1210  Delaw'are  Ave. 

I 

OL 

8-2660 

Temple,  ’44 

19.54 

Hanel,  John  H. 

1 Alvil  Rd. 

WY 

4-2880 

Penn.,  ’50 

1953 

Hearne,  Calvin  B. 

114  Mui^phy  Rd. 

Ped.* 

OL 

6-6118 

Md.,  ’47 

1951 

Heckler,  G.  Barrett 

1406  N.  Van  Buren  St. 

I* 

OL 

4-9511 

Jeff.,  ’48 

1952 

Hillyard,  Raymond  W. 

1007  Delaware  Ave. 

Ns* 

OL 

4-8835 

Penn.,  ’46 

1953 

Holloway,  William  J. 

503  Delaware  Ave. 

I* 

OL 

8-4356 

Md.,  ’48 

1952 

Huntingdon,  Park  W.,  Jr. 

Delaware  Hosp. 

Pa* 

OL 

4-5211 

Jeff.,  ’49 

1952 

Lawson,  James  J. 

Nemours  Bldg. 

In* 

OL 

4-5121 

Tufts,  ’49 

1956 

Levitsky,  David  A. 

1207  Delaware  Ave. 

Ped.* 

OL 

4-7712 

Jeff.,  ’51 

1952 

McCarthy,  James  R. 

1100  Madison  St. 

OL 

2-6144 

Hahn.,  ’48 

1949 

McGee.  Donald  H. 

1100  N.  Broom  St. 

Ped.* 

OL 

4-4042 

Jeff.,  ’47 

1948 

McKusick,  IMarjorie  J. 

1302  Delaware  Ave. 

p* 

OL 

6-9729 

Harvard  ’49 

1953 

Mantell,  Harriett  B. 

Silver  Bi'ook,  Del. 

Ped. 

EN 

8-4586 

N.W.U.,  ’48 

1954 

Martin  G.  William,  Jr. 

1504  Marsh  Rd. 

SY 

8-0512 

Md.,  ’50 

1955 

Jlekanik,  Edwin  A. 

1100  N.  Jackson  St. 

S* 

Hahn.,  ’46 

1953 

Potocki,  Peter  P. 

1329  Linden  St. 

OL 

4-0404 

Jeff.,  ’52 

1953 

Price,  Richard  H. 

Newark,  Del. 

NP 

EN 

8-2594 

Buffalo,  ’20 

1928 

Sherman,  Leo  F. 

4th  & Franklin  Sts. 

OL 

4-8024 

Md.  Va.,  ’50 

1954 

Sisson,  William  H. 

1104  N.  Adams  St. 

p* 

OL 

4-5432 

Vt.,  ’45 

19.54 

Smith,  Caleb  H. 

604  W.  11th  St. 

Pr* 

OL 

6-7468 

Penn.,  ’53 

1955 

Smith,  Glen  T. 

Nemours  Bldg. 

In(l)' 

* OL 

4-5121 

Chicago,  ’37 

1954 

Tikellis,  Ignatius  J. 

1801  Marsh  Rd. 

SY 

8-0218 

Harvard,  ’48 

1955 

Vandeiwort,  Roberts 

Wilmington  General  Hosp. 

An* 

OL 

6-2551 

Pitts.,  ’46 

1954 

Walker,  Earl  E.,  Jr. 

Brookside  Park,  Del. 

EN 

8-4762 

Emory,  ’52 

1954 

Watson,  Thomas  L. 

Newark,  Del. 

In* 

EN 

8-7111 

Va  , ’30 

1948 

Weaver,  Owens  S. 

1103  Delaware  Ave. 

ObG* 

OL 

6-6684 

Hahn.,  ’46 

Wendell,  Henri  F. 

Garfield  Park,  Del. 

OL 

4-7729 

Penn.,  ’53 

1954 

Wright,  William  A. 

du  Pont  Experim.ental  Station 

In* 

OL 

6-3361 

Albany,  ’49 

1955 

Wuertz,  Robert  L. 

1117  N.  Franklin  St. 

I 

OL 

8-5437 

Temple,  ’48 

1953 

New  Castle  County 

— Associate 

Bonnett,  John  C. 

Nemours  Bldg. 

In* 

OL 

4-5121 

Hopkins,  ’43 

Cates,  Haynes  B. 

1501B  N.  Broom  St. 

0* 

OL 

6-6679 

Tenn.,  ’42 

1949 

Sachs,  Kurt 

V.  A.  Hospital 

I* 

WY  4-2511 

Vienna,  ’35 

19.54 

Sluzar,  Oleh  0. 

Bissell  Sanatorium 

WY  8-2223 

Marburg,  ’49 

Kent  County — 

■Active 

Hays,  James  F. 

Latex  Corp.,  Dover 

In(C) 

4761 

Jeff.,  ’23 

1954 

McNinch,  James  R. 

Dover,  Del. 

S* 

7432 

Md.,  ’45 

1954 

Krieger,  John  A. 

Dover,  Del. 

ObG 

N.Y.U.,  ’51 

1955 

Sussex  County- 

—Active 

Bandy,  William  H. 

Georgetown,  Del. 

Ph* 

2319 

M.C.Va.,  ’41 

1954 

Henning,  Carl  (Ret.) 

Rehoboth,  Del. 

0 

G.  Wash.,  ’05 

1948 

Lowis,  Robert  F. 

Seaford,  Del. 

An 

Rochester,  ’30 

1955 

Rizzo,  Alessandro 

Seaford,  Del. 

In 

3087 

Bologua,  ’33 

1954 

Sills,  David  N.,  Jr. 

Milford,  Del. 

S* 

4053 

Md.,  ’46 

1954 

Sussex  County — 

Associate 

Maresch,  A.  Emanuel 

Lewes,  Del. 

2211 

Munich,  ’49 

Portz,  Wamer  P. 

Milford,  Del. 

An 

4561 

Georget’n,  ’47 

1955 

Ware,  L.  Ulo 

Lewes,  Del. 

2211 

Marburg,  ’48 

79 


Joined 

12/55 

2/56 

10/54 

12/54 

12/55 

12/55 

4/55 

10/54 

:V55 

12/55 

12/55 

12/55 

12/55 

12/55 

9/55 

9/54 

12/55 

12/55 

12/55 

9/54 

12/55 

4/55 

2/56 

12/55 

10/54 

3/56 

1/55 

3/56 

12/55 

10/54 

2/55 

1/56 

12/54 

12/54 

5/55 

9/54 

9/55 

9/54 

12/55 

1/56 

12/55 

12/55 

12/55 

10/54 


2 56 
12/55 
12/55 
1'56 


11/54 

3/55 

9/55 


4/55 
1/55 
11/55 
2/55 
1 '55 


4/'55 

4/55 

4/55 
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Norwood  W.  Voss,  M.D. 

Dr.  Norwood  W.  Voss,  70,  a past  presi- 
dent and  treasurer  of  the  New  Castle  Coun- 
ty Medical  Society,  died  of  pulmonary  em- 
bolism on  February  17,  1956,  at  his  home, 
following  an  illness  of  about  a year. 

Dr.  Voss  was  a general  practitioner  here 
since  1919.  He  had  earlier  worked  for  the 
Du  Pont  Company  in  Parlin,  N.  J.,  for  18 
months,  and  before  entering  medical  school, 
had  been  principal  of  a school  in  Stevens- 
ville,  Md.,  for  four  years. 

Husband  of  Mrs.  Barbara  Willis  Voss,  he 
was  born  near  Harrington,  and  was  gradu- 
ated from  Washington  College,  Chester- 
town,  Md.,  in  1908.  Two  years  ago  the  col- 
lege alumni  association  cited  him  for  dis- 
tinguished service  to  medicine. 

He  was  graduated  in  1916  from  the  Uni- 
versity of  Maryland  Medical  School,  and 
interned  in  Baltimore  before  joining  Du- 
Pont in  Parlin. 

Dr.  Voss  had  courtesy  staff  privileges  at 
all  four  Wilmington  hospitals.  He  was  a 
member  of  Lafayette  Lodge  14,  A.  F.  & 
A.  M.;  Delaware  Consistory,  Brandywine 
Methodist  Church,  the  county,  state  and 
national  medical  associations,  and  the  Dela- 
ware chapter,  American  Academy  of  Gener- 
al Practice. 

In  addition  to  his  widow,  he  is  survived 
by  two  daughters,  Mrs.  Glenn  Getz,  Hope- 
well,  Va.,  and  Mrs.  David  J.  Reinhardt,  HI, 
Wayne,  Pa.;  a sister.  Miss  Anne  Voss,  and 
a brother  Martin  Voss,  both  of  Denton, 
Md.,  and  four  grandchildren. 

Funeral  services  were  held  in  the  Spicer 
Funeral  Home  on  February  19th,  with  fif- 
teen of  his  colleagues  serving  as  honorary 
pallbearers.  Interment  was  on  February 
20th,  at  Denton,  Md. 


John  E.  Robbins,  M.D.  j 

Dr.  John  E.  Robbins,  51,  former  cor-  I 
oner’s  physician  here  and  a well-known  I 
general  practitioner,  died  on  February  23,  I 
1956  in  the  Miami  Heart  Institute,  Miami  1 
Beach,  Fla.  || 

Dr.  Robbins,  who  had  suffered  from  a 
heart  condition  for  some  years,  was  ap- 
pointed in  1954  to  succeed  Dr.  P.  A.  M.  j 
Robitti,  following  the  latter’s  death  in  De- 
cember 1953. 

Born  in  Wilmington,  Dec.  21,  1904,  the  | 
physician  was  the  son  of  Catherine  McClaf- 
ferty  Robbins  and  the  late  James  P.  Rob- 
bins. He  was  a graduate  of  Wilmington 
High  School  and  of  the  University  of  Dela- 
ware and  received  his  medical  degree  at 
Hahnemann  Medical  College,  in  1930. 

Dr.  Robbins  served  his  internship  at  the 
Memorial  Hospital  and  was  associate-anes- 
theist  there.  His  father  was  partner  in  the 
well-known  paint  firm  of  Bamberger  & Rob- 
bins, Inc. 

A member  of  the  New  Castle  County 
Medical  Society,  he  was  affiliated  also  with 
the  Medical  Society  of  Delaware  and  the 
American  Medical  Association. 

He  was  a member  of  Sigma  Phi  Epsilon, 
Sigma  Kappa  Delta,  the  Druids,  the  Dere- 
licts, the  Wilmington  Country  Club,  and 
the  Benevolent  and  Protective  Order  of 
Elks. 

Survivors,  besides  his  mother,  include  his 
wife,  Mrs.  Alice  0.  Robbins;  a son,  John  C. 
of  this  city,  who  is  a student  at  the  Uni- 
versity of  Delaware;  two  brothers,  James 
P.,  Jr.,  and  Willard  L.,  both  of  this  city, 
and  two  sisters,  Mrs.  James  Harper  of  the 
Germantown  section  of  Philadelphia  and 
Mrs.  Harry  W.  Orth,  Hillcrest. 

A solemn  requiem  mass  was  sung  in  St. 
Patrick’s  Catholic  Church  on  February 
28th.  Interment  was  in  Cathedral  Ceme- 
tery. 
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Checkups 

“Fight  Cancer  with  a Checkup  and  a 
Check”  is  the  slogan  of  the  American  Can- 
cer Society  for  the  coming  April  fund 
campaign. 

One  great  hope  for  this  drive  is  that  it 
will  encourage  and  lead  many  persons  to 
local  and  family  physicians  for  a routine 
physical  examination  — even  those  who  are 
apparently  perfectly  well.  This  Editorial  is 
written  in  the  hope  of  acquainting  the  phy- 
sician of  this  coming  campaign  and  encour- 
aging the  execution  of  this  examination  in 
response  to  inquiry  by  the  patient.  This 
endeavor  will  further  extend  the  physician’s 
office  into  its  important  role  as  a detection 
center  for  cancer. 

The  value  of  examining  apparently  well 
people  is  obvious;  in  spite  of  cost,  this  has 
been  proven  in  all  fields  where  it  has  been 
tried.  Daily  we  are  confronted  with  cases 
in  which,  if  the  individual  had  waited  until 
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symptoms  had  become  manifested,  the 
situation  would  have  become  hopeless  or 
nearly  so.  Early  detection  is  the  only 
answer  and  this  means  extending  our  ex- 
amination even  more  to  apparently  well 
people. 

To  date  we  have  no  simple  screening 
method  to  offer  the  general  public.  The 
biopsy  of  suspicious  tissue  remains  our  only 
means  of  evaluating  the  situation.  While 
the  Papanicolaou  smear  has  proved  its 
worth  for  cervical  smears,  both  in  ease  of 
obtainment  and  in  percentage  of  positive 
finds,  it  is  of  limited  value  elsewhere,  espe- 
cially where  secretions  have  to  be  depended 
upon.  Above  all,  a suspicious  mind  re- 
mains our  best  tool. 

The  examination  in  the  office  should  in- 
clude a thorough  review  of  systems,  phy- 
sical examination,  and  minor  laboratory 
tests.  The  physical  examination  should  in- 
clude a pelvic,  rectal,  and  sigmoidoscopic 
examination.  The  laboratory  examination 
may  include  a blood  count,  urine  examina- 
tion, stool  for  occult  blood  utilizing  the 
simple  guiaic  method,  and  a Papanicolaou 
smear.  The  Papanicolaou  smear  can  be 
screened  and  processed  by  the  local  patho- 
logist for  a nominal  charge;  for  indigent 
patients  it  can  be  obtained  free  of  charge. 
The  State  Laboratory  will  gladly  furnish 
the  necessary  equipment  and  process  the 
Papanicolaou  smear  free  of  charge  if 
desired. 

The  Cancer  Detection  Center  of  the  New 
Castle  County  Unit  of  the  American  Can- 
cer Society,  Delaware  Division,  Inc.,  to  date 
has  detected  79  positive  cases  of  cancer  in 
8,308  women  patients  examined  in  the  past 
7 years.  These  persons  all  assumed  that 
they  were  well  until  told  of  their  disease. 
The  examination  at  the  Center  is  limited 
to  the  breasts,  pelvis,  and  rectum.  Males 
are  excluded  for  examination.  During  this 
same  period  of  time  5,985  conditions  of 
non-cancerous  origin  have  been  detected 
and  referred  to  their  family  physician. 
5,851  individuals  have  returned  repeatedly 
for  regular  examination  and  have  expressed 
their  desire  to  continue.  Many  of  the  wo- 
men are  reluctant  at  first  to  obtain  an  ex- 
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amination,  but  after  the  first  one  will  return 
for  regular  examination. 

These  examinations  may  easily  be  in- 
corporated into  a routine  physical  check- 
up. All  male  patients  should  have  a rectal 
examination  and  palpation  of  the  prostate 
gland.  Male  and  female  patients  should 
have  a sigmoidoscopic  examination. 
Through  the  physician’s  influence,  recogni- 
tion of  the  importance  of  self-examination 
of  the  breasts,  awareness  of  the  danger 
signals  for  cancer,  and  repeated  periodic 
checkups  can  be  forcefully  brought  home  to 
the  patient. 

We  heartily  believe  that  cancer  detection 
can  be  and  should  be  done  in  every  doctor’s 
office  and  that  the  physician  can  do  much 
to  impart  to  his  patients  the  necessity 
for  this  repeated  examination.  Through  his 
contact  with  his  patient  and  the  confidence 
he  enjoys,  the  physician  can  bring  success 
to  the  “checkup”  phase  of  this  coming  cam- 
paign and  make  it  a success  at  the  local 
level. 


It  is  accepted  that  tuberculosis  is  prob- 
ably the  most  important  disease  in  the 
tropics  today.  It  has  gone  ahead  of  ma- 
laria and  sleeping  sickness.  Yellow  fever 
can  be  mastered  by  hygiene  and  vaccina- 
tion. Other  tropical  plagues  can  be  con- 
trolled by  public  health  measures.  Tuber- 
culosis remains  a problem.  Harley  Williams, 
M.D.,  Nat.  Tuberc.  A.  Tr.,  May,  1954. 


The  fact  must  constantly  be  remembered 
that  no  case  of  tuberculosis  can  be  treated 
unless  it  is  first  discovered.  Furthermore, 
success  with  the  newer  forms  of  treatment, 
as  with  the  old,  is  inversely  related  to  the 
length  of  time  the  disease  has  been  present 
and  the  degree  of  involvement  when  ther- 
apy is  begun  — the  longer  it  has  been 
present  and  the  more  extensive  the  disease, 
the  less  effective  the  treatment.  23rd  An. 
Rep.  of  the  American  College  Health  Assn., 
Journal-Lancet,  April,  1955. 


So  long  as  active  cases  are  reported  in 
such  impressive  numbers,  it  cannot  be  as- 
sumed that  tuberculosis  is  a conquered 
disease.  Theodore  J.  Bauer,  M.D., 
J.A.M.A.,  August  20,  1955. 


Now  that  bovine  tuberculosis  has  been 
all  but  wiped  out  in  this  country,  man 
himself  is  the  source  of  practically  all  in- 
fection ...  It  can  be  accepted  as  a fact 
that  infection  with  tubercle  bacilli  com- 
monly results  in  necrotic  lesions  which, 
even  though  not  ordinarily  detectable, 
persist  and  remain  infected  for  a long  peri- 
od of  time.  Since  tuberculin  surveys  clear- 
ly show  that  a large  percentage  of  adults 
have  been  infected,  it  is  prudent  to  assume 
that  many  of  them  still  carry  virulent  ba- 
cilli. Rene  J.  Dubos,  Ph.D.,  Nat.  Tuberc. 
A.  Tr.,  May,  1954. 


The  incidence  of  persons  now  harboring 
tubercle  bacilli  varies  greatly  in  different 
parts  of  the  world.  In  nations  with  large 
populations  where  little  effective  tubercu- 
losis control  work  has  been  done,  so  many 
children  become  infected  that  nearly  all 
adults  possess  at  least  lesions  of  primary 
complexes  containing  tubercle  bacilli. 
Among  such  people,  a correspondingly  high 
incidence  of  clinical  tuberculosis  is  present. 
J.  Arthur  Myers,  M.D.,  Journal-Lancet, 
April,  1955. 


It  is  the  living  patients  who  make  up 
the  tuberculosis  problem,  both  as  to  their 
treatment  needs  and  the  threat  they  pre- 
sent to  perpetuation  of  the  disease.  Leo 
Tepper,  M.D.,  Dis.  of  Chest,  September, 
1955. 


Public  health  seeks  to  have  as  many  per- 
sons as  possible  assume  responsibility  for 
obtaining,  through  their  own  resources, 
needed  health  services.  Herman  E.  Hille- 
boe,  M.D.,  and  Edward  R.  Schlesinger, 
M.D.,  Journal-Lancet,  May,  1955. 


Programs  which  stand  the  greatest 
chance  of  further  reducing  morbidity  and 
mortality  rates  will  be  those  that  require 
an  informed  and  enlightened  public  — in- 
formed to  the  extent  that  the  individual 
has  certain  attitudes  and  engages  in  cer- 
tain actions  because  he  is  convinced  that 
he  must  take  these  actions  to  provide  the 
benefits  of  good  health  to  himself,  his  fam- 
ily, and  his  community.  Leroy  E.  Burney, 
M.D.,  Am.  J.  Pub.  Health,  February,  1955. 
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The  physician  concerned  with  tuberculo- 
sis and  diseases  of  the  chest  must  always 
be  aware  of  the  complications  arising  from 
fungus  infection  of  the  lungs  which  may 
simulate  tuberculosis  in  every  degree. 
Michael  L.  Furcolow,  M.D.,  Editorial, 
Journal-Lancet,  April,  1955. 


The  present  favorable  situation  with  re- 
spect to  tuberculosis  mortality  is  the  re- 
sult of  modern  case-finding  techniques,  de- 
veloped some  years  ago  and  applied  inten- 
sively since  1945;  and  it  is  the  result  of 
tremendous  advances  in  the  chemotherapy 
of  tuberculosis.  Leonard  A.  Scheele,  M.D., 
Bull.  Nat.  Tuberc.  A.,  May,  1955. 


BOOK  RIEVIEWS 

Bickham-Callander  Surgery  of  the  Ali- 
mentary Tract — Volumes  I,  II,  and  III.  By 
Richard  T.  Shackleford,  M.D.,  Assistant  Pro- 
fessor of  Surgery,  Johns  Hopkins  University, 
assisted  hy  Hammond  J.  Dugan,  M.D.,  As- 
sistant in  Surgery,  Johns  Hopkins  University. 
Pp.  2575,  with  1705  illustrations.  Cloth.  Price. 
$60.00  per  set.  Philadelphia:  W.  B.  Saunders 
Company,  1955. 

Dr.  Shackleford  in  his  rewriting  of  Dr. 
Callander’s  review  of  Bickham’s  Operative 
Surgery  has  presented  a straight-forward 
text  of  which  he  may  well  be  proud.  This 
work,  in  three  volumes,  is  an  epic  worth 
all  the  time  and  effort  the  author  must  have 
put  into  its  production  in  an  age  when  con- 
cepts are  so  rapidly  changing.  The  plan- 
ning, illustrations  and  their  descriptions 
are  superb.  The  books  will  be  of  utmost 
value  to  the  intern,  resident,  and  practicing 
surgeon  for  many  years  and  should  be  in 
every  hospital’s  library.  The  only  criticism 
that  can  be  noted  is  that  the  text  is  most 
inclusive  leaving  little  to  the  supporting 
bibliography.  The  last  chapter  might  well 
be  the  first,  so  that  repetition  could  be 
eliminated. 

The  first  volume  covers  the  surgery  of  the 
esophagus,  stomach,  duodenum,  liver,  gall- 
bladder, and  extrahepatic  biliary  ducts. 
The  second  volume  continues  with  the  sur- 
gery of  the  pancreas,  spleen,  jejunum,  ile- 
um, peritoneum,  omentum,  mesentery,  and 
colon.  The  third  volume  finishes  with  the 
anorectal  tract,  rectum,  gastrointestinal 
hernia,  and  incisions.  The  scope  of  the  work 
leaves  nothing  for  the  reader  on  which  to 


theorize.  Its  completeness  is  phenomenal 
and  shows  the  effectiveness  of  a surgeon’s 
organized  thinking.  Congratulations,  Dr. 
Shackleford! 

Textbook  of  Endocrinology.  Editetl  by 
Robert  H.  Williams,  M.D.,  Professor  of  Medi- 
cine, University  of  Washington,  with  ten  con- 
tributors. Second  Edition.  Pp.  776,  with  175 
figures.  Cloth.  Price,  $13.00.  Philadelphia: 

W.  B.  Saunders  Company,  1955. 

Perhaps  the  opening  statement  of  Dr. 
Williams  in  his  preface  to  this  second  edi- 
tion emphasizes  briefly  the  importance  of 
endocrinology  in  the  present  day  knowledge 
of  every  physician:  “The  hormones  signifi- 
cantly affect  the  activities  of  every  body 
cell.  They  influence  the  metabolism  of  car- 
bohydrates, fats,  proteins,  minerals  and 
vitamins.  There  are  few  major  diseases  that 
do  not  influence  endocrine  function,  and 
vice  versa  . . . ”. 

The  book,  consisting  of  thirteen  chap- 
ters, is  well  illustrated  with  photographs, 
tables,  and  diagrams,  and  there  is  a com- 
plete index.  Bibliographies  follow  each 
chapter. 

The  general  principles  of  the  physiology 
of  the  endocrines  are  discussed  as  they  re- 
late to  clinical  symptoms  in  animals  and  in 
man.  The  endocrine  glands  are  then  dis- 
cussed in  detail,  giving  the  disease  entities 
produced  by  variations  in  gland  activity, 
and  pointing  out  the  clinical  and  laboratory 
diagnoses  and  treatment.  Actual  photo- 
graphs of  patients  illustrate  many  of  the 
unusual  endocrinopathies. 

The  chapter  on  neuroendocrinology  will 
be  found  full  of  new  and  stimulating  con- 
siderations in  that  the  nervous  and  endoc- 
rine systems  are  welded  together  into  an 
enormous  complex  functional  unit. 

Of  interest  to  biochemists  and  clinicians 
alike  are  the  chapters  on  laboratory  diag- 
nostic and  assay  procedures;  the  diagnosis 
and  treatment  of  endocrinopathies;  and 
hormone  preparations.  Medical  students, 
too,  will  find  this  a valuable  textbook.  It 
represents,  in  short,  a wealth  of  clinical  in- 
formation in  a field  of  medicine  which  was 
clouded  with  mystery  and  theory  only  a 
few  years  ago.  We  recommend  it  highly. 

Clinical  Biochemistry.  Fifth  Edition.  By 
Abraham  Cantarow.  M.D..  Professor  of  Bio- 
chemistry, .Jefferson  Medical  College,  and 
Max  Trumper.  Ph.D.,  formerly  Lecturer  in 
Clinical  Biochemistry  and  Basic  Science  Co- 
ordinator. Naval  Medical  School.  National 
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Naval  Medical  Center,  Bethesda,  Maryland. 
Pp.  738,  with  54  figures.  Cloth.  Price,  $9.00. 
Philadelphia:  W.  B.  Saunders  Company, 

1955. 

As  stated  in  their  first  edition  in  1932, 
the  purpose  of  the  authors  was  then,  and  is 
today,  the  correlation  of  biochemistry  and 
physiology  to  clinical  medicine. 

The  dedication  of  the  book  to  the  mem- 
ory of  Albert  P.  Brubaker  brings  back  hap- 
py memories  to  those  of  us  who  were  taught 
by  that  kindly  philosopher  and  teacher  of 
physiology  at  Jefferson. 

This  clearly  and  concisely  written  book 
consists  of  twenty-three  chapters,  an  index, 
and  an  outline  of  normal  chemical  stand- 
ards. Complete  coverage  is  given  on  carbo- 
hydrate, lipid,  protein,  and  nucleic  acid 
metabolism,  as  well  as  metabolism  of  the 
various  chemicals  in  the  body  and  the  func- 
tion of  the  various  body  systems.  The  last 
chapter  deals  with  cerebrospinal  fluid.  Ref- 
erences are  given  at  the  end  of  each  chapter. 

The  chapters  on  sodium,  potassium,  and 
chloride  metabolism,  acid  and  water  bal- 
ance are  especially  well  presented  and  aug- 
mented by  tables  which  the  general  prac- 
titioner will  find  of  useful  application  in 
his  daily  practice. 

Unquestionably,  this  is  indeed  a valu- 
able addition  to  every  physician’s  library, 
and  in  particular  to  that  of  the  family  phy- 
sician, who  must  constantly  evaluate  phy- 
siological and  biochemical  problems. 

Cancer  Cells.  By  E.  V.  Cowdry,  Ph.D.,  Di- 
rector, Wemse  Cancer  Research  Laboratory, 
Washington  University,  St.  Louis.  Pp.  677, 
with  137  figures.  Cloth.  Price,  $16.00.  Phila- 
delphia: W.  B.  Saunders  Company,  1955. 

This  excellent  book  is  prepared  to  intro- 
duce the  reader  to  the  more  important  facts 
about  cancer  cells.  Cancer  focusses  atten- 
tion on  cells,  both  normal  and  malignant, 
for  neither  can  be  appreciated  without 
knowledge  of  the  other. 

Twenty  clear,  concise,  well  illustrated 
chapters  cover  all  the  phases  of  normal  and 
cancer  cells,  analyzing  their  cyptoplasm, 
nuclei,  and  chemical  properties.  The  pres- 
ent day  knowledge  and  the  research  evi- 
dence in  the  influence  of  trauma,  viruses, 
mutations,  susceptibility,  heredity,  age,  sex, 
and  prevention,  are  outlined. 

As  one  reads  through  the  voluminous  ma- 
terial on  cancer  cells,  one  wishes  the  author 


had  summarized  a list  of  conclusions  of 
practical  aid  to  the  general  practitioner 
who  is  called  upon  to  answer  so  many  ques- 
tions on  cancer  in  his  daily  contacts.  Such 
information  could  relate  to  vitamins,  pre- 
vention, nutrition,  hormones,  heredity,  vi- 
ruses, etc. 

However,  students  of  cancer  and  cytol- 
ogy will  find  this  book  extremely  helpful. 
The  appendix  contains  extensive  informa- 
tion on  cancer  research  bibliography. 

Aging  — General  Aspects.  By  G.  E.  W. 

Wolstenholme,  O.B.E.,  M.A.,  M.B.,  B.Ch., 

and  Margaret  P.  Cameron,  M.A.,  A.B.L.S., 

assisted  by  Joan  Etherington.  Pp.  255,  with 

38  illustrations.  Cloth.  Price,  $6.75.  Boston: 

Little,  Brown  and  Company,  1955. 

With  the  span  of  life  advancing  toward 
the  century  mark,  the  family  physician  has 
fairly  well  adjusted  himself  to  the  consid- 
eration of  gerontology  as  one  of  the  most 
important  phases  of  his  daily  practice. 

CiBA  Foundation  Colloquia  on  Aging 
Volume  I 

This  volume,  being  a concise  summary 
of  various  aspects  of  aging,  started  with 
the  definition  and  measurement  of  senes- 
cence, the  pathological  basis  and  mental 
aspects,  and  covering  the  body  systems  and 
their  changes  with  aging.  The  book  ends 
with  a general  discussion. 

Among  many  other  interesting  facts,  it 
was  brought  out  that  the  response  of  blood 
sugar  to  insulin  is  uniformly  reduced  in 
older  individuals.  In  all  instances  the  rate 
of  disappearance  of  glucose  from  the  blood 
of  the  older  groups  was  substantially  less 
than  it  was  for  the  young  and  middle-aged 
groups.  It  was  also  shown  that  any  assess- 
ment of  aging  should  be  rated  to  function, 
and  that  the  functional  reserve,  or  the  ca- 
pacity of  the  individual  under  strain,  was 
much  more  likely  to  give  an  indication  of 
aging.  Traumatic  or  environmental  and 
hereditary  factors  are  of  vital  significance. 
Genetics  in  mankind  not  only  influences 
duration  of  life,  it  is  stated,  but  also  the 
form  of  aging. 

Unfortunately,  “the  expectation  that 
transplants  of  gonadal  tissue  would  serve 
to  rejuvenate  the  senescent  was  illusory”. 

A general  discussion  and  some  references 
follow  each  chapter.  The  book  is  well  in- 
dexed. 
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MICTINE*  - ORAL  NON-MERCURIAL  DIURETIC 


New  Orally  Effective  Diuretic 
for  Congestive  Edema 

Best  results  are  obtained  when  Mictine  is  administered  with  meals 
on  an  interrupted  dosage  schedule. 


WITHOUT  MICTINE  — Pr/or  to  diuretic  therapy 
excessive  sodium  and  water  are  characteristically  re- 
tained in  the  edematous  patient. 


WITH  MICTINE  — of  the  reabsorption  of 
sodium  ion  leads  to  an  increased  excretion  of  sodium 
ion,  water  and  chloride. 


An  effective  diuretic  has  been  described  as 
one  which  causes  excretion  of  water,  so- 
dium and  chloride  in  amounts  sufficient  to 
reduce  the  edema  but  not  to  result  in  salt 
depletion. 

Mictine  (brand  of  aminometradine) 
introduces  to  clinical  practice  an  improved 
diuretic  which  not  only  meets  the  standard 
qualifications  but  has  these  seven  addi- 
tional advantages: 

Mictine  is  orally  effective;  it  is  not  a 
mercurial;  it  has  no  known  contra- 
indications; it  does  not  upset  the  acid-base 
balance;  it  exerts  no  significant  influence 
on  electrolyte  balance;  it  may  be  given  in 
the  presence  of  renal  or  hepatic  diseases; 
it  is  well  tolerated. 

As  with  most  effective  therapeutic 
agents,  in  high  dosage  Mictine  may  cause 
some  side  effects  in  some  patients;  how- 
ever, on  three  tablets  daily  side  effects 
(anorexia  and  nausea,  rarely  vomiting, 

‘Trademark  of  G.  D.  Searle  & Co. 


diarrhea  or  headache)  are  minimal  or 
absent. 

Clinically,  Mictine  is  useful  in  the  main- 
tenance of  an  edema-free  state  in  all  pa- 
tients and  for  initial  and  continuing  diuresis 
in  mild  or  moderate  congestive  failure.  It 
is  not  intended  for  initial  diuresis  in  severe 
congestive  failure  unless  either  sensitivity 
or  tolerance  to  other  diuretics  has  devel- 
oped in  the  patient. 

The  maintenance  dosage  of  Mictine,  as 
well  as  for  initial  diuresis  in  mild  or  mod- 
erate congestive  heart  failure,  is  one  to  four 
200-mg.  tablets  daily  in  divided  doses;  the 
dosage  for  initial  diuresis  in  severe  conges- 
tive failure,  under  the  conditions  already 
described,  is  four  to  six  tablets  daily.  For 
either  use,  it  is  recommended  that  Mictine 
be  prescribed  with  meals  on  interrupted 
dosage  schedules;  that  is,  prescribing  Mic- 
tine on  alternate  days  or  for  three  consecu- 
tive days  and  omitting  it  the  next  four  days. 


DescripfiVe  //ferofure  and  clinical  trial 
packages  are  available  on  request  fo  . . . 


P.  O.  Box  5110,  B 
Chicogo  80,  Illinois 
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WAWASET  ROAD 
(Route  842) 


WEST  CHESTER, 
PENNSYLVANIA 


A recognized  private  psychiatric  hospital.  Complete  modern  diag- 
nostic and  therapeutic  services.  Qualified  physicians  may  retain 
supervision  of  patients. 

Moderate  rates. 

Telephone  West  Chester  3120 

H.  VAN  DER  MEER,  M.D.,  Medical  Director  MRS.  W.  J.  HANLEY,  Superintendent 


’^anie4i6 
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ICE  CREAM 





After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 
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A valuable  aid  in 
rehabilitating  the  arthritic  -patient 


major  ADVANTAGES:  Greater  anti-rheumatic  activity  than  cortisone; 
smaller  doses  produce  clinical  improvement  faster  and  more  uniformly.' 


Hydrocortone  is  a practical  long-term  thera- 
peutic measure  in  the  majority  of  patients  suffer- 
ing from  rheumatoid  arthritis.  The  use  of  small 
doses  of  Hydrocortone  in  conjunction  with 
conservative  general  measures  will  permit  the 
safe  management  of  these  arthritics  for  pro- 
longed periods  of  time.  Such  a program  has  been 
shown  to  provide  moderate  to  great  relief  in  a 
very  high  percentage  of  patients. ^ In  severely 
handicapped  people,  Hydrocortone  plus  physi- 
cal therapy  will  frequently  allow  the  rehabilita- 
tion of  arthritics  who  would  not  be  helped 
appreciably  by  either  measure  alone. ^ 

OTHER  INDICATIONS:  Still’s  Disease,  rheuma- 
toid spondylitis,  psoriatic  arthritis,  traumatic 


arthritis,  osteoarthritis,  and  bursitis. 

SUPPLIED:  ORAL — Hydrocortone  Tablets:  20 
mg.,  bottles  of  25,  100,  and  500  tablets;  10  mg., 
bottles  of  50,  100,  and  500  tablets;  5 mg.,  bottles 
of  50  tablets.  INTRASYNOVIAL  — Saline  Suspen- 
sion Hydrocortone-T.B.A.:  25  mg./cc.,  vials 
of  5 cc.  Saline  Suspension  Hydrocortone 
Acetate:  25  mg./cc.,  vials  of  5 cc. 


PHILADELPHIA  1.  PA. 
DIVISION  OF  MERCK  a CO.  INC 


REFERENCES:  1.  Boland,  E.  W.  and  Headley.  N.  E.,  J.A.M.A.  148:981,  March  22,  1952.  2.  Ward.  I„.  K.,  Policy,  H.  F.,Slocumb, 
C.H.and  Hench,  P.  S.,  J.A.M.A.  152:119,  May  9, 1953.  3.  Snow,  W.  B.  and  Coss,  J.  A.,N.Y.  State  J.  Med.  52:319,  Feb.  1,  1952. 
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Meat... 


and  the  Value  of  Fat  in  Nutrition 


A.uthorities  in  the  field  of  nutrition  no  longer  consider  fat  as  an  optional 
component  of  the  diet.  Evidence  from  the  laboratory  and  bedside  indi- 
cates that  fat  in  small  amounts  may  be  looked  upon  as  an  obligatory  con- 
stituent of  a health-promoting  diet.^ 


The  far-reaching  value  of  fat  in  nutrition  has  been  amply  demon- 
strated in  laboratory  animals  in  its  pronounced  effect  on  growth,  on 
pregnancy  and  lactation,  on  nitrogen-sparing  action,  on  work  capacity, 
on  time  of  sexual  maturity,  on  the  period  of  survival  during  fasting,  and 
on  ability  to  combat  external  stresses. ^ 


Young  animals  fed  a fat-free  diet  not  only  fail  to  grow  normally,  but 
develop  hair  and  skin  changes  characteristic  of  "essential”  fatty  acid 
deficiency. 2 Fatty  acids  other  than  the  "essential”  fatty  acids  also  ap- 
pear to  be  necessary  for  optimal  health.  Animals  fed  "essential”  fatty 
acids  but  no  others  do  not  grow  optimaUy. 

The  value  of  fat  in  human  nutrition  was  emphasized  in  a recent  study^ 
comprising  200  patients  incapable  of  receiving  adequate  nourishment. 
For  periods  of  1 to  30  days,  these  patients  were  given  supplementary  fat 
alimentation  by  vein  in  the  form  of  fat  emulsion  containing  "essential” 
as  well  as  other  fatty  acids.  The  result  was  typically  a marked  increase 
in  weight  and  more  positive  nitrogen  and  potassium  balances. 

Meat,  recognized  for  its  high  content  of  biologically  valuable  protein, 
B vitamins,  and  essential  minerals,  provides,  in  addition,  substantial 
amounts  of  nutritionally  important  fat. 

1.  Deuel,  H.  J.,  Jr.:  Newer  Concepts  of  the  Role  of  Fats  and  of  the  Essential  Fatty  Acids  in  the  Diet,  Food 
Res.  20:81  (Jan.-Feb.)  1955. 

2.  Meng,  H.  C.:  Preparation,  Utilization,  and  Importance  of  Neutral  Fat  Emulsion  in  Intravenous  Alimen- 
tation, in  Najjar,  V.  A.:  Fat  Metabolism,  Baltimore,  The  Johns  Hopkins  Press,  1954,  pp.  69-92. 


The  nutritional  statements  in  this  advertisement  have 
been  reviewed  by  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association  and  found  con- 
sistent with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 


( 

I 


I 


I 


I 

I 

i 

I JOHN  G.  MERKEL 
& SONS 

^jPaYoiafot^ — Y/ttva/ff/  STtt/t/t/ie-i 

PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


^'The  substitution  of  oral 
Neohydrin 

for  parenteral  meralluride 
was  successfully 
accomplished  in  97  percent 
of  70  ambulatory 
clinic  out-patients  with 
chronic  congestive 
heart  failure/'*  . 

'"Lawrence,  W.  E.;  Kahn,  S.  S.,  and  Riser,  A.  B.; 

South.  M.J.  47:105,  1954. 


w!  Palatable  Oral  Suspension  Gives 
iher,  Faster  Blood  Levels  than  Twice 
Dose  of  Injected  Procaine  Penicillin 


1 2 4 

Hours  after  Administration 


■ PEN ’VEE*  Suspension, 
300,000  units 


. Procaine  Penicillin  G, 
600,000  units  (one  injection) 


This  ready-mixed,  stable,  and  pleasantly 
flavored  suspension  is  supplied  as  follows:  Pen* 
V EE' Suspension,  300,000  units  per  5-cc.  tea- 
spoonful, bottles  of  2 fl.  oz.  Also  available: 
PEN*VEE*Orai  Tablets,  200,000  units,  scored, 
bottles  of  36;  500,000  units,  scored,  bottles  of  12. 


Pen  ‘A^e*  Suspension 


Benzathine  Penicillin  V Oral  Suspension 


ORAL  PENICILLIN 


WITH 

INJECTION  PERFORMANCE 


Philadelphia  1,  Pa. 


•Trademark 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


SINCE 

1902 


PHYSICIANS 

SURGEONS 

DENTISTS 


S4, 500,000  ASSETS 
S23.000.000  PAID  FOR  BENEFITS 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

! UOMAHA  2,  NEBRASKA 


Baynard  Optical 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it’s  insurable  tee  can  insure  it 
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FRAIM’S  DAIRIES 

Q)aiiy 
^tnce  J9CO 

GOLDEN  GUERNSEY  MILK 

Wilmington,  Del.  Phone  6-8225 

EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natural,  oral 
estrogett 


flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone  8-4388 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


A Store  for  . . . 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


AYERST  laboratories 

New  York,  N.  V.  • Moiureal.  Canada 
5645 
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ANTEPAR’ 


® 


* 


for  "This  Wormy  World' 


PINWORMS 

ROUNDWORMS 


*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 
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The  Bells  Are  Ringing 


in  cities,  towns  and  villages  all  over  America,  the  ringing  of  church  bells  one  day  in 
April  will  mark  the  launching  of  the  annual  Cancer  Crusade  of  the  American  Cancer 
Society.  At  the  same  time,  in  many  doctors’  offices,  the  staccato  ring  of  door  and 
telephone  bells  will  mark  the  success  of  a major  objective  of  the  Society. 


“Fight  Cancer  with  a Checkup”  is  the  American  Cancer  Society’s  immediate,  short- 
range  answer  to  the  terrible  toll  of  lives  taken  each  year  by  this  dread  disease.  It  is  to 
your  office  that  the  Society  is  urging  the  public  to  go  for  the  periodic  examinations 
that  can  mean  the  early  detection  and  prompt  treatment  of  cancer,  and  could  pre- 
vent thousands  and  thousands  of  needless  deafhs. 


Achievement  of  our  ultimate  goal  — the  conquest  of  cancer—  will  be  largely  determined 
by  the  response  to  our  plea  to  “Fight  Cancer  with  a Check”.  This  year  the  Society 
needs  $26,000,000  to  carry  on  its  vital  program  of  education,  research  and  service. 


“Fight  Cancer  with  a Checkup  and  a Check”— a winning  combination.  With  your  support 
and  the  cooperation  of  the  public,  the  sound  of  victory  will  one  day  ringthrough  the  land. 


American  Cancer  Society 
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Trasentine- 


integrated  relief . . . 
mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


Enjoy  instant^  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
other  uses.  Besides,  you  save  time  and 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


many 

worry 


DEUWARIPOWEnEUGHlCO. 


With  an  Automatic  Gas 

WATER  HEATER 


XXXVlll 


Delaware  State  Medical  Journal 


March,  1956 


Upjohn 


KALAMAZOO 


‘Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


PATRONIZE 

OUR 

ADVERTISERS 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


I 
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routine  \ J 

physiologic  \ P 
support  V 

for  your  ^ 

aging 
patients 

"therapeutic  bile" 

DECHOLIN' 

one  tablet  t.i.d. 

to  improve  liver  function^ 
to  produce  fluid  bile^ 
to  restore  intestinal  function^ 

Clinical  evidence  substantiates 
the  value  of  /i3'drocholeresis»with 
Decholin  as  routine  adjunctive 
therapy  in  older  patients. 

(1)  Schwimmer,  D.;  Boyd,  L.  J.,  and 
Rubin,  S.H.:  Bull.  New  York  M.Coll. 
76:102,  1953.  (2)  Crenshaw,  J.  F.: 
Am.  J.  Digest.  Dis.  77:387,  1950. 
(3)  King,  J.  C.:  Am.  J.  Digest.  Dis. 
22:102,  1955. 

Decholin  (dehydrocholic  acid,  Ames) 
and  Decholin  Sodium  (sodium  dehy- 
drocholate,  Ames). 

AMES  COMPANY,  INC 
Elkhart,  Indiana 

Ames  Company  of  Canada,  Ltd.,  Toronto 


in  infant 
feeding 

only  the  highest 

standards 

are  high  enough 


For  45  years  Dextri  - Maltose*- 

Mead  carbohydrate  manufactured  specifically  for  infant  formulas— 
has  been  prepared  with  meticulous  care  to  meet  the  highest 
standards  of  nutritional  and  pharmaceutical  excellence. 


0! 

1 S Y M B O 1- 

o 

F SERVICE  IN  MEDIC 
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E 

I 

1 MEAD  JOHNSON 

& 

COMPANY.  EVANSVILLE  21.  INDIANA. 

u.s. 

A. 
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'Seconal  Sodium' 


(SECOBARBITAL  SODIUM.  LILLY) 


no  nicer  way  to  . 


SUSPENSION 

Chloromycetin* 

PALMITATE 


pleasant-tasting  Chloromycetin  for  pediatric  use 

When  a youngster’s  condition  calls  for  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
you  can  make  the  treatment  pleasant  by  prescribing  SUSPENSION  CHLOROMYCETIN  PALMITATE. 
Because  children  like  the  taste  of  this  custard-flavored  suspension,  missed  doses  and  spilled  doses  are 

avoided.  Each  teaspoonful  is  willingly  taken . . . and  swallowed. 

Precise  adjustment  of  dosage,  as  directed,  is  made  easier  for  the  child’s  mother  with  SUSPENSION 
CHLOROMYCETIN  PALMIT.A.TE.  The  fact  that  it  needs  no  refrigeration  is  an  added  convenience. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


supplied: 

SUSPENSION  CHLOROMYCETIN  PALMITATE, 
containing  the  equivalent  of  125  mg. 
of  CHLOROMYCETIN  per  4 CC., 
is  available  in  60-ec.  vials. 


PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 


All  the 


Multiple  Compressed  Tablets  ‘Co-Deltra’  and  ‘Co- 
Hydeltra’  are  unique  among  the  dosage  forms  of  the 
newer  steroids,  because  they  are  specifically  designed 
as  a tablet  within  a tablet  to  provide  stability  and  to 
release  in  sequence,  antacid  and  anti-inflammatory 
agents  . . . 


1.  the  outer  layer  of  antacids  (aluminum  hydroxide  gel 
and  magnesium  trisilicate)  comes  into  contact  w'ith  the 
gastric  mucosa  first  . . . and  after  it  is  completely 
dissolved  . . . 


2.  the  hitherto  intact  inner  core  containing  the  anti- 
inflammatory agent  (either  prednisone  or  predniso- 
lone) then  begins  to  release  its  full  therapeutic  poten- 
tial . . . and  not  before. 


Multiple 

Compressed 

Tablets 


eltra 

Prednisone  Buffered 


benefits  of  prednisone 
and  prednisolone 
plus  positive  antacid 
action  to  minimize 


gastric  distress... 


A reportedly  higher  incidence  of  gastric  dis- 
tress in  patients  receiving  the  newer  steroids 
prednisone  and  prednisolone  indicates  the 
desirability  of  co-administering  non-systemic 
antacids.* 

To  help  the  physician  cope  with  this  prob- 
lem of  gastric  distress  which  might  other- 
wise become  an  obstacle  to  therapy  with  the 
newer  steroids  . . . Multiple  Compressed 
Tablets  *Co-Deltra’  (Prednisone  Buffered) 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 
are  trade-marks  of  Merck  & Co.,  Inc. 


and  ‘Co-Hydeltra’  (Prednisolone  Buffered) 
are  now  available. 

‘Co-Deltra’  and  ‘Co-Hydeltra’  are  now 
available  in  bottles  of  30  on  your  prescrip- 
tion. Each  Multiple  Compressed  Tablet 
contains ; 

Prednisone  or  Prednisolone,  5 mg.;  300 
mg.  of  dried  aluminum  hydroxide  gel,  U .S.  P., 
and  50  mg.  of  magnesium  trisilicate. 

1.  Bollet,  A.  J.,  Black,  R.,  and  Bunim,  J.  J. : J.A.M.A.  158: 
459,  June  II.  1955. 


Throughout  the  world . . . 
use  in  millions  of  cases 
and  reports  by  thousands 
of  physicians  have  built 
confidence  in 


TERRAMYCIN 

BRAND  OF  OXYTETRACYCLINE 


. . . well-tolerated, 
rapidly  effective 
broad-spectrum 
antibiotic  of  choice. 


Pfizer 


Capsules,  tablets, 
taste-tempting  liquid 
forms  and  special 
preparations  for 
parenteral,  topical 
and  ophthalmic  use. 

Pfizer  Laboratories,  Division,  Clias.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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Two  articles  in  the  April  30th  issue  of  The  Journal  of  the  AMA’-^  report  on  .. . 

an  entirely  new  type  of  tranquilizer 
with  muscle  relaxant  action -orally  effective  in 

ANXIETY,  TENSION 
and  MENTAL  STRESS 

• no  autonomic  side  effects— well  tolerated 

• selectively  affects  the  thalamus 

• not  related  to  reserpine  or  other  tranquilizers 

• not  habit  forming,  effective  within  30  minutes 
for  a period  of  6 hours 

• supphed  in  400  mg.  tablets.  Usual  dose: 

1 or  2 tablets— 3 times  a day 

1.  SeUing,  L.  S.:  J.A.M.A.  157:  1594,  1955.  2.  Borrus,  J.  C.:  J.A.M.A.  157:  1596, 1955. 

Miltowri 

the  original  meprobamate  — 2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate  — U.  S.  Patent  2,724,720 


DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.J. 

Literature  and  Samples  Available  On  Request 
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What  makesTiceroy 
different  from 
other  filter  cigarettes  ? 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tobacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


Hf  fis  LfoU.  CQh  ~kfl 

Hhe,  ( 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

'filter  ^ip 
CIGARETTES 
KING-SIZE 


MUSCLE-RELAXING  ACTION 


For  significant  relief  in  myositis,  osteoarthritis,  backstrain,  and 
related  conditions  marked  by: 

• Muscle  spasm  • Stijffhess  and  tenderness 


• Restriction  of  motion  • Pain 

As  a superior  muscle-relaxant,  Equanil  offers 
predictable  action  and  full  effectiveness  on 
oral  administration.  It  does  not  disturb  auto- 
nomic function  and  is  relatively  free  from 
gastric  and  other  significant  side-effects.  Its 
anti-anxiety  property  provides  important  cor- 
relative value. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  ad- 
justed either  up  or  down,  according 
to  the  clinical  response  of  the  patient. 
Supplied:  Tablets,  400  mg.,  bottles  of  50. 


© 

Philadelphia  1,  Pa. 


anti-anxiety  factor 
with  muscle-relaxing  action 
...relieves  tension 
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KARO®  SYRUP  . . . meets  the  need 


for  an  easily  digested  milk  modifier 


Since  the  newborn  infant  has  very  little 
ability  to  digest  starchy  foods,  the  carbo- 
hydrate requirements  of  the  formula-fed 
baby  are  best  met  with  a milk  modifier  which 
places  a minimum  demand  on  the  digestive 
system. 

Karo  syrup  has  been  a carbohydrate  milk 
modifier  of  choice  for  three  generations. 
Because  it  is  a balanced  mixture  of  dextrins, 
maltose  and  dextrose,  it  enables  the  feeding 
of  larger  amounts  of  total  carbohydrate  with- 
out producing  gastro-intestinal  disturbances. 

Other  characteristics  that  commend  the 


use  of  Karo  for  milk  modification  are — the 
ease  with  which  formulas  may  be  calculated 
or  prepared— its  ready  availability— and  its 
economy.  Light  or  dark  Karo  syrup  may  be 
used  interchangeably  with  cow’s  milk  or 
evaporated  milk  and  water.  Each  fluid  ounce 
(2  tablespoonfuls)  yields  120  calories  of 
solid  nutrition. 


1906  • SOth  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 
MEDICAL  DIVISION 
17  Bolten  Ploce.  New  Yort  4.  N Y 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 


tress which  might  otherwise  become  an  obstacle 


to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


M ULXIPLE 
Compressed 
Tablets 


Prednisone  Buffered 


and 


'Co-Hydeltra' 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Prednisolone  Buffered 

Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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k en  Appetites  La^ 

and  Spirits  are  Low 


There  may  not  be  too  many  pleasant  anticipations  in  the  lives 
of  your  elderly  or  convalescent  patients — but  a glass  of  wine 
before  meals  or  at  bedtime  can  give  a much  needed  “lift”  not 
only  to  appetite  but  to  spirits. 

Moreover,  the  use  of  wine  for  its  “tonic”  effect  need  no  longer 
be  based  on  empiricism  or  age-old  tradition.  Recent  research  is 
shedding  new  light  on  the  true  rationale  of  wine  in  clinical 
practice. 

Thus  it  has  been  shown  recently  that: 

— 2 or  5 ounces  of  dry  table  wine  can  markedly  increase  olfactory 
acuity  and  appetite  m anorexia 

— moderate  amounts  of  wine  increase  appreciably  not  only  the 
volume  but  the  proteolytic  power  of  gastric  juice 

— the  buffering  action  of  the  phosphates,  organic  acids  and  tan- 
nins m wine  Induces  a sustained  increase  in  gastric  secretion 
and  gastric  motility 

— wine  offers  a quickly'  metabolized  source  of  nutrient  energy 

— wine  possesses  significant  diuretic,  vasodilating  and  relaxing 
properties — ideal  tor  bedtime  sedation 

For  a few  cents  a day  your  patients  can  have  wines  produced 
from  the  world’s  finest  grape  varieties,  grown  m an  ideal  climate 
and  handled  with  consummate  sklfl. 

A copy  of  “Uses  of  Wine  in  Medical  Practice” — summarizing 
recent  research  findings — is  available  to  you  at  no  expense,  by 
writing  to:  Wine  Advisory-  Board,  717  Market  Street,  San  Fran- 
cisco 5,  California. 
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r™  SICK  and 

COMVW««HT 


th 


New  Booklet  Presents 
Latest  Facts  on  Feeding  the  Sick 


Adequate  nutrition  during  illness  and  convalescence  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent”  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  ot  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet, 


plus  11  pages  of  tested  nourishing  recipes. 

If  vou  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 


Chas.  B.  Knox  Gelatine  Company,  Inc.  J 

Professional  Service  Department  SJ-16  J 

Johnstown,  N.  \.  { 

• 

Please  send  me copies  of  the  new  Knox  ' 

“Sick  and  Convalescent”  booklet.  i 

■ 

I 

YOL'R  NAME  AND  ADDRESS  • 

• 

I 

I 

■ 

I 

■ 

I 

I 

i 

I 
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when  the 
patient 
needs  a 


diuretic— 


HE  NEEDS  AN  ORGANOMERCURIAL 

In  those  patients  with  borderline  or  very  mild  congestive  heart  failure  who  can  even 
get  along  without  diuretic  therapy,  any  agent  producing  minimal  or  intermittent 
diuresis  may  appear  to  produce  benefit. 

But  when  cardiac  decompensation  — mild,  moderate,  or  severe— is  established,  depend- 
able and  continuously  effective  diuresis— obtainable  only  with  potent  oral  organomer- 
curials— is  a therapeutic  necessity. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (ia.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MCRALLURiDE  INJECTION 


9945$ 


Even  where  hydrocortisone,  cortisone,  and  other  agents  had 
failed,  prednisolone  (STERANE)  restored  articular  mobility 
and  functional  capacity  to  normal  In  rheumatoid  arthritis.^ 

Four  times  more  effective  than  hydrocortisone,  and,  on  the 
basis  of  preliminary  findings,^*^  superior  in  potency  even  to 
prednisone  (cortisone  analog),  STERANE  Is  also  relatively 
free  of  such  hormonal  side  effects  as  edema,  hypertension, 
or  hypopotassemia. 

Supplied:  White,  5 mg.  oral  tablets.  References:]. Bunim,J.J.,etal.:J.A.M.A. 

. . r . ..  157:311,  1955.  2.  Forsham,  P.  H„  et 

in  bottles  of  20  and  100.  Pink,  1 mg.  a,.,  paper  presented  at  First  Inter- 
oral tablets,  in  botties  of  100.  Both  nat.  Conf.  on  Prednisone  and  Pred- 

, , , . , . , . nisolone,  New  York,  May  31-June 

are  deep-scored  and  inthedis-  i955.  3.  periman,  p.  l.,  and 

tinctive  **easy-tO-break”  size  and  Tolksdorf,  S.:  Scientific  Exhibit  pre- 

, seated  at  A.M.A.  Annual  Meet., 

PfiZGr  oval  shape.  AtlanticCIty,  June  6-ll,  1955. 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


brand  of  prednisolone 
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All  the  benefits  of  prednisone 

and  prednisolone 


plus  positive  antacid 
action  to  minimize 


gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


detra 


Prednisolone  Buffered 


Multiple 


and 


Compressed 


'Co-Deltra' 


Prednisone  Buffered 


Tablets 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied : Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  ihe  trademarks  of  Merck  & Co..  Inc. 
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confirms  and  defines  superiority  over 
other  Rauwoifia  preparations  in  the 
treatment  of  HYPERTENSION 


• Rauwiloid  represents  the  balanced,  mutually  potentiated 
actions!  of  several  Rauwoifia  alkaloids,  of  which  reserpine  and 
the  equally  antihypertensive  rescinnamine  have  been  isolated. 

• Hence,  reserpine  is  not  the  total  active  antihypertensive  prin- 
ciple of  the  rauwoifia  plant. 

• Rauwiloid  is  freed  of  the  undesirable  alkaloids  of  the  whole 
rauwoifia  root.  Recent  investigations  confirm  the  desirability 
of  Rauwiloid  (because  of  the  balanced  action  of  its  contained 
alkaloids)  over  single  alkaloidal  preparations; . . mental  depres- 
sion..  .was ...  less  frequent  with  alseroxylon...”^ 


The  dose-response  curve  of  Rauwiloid  is  flat, 
and  its  dosage  is  uncomplicated  and  easy  to 
prescribe ...  merely  two  2 mg.  tablets  at  bedtime. 


1.  Cronheim.  G.,  and  Toekcs,  I.  M.;  Comparison  of  Sedative  Proi>erties  of  Single 
Alkaloids  of  Rauwoifia  and  Their  Mixtures,  Meet.  Am.  Soc.  Pharmacol.  & Exper. 
Therap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.;  Drug  Therapy  (Rauwoifia)  of  Hyperten- 
sion. II.  A Comparative  Study  of  Different  Extracts  of  Rauwoifia  When  Each  Is  Used 
Alone  (Oially)  for  Therapy  of  Ambulatory  Patients  with  Hypertension,  A,M.A. 
Arch.  Int.  Med.  96:5M)  (Oct.)  1955. 


Rauwiloid  is  the  original  alseroxylon  fraction  of  India-grown 
Rauwoifia  serpentina,  Benth.,  a Riker  research  development. 
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Dipjohn 


Ulcer  protection 


that 

lasts  all 

night 

Tablets 


Sterile 

Solution 


Famine 


* 

BROMIDE 


Each  tablet  contains: 

Methscopolamine  bromide  2.5  mg. 

Average  dosage  (ulcer): 

One  tablet  one-half  hour  before  meals,  and  1 
to  2 tablets  at  bedtime. 

Supplied:  Bottles  of  100  and  500  tablets 


Each  5 cc.  (approx.  1 tsp.)  contains: 
Methscopolamine  bromide  1.25  mg. 

Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily. 
Supplied:  Bottles  of  4 fluidounces 


Each  cc.  contains: 

Methscopolamine  bromide 1 mg. 

Dosage : 

0.25  to  1.0  mg.  (^,4  to  1 cc.),  at  intervals  of  6 to  8 
hours,  subcutaneously  or  intramuscularly. 

Supplied:  \'ials  of  1 cc. 


*TftAOeMARH.  REG.  U.  S.  PAT.  OFF. THE  UPJOHN  BRAND  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 


relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."* 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.* 

(1)  Payne,  R.  W.;  Shetlar,  AA.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  AAed.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1 : 168,  1955.  (3)  Halbroak,  W.  P.:  AA.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


I 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
5M5S  In  Canada:  Geigy  Pharmaceuticals,  AAontreal 
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EARLY  DIAGNOSIS  + PROMPT  TREATMENT 


fi 


/-fiqkoA.  (smm.  Qme 

Simple  office  detection  and  diagnostic  procedures  make  it  possible  for  you  to  help 
prevent  one-third  of  current  annual  cancer  deaths. 

The  General  Practitioner  can  obtain  free,  up-to-date  information  on  early  detection, 
diagnosis  and  treatment  of  cancer,  from  the  American  Cancer  Society. 


Professional  Films 

A series  of  24  kinescopes*  of 
color  television  clinical  teach- 
ing conferences,  entitled 
"Physicians’  Conferences  on 
Cancer,”  presented  by  leading 
clinicians  in  the  cancer  field; 
plus  about  150  other  films  on 
cancer  detection,  diagnosis  and 
treatment. 


CA  — A Bulletin  of 
Cancer  Progress 

Published  bimonthly.  Digests 
and  abstracts  of  current  arti- 
cles on  cancer  in  the  medical 
literature  of  practical  value  to 
the  doctor.  Also  contains  fea- 
ture articles,  questions  and 
answers,  news  items,  clinical 
conferences,  etc. 


Monograph  Series 
Published  about  twice  yearly. 
Series  of  textbooks  on  cancer 
by  site,  emphasizing  detection 
and  diagnosis  for  the  practic- 
ing physician,  written  by  out- 
standing clinicians. 


Cancer  Current  Literature 

Issued  monthly.  Listing  of  cur- 
rent articles  appearing  in  the 
medical  literature,  domestic 
and  foreign,  pertaining  to  can- 
cer in  whole  or  in  part. 


Journal  Cancer 
Published  bimonthly.  A Profes- 
sional Journal  bridging  the  gap 
between  the  investigator  in  his 
laboratory  and  the  physician  at 
the  bedside.  Latest  results  and 
applications  of  clinical  cancer 
research. 


¥ 


For  information  about  these  and  other  materials, 
write  Your  Division  of  the 

American  Cancer  Society 


•Approved  by  the  American  Academy  of  General 
Practice  for  Informal  Study  Credit.  (16  mm 
color  sound  films;  running  time  30-50  minutes) 


I 


ideal  endocrine  “companion” 

for  menopausal  patients 


T *S?1r;  -, 

Mi- 

5 


comforts  — Conir oh  major  symptoms  within  6 to  10  days,  hot 
flushes  in  as  few  as  3 days. 

c/ieers— Confers  a welcome  feeling  of  physical  vitality  and 
mental  well-being. 

com patible  — ^luch  less  prone  to  cause  the  side  effects  so  often 
experienced  with  stilbene  derivatives. 

thrifty — Does  “a  better  job  at  far  less  cost"’  and  is  “much  better 
to  use  than  any  of  the  so-called  naturally  conjugated  estrogens.’”^ 


*Clinlon.  M.,  Round  Table  Disrussion  : New  York  J.  Metl.  54:181.  1951. 
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prevents  postpartum  hemorrhage 
speeds  uterine  involution 


'Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 


, . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 

'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
uterine  infection. 

dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 


Supplied: 

Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


5LI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

$5S»- 
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POLYPS  OF  THE  COLON  AND  RECTUM 
Guiding  Principles  in  their  Management 

John  C.  Pierson,  M.D.,* 
Wilmington,  Del. 

In  a general  consideration  of  the  subject 
of  colonic  and  rectal  polyps  the  role  of 
treatment  acquires  particular  importance 
because  in  each  instance  one  is  dealing 
either  with  a lesion  that  is  already  ma- 
lignant, or  if  benign,  that  has  a high  po- 
tential for  becoming  malignant.  It  is 
mandatory  then  that  the  treatment  applied 
in  a given  case  be  adequate  for  that  parti- 
cular situation.  It  is  no  less  our  responsibil- 
ity, however,  to  confine  our  treatment  to 
those  limits  dictated  by  the  character  of 
the  lesion  in  question;  overtreatment  in 
most  instances  cannot  be  condoned. 

What  are  these  factors  that  on  the  one 
hand  require  radical  extirpation  and  on  the 
other  call  for  a more  conservative  manage- 
ment? It  is  not  easy  to  answer  this  ques- 
tion dogmatically  or  categorically.  As  a 
practical  approach  to  the  matter,  however, 
the  following  outline  can  serve  as  a basis 
for  what  might  be  termed  a discriminating 
attack  on  the  problem  of  rectal  and  colon 
polyps. 

I.  What  is  the  nature  of  the  pathology? 

A.  Benign? 

B.  Malignant?  Grading  of  the  polyp. 

II.  Gross  characteristics  as  determined 
by  direct  inspection  and  palpation? 

III.  Location  of  the  lesion? 

IV.  Age  of  patient? 

Now  let  us  consider  each  of  these  factors. 
In  what  respect  do  they  influence  our  treat- 
ment? 

A.  Pathologic  features;  Here  the 
surgeon  can  be,  but  in  a practical  sense 
should  not  be,  completely  at  the  mercy  of 
his  reporting  pathologist.  The  decisions  of 
pathologists  are  subject  to  recognized  laws 
— so  also  are  the  decisions  of  our  Federal 
Supreme  Court.  It  does  not  follow,  how- 
ever, that  such  decisions  are  necessarily  in- 

*  Director,  Department  of  Surgery.  Memorial  Hospital. 


fallible.  Pathologists  and  Supreme  Court 
Justices,  in  spite  of  their  erudition  and 
their  last-word  prerogative,  are  still  human 
beings  and  as  such,  are  capable  of  error 
just  like  the  rest  of  us.  Not  only  so,  but 
as  human  beings  governed  by  the  need  for 
interpretation,  their  very  license  to  inter- 
pret can  be  swayed  by  fears,  prejudices  and 
by  personal  peculiarities. 

By  way  of  illustration,  the  pathologist 
on  receiving  a biopsy  of  a rectal  polyp  re- 
ports: “non-invasive  carcinoma  arising  in 
an  adenomatous  polyp.”  The  surgeon  re- 
moves it  by  snare  and  fulguration  (but  un- 
fortunately — not  completely!).  Follow-up 
examination  some  six  months  later  reveals 
a well-developed  carcinoma  at  the  site  of 
the  previous  polyp.  The  pathologist  was 
not  at  fault.  The  surgeon  underdid  the 
job  and  yet  the  effect  so  far  as  the  patholo- 
gist is  concerned  might  be  henceforth  to  call 
all  borderline  cases  (at  least  those  of  the 
surgeon  in  question)  unequivocal  cancer. 
Or  the  surgeon,  in  turn,  having  lost  confi- 
dence in  his  pathologist  needlessly  subjects 
the  “border-line  case”  to  a routine  abdom- 
ino-perineal  resection.  Neither  pathologist 
nor  surgeon  realized  the  primary  lesion  was 
inadequately  treated.  The  incident  is  either 
charged  to  “just  one  of  those  things”  or  is 
registered  in  the  minds  of  both  as  a painful 
lesson  — “don’t  underestimate  the  temper 
of  a polyp.” 

This  matter  of  microscopic  diagnosis  of 
rectal  and  colon  polyps  is  frequently  diffi- 
cult and  the  role  of  the  pathologist  in  it  is 
fully  appreciated  by  the  surgeon.  It  is  not 
made  easier  for  him  either  when  the  same 
slide  is  reviewed  by  three  pathologists,  one 
giving  as  his  diagnosis  — benign  adenoma- 
tous polyp;  one  — Grade  I carcinoma;  and 
the  third  — adeno-carcinoma,  without  res- 
ervation of  any  kind.  In  Wilmington,  we 
are  fortunate  in  the  fact  that  each  week 
some  6 or  7 pathologists  in  the  state  meet 
as  a group  to  review  slides  of  all  cases  hav- 
ing special  interest  or  diagnostic  uncertain- 
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ty.  I am  sure  that  this  combined  approach 
is  of  great  benefit  to  patient,  surgeon  and 
pathologist. 

It  is  because  of  this  recognized  difference 
in  interpretation  of  polyps  that  I have 
chosen  to  add  Item  II,  viz.,  the  look  and 
feel  of  the  polyp  in  question.  The  patholo- 
gist can  describe  what  he  has  seen  micro- 
scopically but  it  may  be  that  the  tissue 
submitted  is  not  truly  representative  of  the 
polyp  in  situ.  Does  it  look  malignant  as 
viewed  through  a proctoscope  or  sigmoido- 
scope, is  there  a tactile  sense  of  induration 
if  it  happens  to  be  within  digital  reach  or, 
is  there  a transmitted  impression  of  a cer- 
tain suspicious  consistency  as  the  biopsy 
forceps  or  examining  ’scope  engage  against 
it?  The  patient  with  a rectal  or  colon  polyp 
is  entitled  to  the  joint  diagnostic  judgment 
of  pathologist  and  surgeon.  A negative  re- 
port from  the  pathologist  can  be  rejected 
by  the  experienced  clinical  examiner  when 
what  he  has  seen  and  felt  fits  more  proper- 
ly into  what  previous  experience  has  proven 
to  be  a malignant  polyp.  This  need  for 
a practiced  eye  and  discriminating  touch 
applies  particularly  to  those  lesions  which 
initially  appear  to  be  polyps  but  in  reality 
are  merely  the  margin  of  a typical  carci- 
noma not  fully  visualized  because  of  over- 
hanging mucosa  or  technical  difficulty  in 
exposure  of  the  entire  lesion. 

There  is  still  another  aspect  of  this  prob- 
lem of  pathology  in  so  far  as  proper  treat- 
ment is  concerned.  I refer  here  to  the  gross 
differentiation  between  papillary  adenomas 
or  villiform  tumors  and  the  adenomatous 
polyps.  This  difference  may  not  be  ap- 
parent microscopically  and  yet  their  gross 
appearance  as  a highly  vascular,  friable 
stricture,  almost  spongy  in  consistency,  is 
quite  characteristic.  These  lesions  have  a 
great  tendency  to  recur  after  local  removal 
and  require  much  more  radical  treatment 
than  their  appearance  under  the  micro- 
scope might  seem  to  warrant.  Often  the 
malignant  changes  are  deep  in  the  sparse 
stroma  of  these  polyps  and  if  the  surgeon 
fails  to  take  into  account  what  he  saw 
with  his  own  eyes  at  the  time  of  biopsy 
or  of  total  excision  he  may  later  discover 
to  his  sorrow  that  the  pathologist’s  impres- 
sion was  just  that.  Knowledge  of  the  clinical 


behavior  of  such  tumors  is  the  responsibil- 
ity of  the  surgeon.  Such  knowledge  will 
dictate  the  appropriate  treatment,  viz.,  re- 
section regardless  of  the  accepted  micro- 
scopic criteria  for  malignancy. 

In  what  sense  does  the  location  of  the 
lesion  enter  into  our  decision  as  to  treat- 
ment? Well,  in  the  first  place,  something 
like  70-75%  of  polyps  are  within  visual 
reach  of  the  sigmoidoscope.  The  further 
fact  that  this  is  the  end  of  the  line,  so  to 
speak,  undoubtedly  affects  our  manage- 
ment of  polyps  in  this  segment  of  bowel. 
Unlike  the  sigmoid  or  other  areas  of  the 
colon,  our  longitudinal  range  in  the  rectal 
segment  is  considerably  compromised.  Be- 
cause of  this  anatomic  fact  as  well  as  be- 
cause of  instrumental  accessibility,  polyps 
that  can  be  visualized  over  their  entirety, 
and  their  point  of  origin  fully  encircled  by 
a snare,  should  be  removed  in  this  manner 
and  the  base  fulgerated.  The  entire  polyp 
is  then  submitted  for  multiple  microscopic 
section.  If  no  evidence  of  lymphatic  in- 
vasion or  of  malignant  change  beyond 
Grade  I is  found,  no  further  treatment  is 
indicated.  Periodic  re-examination,  how- 
ever, must  be  insisted  upon.  On  the  other 
hand,  if  Grade  II  or  III  carcinoma,  or  lym- 
phatic invasion,  was  revealed,  observation 
only  cannot  be  indulged  in  regardless  of 
our  clinical  impression  of  low-grade  malig- 
nancy or  of  complete  removal.  Such  a case 
should  be  handled  as  we  would  any  case 
of  unqualified  adeno-carcinoma. 

I shall  not  go  into  the  technical  manage- 
ment of  snare  excision  and  fulgeration  of 
rectal  polyps  except  to  say  that  in  my  own 
personal  practice  just  as  I would  prefer 
to  repair  a diaphragmatic  hernia  via  trans- 
thoracic approach,  so  in  polyps  of  any  size 
or  of  questionable  appearance  above  15-18 
cm.,  I prefer  to  have  a direct  look  and  feel 
by  means  of  laparotomy.  Whether  then 
a local  excision  of  the  polyp  after  colotomy 
or  segmental  resection  is  followed  will  be 
determined  by  individual  factors.  I am 
sure  that  those  with  more  experience  than 
I have  had  would  feel  that  they  could  ade- 
quately treat  the  same  lesion  sigmoidoscop- 
ically;  as  for  me,  however,  control  at  this 
distance  is  a little  too  remote  and  I content 
myself  with  doing  nothing  more  than  ex- 
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cisional  biopsy;  even  if  reported  as  a be- 
nign polyp  I seem  to  prefer  direct  exposure 
of  the  lesion  by  an  abdominal  approach. 

What  about  polyps  above  the  reach  of 
the  sigmoidoscope?  I have  over  the  years 
treated  them  both  by  colotomy  with  local 
excision  of  the  polyp  and  by  segmental  re- 
section. More  recently  — perhaps  over  the 
last  6-8  years  — I have  come  to  feel  that 
segmental  resection  is  preferable;  since  in 
this  location,  one  does  not  have  the  benefit 
of  pre-operative  biopsy.  As  one  follows  the 
reports  of  others,  I am  sure  that  resection 
is  now  rather  generally  accepted  as  the  pre- 
ferred procedure.  I do  believe  that  the  re- 
section should  include  a generous  wedge  of 
mesentery  subjacent  to  the  polyp,  also  that 
careful  palpation  of  the  entire  colon  should 
be  followed  even  if  no  other  suspicious  areas 
were  visualized  by  pre-operative  x-ray.  I 
also  believe  that  when  multiple  polyps  were 
detected  by  barium  enema,  there  is  a defi- 
nite place  for  direct  interior  examination 
as  has  been  recommended  by  Deooish  and 
others.  This  is  a much  more  feasible  pro- 
cedure since  antibiotic  preparation  results 
in  a much  cleaner  bowel  than  could  be 
achieved  by  diet  and  mechanical  means 
alone. 

Just  a word  as  to  the  fourth  factor  stated 
at  the  outset  as  affecting  treatment  of 
polyps  — age  of  patient.  We  will  all  prob- 
ably agree  in  spite  of  our  increasing  exper- 
ience in  the  surgical  treatment  of  elderly 
patients  and  their  surprising  tolerance  for 
even  very  major  procedures,  that  in  the 
field  of  rectal  and  colon  polyps,  there  are 
instances  when  we  should  take  a more  con- 
servative attitude  than  we  might  apply  to 
a younger  patient.  In  a given  case  75-85 
years  of  age  — even  with  a papillary  ade- 
noma of  the  lower  rectum,  I would  prefer 
to  excise  the  lesion  and  await  local  evi- 
dence of  recurrence  than  to  put  such  a 
patient  through  an  abdominal  perineal  re- 
section. Similarly,  I might  settle  for  coloto- 
my and  local  polypectomy  in  the  patient 
of  advanced  years.  By  way  of  illustrating 
the  need  for  individualization,  however, 
within  the  past  few  weeks  decision  in  favor 
of  a low  anterior  resection  and  anastamosis 
in  a well-preserved  man  of  84  was  made  and 
carried  out.  He  had  noticed  a little  rectal 


bleeding,  was  sigmoidoscoped  elsewhere  and 
biopsy  reported  as  benign  polyp.  On  subse- 
quent examination  in  my  office  a polyp- 
like lesion  1.5-2  cm.  in  size  at  20  cm.  from 
the  anorectal  junction  was  seen.  It  had 
a rather  suspicious  appearance  and  biopsy 
reported  as  adenocarcinoma.  The  gross 
specimen  after  resection,  while  showing 
some  polypoid  characteristics,  really  had 
more  the  appearance  of  an  early,  garden 
variety  of  rectal  carcinoma. 

I am  sure  that  the  age  factor  does  de- 
serve consideration,  but  as  stated  earlier, 
the  tired  clinical  cliche  of  individualization 
of  patients  is  especially  appropriate  to  this 
subject  of  treatment  of  colon  and  rectal 
polyps.  This  individualization,  however, 
should  be  predicated  upon  observance  of 
those  factors  previously  referred  to,  viz.: 

1.  The  microscopic  characteristics  of  the 
lesion 

2.  Its  gross  or  clinical  peculiarities  (visu- 
al and  palpable) 

3.  The  level  at  which  the  lesion  is  visual- 
ized (sigmoidoscope  or  x-ray) 

4.  The  age  of  the  patient  under  consid- 
eration 

It  would  seem  rational  and  not  too  opti- 
mistic to  expect  such  a program  of  treat- 
ment to  result  in  fewer  cancers  of  the 
rectum  and  colon  and  in  more  cures  in 
those  polyps  already  showing  malignant 
change. 


PLEURAL  EFFUSION 
A statistical  analysis  of  100  cases 
in  which  thoracentesis  was  performed* 

Ralph  M.  Myerson,  M.D. 

An  accumulation  of  fluid  in  the  pleural 
space  deserves  prompt  and  serious  consider- 
ation by  the  attending  physician.  Pleural 
effusion  is  frequently  the  primary  manifes- 
tation of  intrathoracic  disease.  Less  com- 
monly, it  is  one  of  the  manifestations  of 
extrathoracic  or  systemic  disease. 

The  diagnosis  of  pleural  effusion  is  not 
always  an  easy  one.  The  symptoms  pre- 
sented by  the  patient  are  usually  nonspe- 
cific. The  physical  signs  of  fluid  in  the 
chest  vary  within  wide  limits,  depending 

^ From  the  Medical  Service.  Veterans  Administration  Hos- 
pital, Philadelphia,  Pennsylvania. 

Presented  March  19,  1956  at  the  Ninth  Annual  Postgradu- 
ate Course  on  Diseases  of  the  Chest  sponsored  by  the  Amer- 
ican College  of  Chest  Physicians  and  the  Laennec  Society  of 
Philadelphia. 
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on  the  size  of  the  effusion,  the  degree  of 
lung  collapse,  the  nature  of  the  underlying 
disease,  the  mobility  of  the  mediastinum 
and  other  factors.  The  physical  findings 
may  be  mimicked  by  those  of  pulmonary 
infiltration,  pleural  thickening,  or  atelec- 
tasis in  the  absence  of  mediastinal  shift. 

The  roentgenogram  is  the  most  depend- 
able means  of  diagnosing  fluid  in  the  chest, 
but  is  by  no  means  infallible.  It  is  impor- 
tant to  bear  in  mind  that  in  the  ordinary 
posterior-anterior  upright  roentgenogram  of 
the  average  adult,  300  to  400  cc  of  fluid 
must  be  present  before  it  is  visible.  Small 
effusions  gravitate  into  the  lateral  and  pos- 
terior costophrenic  sinuses  and  are  con- 
cealed by  the  dome  of  the  diaphragm.  The 
use  of  fluoroscopy  and  lateral  decubitus 
films  help  in  the  detection  of  smaller 
amounts  of  free  fluid.  Furthermore,  fluid 
has  much  the  same  density  as  that  of  the 
heart,  diaphragm,  and  subdiaphragmatic 
organs,  and  the  roentgenogram  appearance 
of  a pleural  effusion  may  differ  little  from 
that  of  pleural  thickening,  consolidation  of 
the  lung,  or  neoplasm.  As  is  well  known 
there  is  no  relationship  between  the  type 
of  fluid  and  the  roentgenographic  appear- 
ance. 

Careful  study  of  a sample  of  the  fluid 
may  establish  or  give  a clue  to  the  correct 
diagnosis. 

During  1953,  ’54  and  ’55,  thoracentesis 
was  performed  on  256  patients  admitted  to 
the  Philadelphia  Veterans  Administration 
Hospital.  The  following  report  concerns 
100  of  these  patients  selected  at  random. 
We  were  primarily  interested  in  determin- 
ing which  examinations  of  the  pleural  fluid 
were  of  most  value  in  revealing  the  cause 
of  the  effusion.  An  inevitable  complemen- 
tary study  was  a statistical  survey  of  the 
causes  of  pleural  effusion.  The  only  cases 
excluded  were  those  in  which  the  pleural 
effusion  was  secondary  to  some  thoracic 
surgical  procedure.  It  should  be  borne  in 
mind  that  this  study  concerns  only  those 
patients  with  pleural  effusion  in  whom  a 
thoracentesis  was  performed.  Not  included 
are  those  in  which  a diagnostic  or  thera- 
peutic aspiration  was  not  indicated. 

This  is  a relatively  small  series,  and  since 
our  hospital  population  is  predominately 


male  and  entirely  adult,  it  cannot  be  re- 
garded as  typical.  Actually,  there  were  no 
females  in  the  100  cases  analyzed.  The  age 
range  of  the  patients  was  from  22  to  84 
years. 

The  effusion  was  in  the  right  pleural 
space  in  53  and  in  the  left  pleural  space  in 
44  patients.  The  remaining  three  cases 
had  bilateral  effusions.  Many  of  these  pa- 
tients had  undergone  more  than  one  aspira- 
tion, a total  of  217  thoracenteses  having 
been  done  on  these  100  patients.  In  some 
cases,  multiple  aspirations  were  done  for 
diagnostic  studies  on  the  fluid,  but  in  most, 
the  additional  thoracentesis  were  performed 
to  relieve  symptoms  due  to  accumulation 
of  fluid. 

The  causes  of  the  pleural  effusion  in  these 
100  patients  are  shown  in  Table  I.  The 

PLEURAL  EFFUSION 


CAUSES  NO.  CASES 

Neoplasms  4! 

Infections  27 

Congestive  heart  faiiure  16 

Misceilaneous  !4 


Totai  too 

Table  1 

group  of  cases  with  effusions  due  to  neo- 
plasm is  further  analyzed  in  Table  II.  Only 
cases  with  histologic  evidence  of  neoplasm 
were  included  in  this  group.  As  was  antici- 
pated, carcinoma  of  the  bronchus  was  the 
most  common  neoplastic  cause  of  the  pleur- 
al effusion  with  lymphomas  and  leukemias 

NEOPLASMS  CAUSING  PLEURAL  EFFUSION 


SITE  OR  TYPE  NO.  CASES 

Bronchus  25 

Lymphomas  and  Leukemias  7 

Mesothelioma  2 

Colon  2 

Tongue  / 

Thyroid  / 

Pancreas  / 

Prostate  / 

Malignant  pheochromocytoma  / 


Total  4! 

Table  2 
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next.  The  lack  of  female  patients  accounts 
for  the  noticeable  absence  of  carcinoma  of 
the  breast,  usually  considered  to  be  the 
second  most  common  neoplastic  cause  of 
pleural  effusion. 

Twenty-seven  of  the  one  hundred  pleural 
effusions  were  due  to  infections,  the  causes 
of  which  are  shown  in  Table  III.  The  effu- 

INFECTIONS  CAUSING  PLEURAL  EFFUSION 

Effusion  accompanying  pneumonia  12 

Tuberculosis  10 

Empyema  5 

Total  27 

Table  3 

sions  accompanying  pneumonia  were  those 
that  occurred  simultaneously  or  closely  re- 
lated to  the  acute  process.  This  is  in  con- 
trast to  the  empyemas  or  purulent  effusions 
occuring  as  late  complications  of  un- 
treated or  inadequately  treated  pneumonia. 
Only  cases  of  bacteriologically  proved  tu- 
berculosis were  included  in  the  category  of 
infections. 

Eighteen  patients  who  had  congestive 
heart  failure  with  pleural  effusion  had 
thoracenteses.  The  fluid  was  on  the  right 
in  12,  on  the  left  in  5,  and  bilaterally  in  1. 
The  causes  of  the  cardiac  failure  are  shown 
in  Table  IV.  Fourteen  patients  were  placed 
in  a miscellaneous  group.  (Table  V) 

CARDIAC  FAILURE  PRODUCING  PLEURAL  EFFUSION 


CAUSE  NO.  CASES 

Arteriosclerotic  heart  disease  8 

Rheumatic  heart  disease  3 

Calcific  aortic  stenosis  2 

Hypertensive  heart  disease  2 

Idiopathic  myocarditis  2 

Constrictive  pericarditis  / 


Total  !8 

Table  4 

As  stated  above,  this  study  was  primarily 
undertaken  to  determine  which  examina- 
tion of  the  fluid  had  been  of  most  value  in 
disclosing  the  cause  of  the  effusion.  The 
gross  color,  clarity,  and  viscosity  of  the 
fluid  were  of  value  in  distinguishing  the 
empyemas,  which  were  grossly  purulent. 
Two  patients  with  a nephrotic  stage  of 
glomerulonephritis  had  opalescent  pleural 
effusion.  Twenty-two  of  the  pleural  effu- 
sions were  grossly  bloody  and  considered 


MISCELLANEOUS  CAUSES  OF  PLEURAL  EFFUSION 


CAUSE  NO.  CASES 

Pulmonary  infarction  2 

Nephrotic  stage  of  chronic  glomerulonephritis  2 

Cirrhosis  of  liver  2 

Lupus  erythematosus  t 

Acute  glomerulonephritis  / 

Trauma  t 

Amebic  abscess  of  liver  / 

Subdiaphragmatic  abscess  / 

Polyserositis  due  to  penicillin  reaction  / 

Undetermined  2 

Total  14 

Table  5 


non-traumatic.  Of  these,  17  were  due  to 
neoplasm,  3 to  cardiac  failure,  one  tubercu- 
losis, and  one  trauma.  (Table  VI) 

CAUSES  OF  BLOODY  PLEURAL  EFFUSION 


Neoplasm  / 7 

Congestive  heart  failure  3 

Tuberculosis  / 

Trauma  / 


Total  22 

Table  6 

The  specific  gravity  of  pleural  fluid  is 
usually  measured  and  considered  to  be  of 
value  in  differentiating  the  transudate  due 
to  congestive  heart  failure  from  an  exudate 
secondary  to  neoplastic  disease  or  infec- 
tious process.  A specific  gravity  of  1.016 
is  commonly  accepted  as  the  dividing  point, 
fluids  with  lower  values  being  regarded  as 
transudates.  Although  there  was  some  de- 
gree of  overlapping,  this  was  generally 
found  to  be  true.  The  specific  gravity  of 
pleural  effusions  of  those  patients  with 
congestive  heart  failure  averaged  1.010, 
while  pleural  effusions  due  to  infections  and 
neoplasm  had  an  average  specific  gravity 
of  1.021. 

The  protein  content  of  the  fluid  ap- 
peared to  be  more  accurate  than  the  specific 
gravity  in  distinguishing  the  transudates 
from  the  exudates,  using  3.0  grams  of  pro- 
teins as  a dividing  line.  The  average  pro- 
tein content  of  pleural  effusions  due  to 
cardiac  failure  was  2.4  grams  per  100  cc 
with  only  four  of  sixteen  patients  exceeding 
a value  of  3 grams.  The  average  protein 
of  pleural  effusions  due  to  infection  and  ma- 
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Tetracycline  Lederle 


in  the  treatment  of 

respiratory  infections 

January  and  his  associates'  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
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lignancy  was  about  twice  this  value,  or  4.9 
grams  per  100  cc.  Only  one  of  this  group 
of  patients  had  a protein  of  less  than  3 
grams.  Exceptions  to  this  were  the  effu- 
sions due  to  lymphomas  which  had  an 
average  protein  content  of  only  1.9  grams 
per  cent. 

Carcinoma  cells  were  found  in  the  pleural 
fluid  in  nine  of  the  twenty-two  cases  of 
bronchogenic  carcinoma  in  which  the  fluid 
was  examined  for  this  purpose.  Of  the 
fourteen  pleural  effusions  secondary  to 
metastatic  neoplasm,  only  two  were  positive 
for  malignant  cells.  One  had  a primary 
lesion  in  the  pancreas,  the  other  in  the 
tongue.  None  of  the  lymphomatous  or  leu- 
kemic effusions  yielded  positive  tumor  cells. 
Malignant  cells  were  demonstrated  in  about 
the  same  percentage  of  the  bloody  fluid 
due  to  malignant  lesions  as  in  the  non- 
bloody  fluids  in  this  group. 

Bacteriological  studies  of  the  pleural 
fluid  were  carried  out  in  almost  all  of  the 
cases.  Positive  results  were  obtained  in 
only  five  of  the  twelve  cases  of  effusions 
accompanying  pneumonia.  Alpha  hemo- 
lytic streptococcus  was  the  offending  organ- 
ism in  three  and  staphylococcus  and  pneu- 
mococcus each  accounted  for  one.  Four  of 
the  five  empyemas  yielded  positive  cultures, 
two  due  to  staphylococcus  and  two  to  strep- 
tococcus. Cultures  from  my  cobacterium  tu- 
berculosis were  carried  out  on  at  least  one 
specimen  of  fluid  in  almost  every  case.  Tu- 
bercle bacilli  were  cultured  in  4 of  the  10 
cases  of  tuberculosis.  In  two  of  these,  it 
provided  the  only  means  of  diagnosis. 
Guinea  pig  inoculations  were  not  done  rou- 
tinely. 

Total  leukocyte  and  differential  counts 
were  carried  out  in  most  of  the  pleural 
effusions,  but  appeared  to  be  of  little  or 
no  value  in  demonstrating  the  cause  of 
the  fluid.  For  example,  in  patients  with 
pleural  effusion  due  to  neoplasm,  the  leu- 
kocyte count  of  the  fluid  varied  from  150 
to  6000  per  cubic  mm  and  the  percentage 
of  lymphocytes  were  from  25  to  98.  Sim- 
ilarly, fluids  caused  by  infectious  processes 
have  leukocyte  counts  ranging  from  200  to 
10,300  and  the  percentage  of  lymphocytes 
range  from  6 to  97  per  cent.  Eosinophilia 
was  found  in  three  effusions,  one  due  to 


arteriosclerotic  heart  disease,  one  due  to 
undetermined  causes,  and  one  in  a tubercu- 
lous effusion.  The  eosinophiles  in  these 
effusions  varied  between  19  and  40  per 
cent.  The  amount  of  glucose  and  chlorides 
in  pleural  effusions  was  measured  in  too 
few  cases  to  draw  any  valid  conclusions. 

Summary 

A study  of  100  cases  of  pleural  effusion 
picked  at  random  from  a total  of  256  pa- 
tients on  whom  a thoracentesis  was  per- 
formed during  a 3 year  period  at  the  Phila- 
delphia Veterans  Administration  Hospital 
has  been  presented.  Primary  and  meta- 
static neoplasms  were  responsible  for  41  of 
the  effusions,  infections  27,  and  congestive 
heart  failure  18.  A miscellaneous  group  of 
causes  accounted  for  14  of  the  effusions. 

The  value  of  various  laboratory  tests 
should  be  reappraised  from  time  to  time 
and  this  was  the  primary  purpose  of  this 
study.  As  anticipated,  the  detection  of 
malignant  cells  in  the  fluid  and  the  isolation 
of  micro-organisms  proved  to  be  the  most 
helpful  indication  of  the  cause  of  the  ac- 
cumulation of  the  fluid,  but  positive  infor- 
mation was  obtained  in  less  than  one-half 
the  cases.  The  quantity  of  protein  and 
specific  gravity  of  the  fluid  were  of  value 
in  separating  the  transudates  from  the 
exudates.  In  most  cases,  however,  this  can 
be  done  adequately  on  a clinical  basis.  The 
leukocyte  differential  counts  are  time-hon- 
ored tests,  but  there  was  no  evidence  that 
they  were  of  clinical  value  in  this  small 
group. 

It  is  felt  that  examination  of  pleural 
fluid  is  of  definite  but  limited  value.  Posi- 
tive findings  are  of  great  help,  but  negative 
results  do  not  rule  out  any  suspected  diag- 
nosis. Studies  on  pleural  fluid,  therefore, 
should  be  considered  as  an  adjunct  to  the 
entire  clinical  picture. 

AMENORRHEA  AS  A PROBLEM  IN 
ACUTE  POLIOMYELITIS 

George  J.  Boines,  M.D. 

Wilmington,  Delaware 
Poliomyelitis  has  been  recognized  as  a 
definite  clinical  entity  for  many  years,  but 
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it  has  been  only  in  the  past  few  years  that 
some  advances  have  been  made  in  the  med- 
ical management  of  this  disease’-^ 

One  of  the  failures  of  medicine  has  been 
its  resistance  to  acknowledge  poliomyelitis 
as  essentially  a medical  problem.  The  bac- 
teriologist, virologist,  and  immunologist 
have  taken  the  attitude  that  poliomyelitis 
is  a challenge  to  their  capacities  and  have 
adopted  it  as  their  problem  by  endeavoring 
to  develop  means  and  measures  for  its  pre- 
vention. In  the  past,  it  was  recognized  as 
an  orthopedic  problem  to  test  the  engineer- 
ing acumen  of  the  orthopedic  surgeon  in 
restoring  normal  function  to  muscles  and 
joints  weakened  or  paralyzed  by  the  dis- 
ease. The  field  of  physical  medicine  has 
expanded  rapidly  and  the  physical  thera- 
pist has  achieved  a justifiable  role  of  im- 
portance. In  the  course  of  all  of  this,  the 
patient  apparently  had  not  impressed  the 
scientific  mind  as  a human  being  in  need 
of  encouragement  and  assurance  in  his 
distress. 

Boines’  has  stressed  the  importance  of 
recognizing  poliomyelitis  as  a medical  prob- 
lem requiring  the  approach  of  a humane 
physician.  Since  these  patients  are  con- 
cerned and  uncertain  about  their  disease, 
they  look  to  the  physician  for  assurance 
and  inspiration  to  get  well.  The  great  prob- 
lems in  the  poliomyelitis  patient  and  her 
immediate  family  are  the  anxiety  and  ten- 
sion states  resulting  from  fear,  in  many 
cases  a terrible  fear  of  death  or  severe 
crippling\ 

Anxiety  and  tension  states  have  been  ob- 
served to  be  more  profound  in  many  fe- 
male patients  of  childbearing  age  afflicted 
with  acute  poliomyelitis.  Our  questioning 
revealed  that  many  of  these  patients  had 
“missed  a period”,  and  were  greatly  con- 
cerned about  their  future.  Our  interest  in 
this  problem  was  multiplied  by  the  fre- 
quency of  occurrence,  not  only  in  the  pa- 
tient, but  also  in  women  closely  related. 

Secondary  amenorrhea,  according  to 
Greenblatt”,  is  defined  as  “an  expression  of 
some  disturbance  elsewhere,  and  therapy 
should  be  directed  to  the  underlying  en- 
docrinopathy,  infections,  and  organic  or 
metabolic  disorders,  rather  than  the  amen- 
orrhea itself.  “We  are  aware  and  cognizant 


of  the  fact  that  amenorrhea  is  frequently 
found  associated  with  acute  and  chronic  in- 
fectious deseases.  In  these  processes  the 
“shut-down”  of  the  flow  could  very  well  re- 
present an  effort  of  the  “taxed”  body  to 
conserve  its  resources. 

The  factors  producing  amenorrhea  in 
these  individuals  may  be  psychogenic. 
Reifenstein’"  believed  that  “As  a result  of 
emotional  trauma  there  is  a block  to  the 
normal  continuous  release  of  impulses  from 
the  hypothalamus  to  the  anterior  pituitary 
gland  for  the  production  and  or  release  of 
luteinizing  hormone.”  The  conclusion 
drawn  is  that  the  psychogenic  or  “hypoth- 
alamic amenorrhea”  is  probably  the  under- 
lying factor  in  many  patients  with  amenor- 
rhea. This  can  definitely  be  applied  to 
poliomyelitis  patients  where  emotional  re- 
actions are  motivated  and  stimulated  by 
fear  of  severe  crippling. 

The  manner  in  which  psychic  stimuli 
elicit  functional  alterations  in  the  sexual 
sphere  requires  considerable  elucidation.  It 
has  been  suggested  that  the  impulses  pass 
from  the  cortex  to  the  hypothalamus  and 
thence  to  the  closely  adjacent  hypophysis, 
suppressing  its  gonadotropic  activity. 

Unfavorable  nervous  and  psychic  influ- 
ences may  sometimes  lead  to  suppression 
of  menstrual  function,  particularly  in  wom- 
en with  an  inherently  defective  nervous 
system”. 

As  physicians,  we  have  been  very  slow 
in  recognizing  those  inherited  or  acquired 
instabilities  of  the  nervous  system  which 
may  lead  to  consequences  as  severe  as 
though  they  were  the  result  of  tangible 
physical  causes.  Emotional  states,  such  as 
occur  in  acute  poliomyelitis,  must  play  a 
definite  role  in  this  disease  entity  and  con- 
tribute to  the  interruption  of  normal  men- 
struation. 

In  dealing  with  this  problem  in  the  polio- 
myelitis as  well  as  in  the  non-poliomyelitis 
patient,  therapeutic  measures  should  have 
a rational  basis,  be  free  of  any  dangers  to 
gonadal  function,  and  aim  to  correct  or 
eliminate  the  cause. 

A survey  of  our  female  patients  of  child- 
bearing age  stricken  with  poliomyelitis 
from  1947  to  1952  revealed  that  approxi- 
mately fifty  per  cent  of  them  experienced 


92 


Delaware  State  Medical  Journal 


April,  1956 


amenorrhea,  having  missed  from  one  to  six 
periods.  In  some  cases,  a patient  missed  a 
period,  had  a flow  of  several  days  during 
the  following  month,  then  cessation  of  flow 
for  several  months,  followed  by  a return  of 
her  normal  cycle.  The  failure  to  menstru- 
ate increased  their  apprehension,  which 
added  to  the  anxiety  tension  state  and 
made  it  more  difficult  to  proceed  with  our 
relaxotherapy  program. 

In  1951,  we  postulated  that  if  a state 
of  relaxation  and  tranquility  could  be  pro- 
duced in  the  patient  and  in  members  of 
her  family,  they  could  then  be  effectively 
relieved  of  their  tension  states-.  With  this 
phase  of  the  emotional  distress  controlled, 
more  time  would  be  available  to  carry  out 
our  positive  therapy  program  of  early  am- 
bulation, muscle  relaxation  by  curarization, 
extended  medical  supervision,  good  nutri- 
tion, and  active  exercise’. 

We  were  impressed  by  our  experiences 
with  a tension  relaxant  and  tranquilizing 
drug,  Dimethylane*,  in  the  treatment  of 
dysmenorrhea'-,  menopausal  syndrome'*, 
and  anxiety  tension  states  in  occupational 
stress",  and  decided  that  this  drug  should 
be  useful  in  poliomyelitis  patients.  The  re- 
sults continue  to  justify  our  decision  to  uti- 
lize this  drug  as  an  adjunct  in  our  thera- 
peutic program. 

Dimethylane  is  available  in  0.25  gm. 
dose  capsules,  enteric  coated.  We  prescribe 
two  capsules  (0.5  gm.)  after  breakfast,  one 
capsule  (0.25  gm.)  after  lunch,  and  two 
capsules  (0.5  gm. ) at  bedtime.  This  sched- 
ule is  continued  for  at  least  ten  days,  after 
which  the  dose  is  reduced  to  one  capsule 
(0.25  gm.)  three  times  daily  for  five  days, 
and  thereafter  one  or  two  capsules  as  long 
as  it  is  deemed  necessary. 

Since  1952,  when  we  added  Dimethylane 
to  our  therapeutic  program,  the  incidence 
of  amenorrhea  has  been  reduced  about 
sixty-five  per  cent.  During  this  period  we 
have  definitely  improved  our  medical  man- 
agement of  the  poliomyelitis  patient,  and 
we  feel  that  Dimethylane  plays  the  role  of 
a necessary  adjunct  by  its  capacities  to 
produce  the  desirable  relaxation  and  tran- 

* Dimethylane:  Supplied  through  the  courtesy  of  the  Clin- 

ical Research  Department.  The  National  Druff  Company. 
Philadelphia  44.  Pa. 


quilizing  effects  so  necessary  in  the  over- 
all management  of  these  patients. 

Comment 

There  are  certain  essential  steps  neces- 
sary in  dealing  with  the  poliomyelitis  pa- 
tient. The  physician  must  recognize  the 
case  for  what  it  is  — to  realize  that  a lack 
of  time  for  psychotherapy  should  make  the 
use  of  substitution  drug  therapy  a neces- 
sary procedure.  Therapeutic  procedures 
can  be  more  easily  and  effectively  carried 
out  if  a relaxed  state  is  secured  as  quickly 
as  possible.  For  this  purpose,  we  use  drug 
therapy  in  the  form  of  Dimethylane,  and 
we  strive  to  assure  the  patient  in  order  to 
restore  a degree  of  ease  and  relaxation. 
Conclusion 

Secondary  amenorrhea  is  observed  fre- 
quently in  women  of  childbearing  age 
afflicted  with  acute  poliomyelitis. 

The  incidence  of  secondary  amenorrhea 
can  be  significantly  reduced  with  the  use 
of  Dimethylane,  a tension  relaxant  and 
tranquilizing  drug,  as  an  adjunct  to  our 
positive  relaxo-therapy  program  for  acute 
poliomylitis. 
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REPORT  ON  PARENTERAL  TRYPSIN 
IN  A SERIES  OF  CASES 

Gustave  Adler,  M.D. 

New  York,  N.  Y. 

According  to  Huxley,  “The  Man  of  Sci- 
ence has  learned  to  believe  in  justification, 
not  by  faith,  but  by  verification.”  This 
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leads  to  the  conclusion  that  the  physician 
must  at  all  times  weigh  the  therapeutic 
potentials  of  a new  drug,  or  an  old  drug 
in  a new  form,  against  its  toxic  and  other 
side  effects.  He  should  not  permit  enthus- 
iasm to  sway  him  in  his  conclusions  nor 
his  failures  to  condemn. 

Trypsin,  a proteolytic  enzyme,  has  been 
in  and  out  of  the  physician’s  therapeutic 
armamentarium  over  the  years.  At  the 
turn  of  the  century  the  therapeutic  poten- 
tials of  crude  trypsin  in  the  management 
of  cancer  were  suggested  by  Beard'  with 
the  conclusion  that  “Trypsin  is  the  sub- 
stance which  will  destroy  cancer  cells  with 
ease,  and  without  danger  to  the  individual.” 
There  is  no  conclusive  evidence  to  support 
this  conclusion,  but  there  is  clinical  evi- 
dence to  demonstrate  the  effectiveness  of 
trypsin  in  cancer. 

Graves'-  reported  that  “Progress  of  the 
disease  in  favorable  instances  may  be  re- 
tarded.” Favorable  reports  issued  forth 
from  Goeth",  Morton^  Luther’,  Catfield" 
and  others.  On  the  other  hand,  Weinstein' 
stated  that  the  treatment  in  his  hands 
proved  “A  total  failure.”  Pusey*^  observed 
the  development  of  cachexia  and  rapid  fail- 
ure in  all  of  the  patients  who  had  numer- 
ous large  injections  of  trypsin. 

The  efficacy  of  trypsin  in  cancer  remains 
unresolved,  and  verification  either  positive 
or  negative  remains  for  future  investigators. 

Fortunately,  the  reports  on  trypsin  in 
cancer  did  not  discourage  nor  curtail 
pharmacologic  and  further  clinical  research 
with  this  enzyme. 

Jochman  and  Baetzner"  used  the  crude 
trypsin  in  a small  series  of  patients  with 
tuberculosis  of  bones  and  joints.  The  pri- 
mary effect  reported  by  the  patients  was 
lessening  of  pain,  and  after  the  first  several 
subcutaneous  injections,  the  severe  swelling 
about  the  affected  parts  disappeared.  There 
was  a selective  action  reported  on  the  tu- 
bercular tissue. 

In  1932,  Northrop  and  Kunitz'®  reported 
the  isolation  of  a purified  crystalline  tryp- 
sin which  stimulated  intensified  pharmaco- 
logic studies  in  many  laboratories.  Trypsin 
was  made  available  in  various  forms  for 
clinical  studies. 


Roettig  and  his  associates"  used  trypsin 
by  instillation  into  the  chest  cavity  in  16 
cases  of  empyema,  and  concluded  that 
“The  use  of  trypsin  debridement  in  the 
post-traumatic,  clotted  chest  will  supplant 
surgical  decortication.  It  can  be  used  in 
post-operative  empyema  without  fear  of 
damaging  the  processes  of  tissue  repair.” 
Craven'^  used  aerosol  trypsin  in  obstructive 
atelectasis  with  dramatic  results.  Burleson'" 
used  topical  trypsin  in  postoperative  ano- 
rectal surgery  and  observed  that  the  “En- 
zyme seeks  out  and  digests  the  necrotic 
side  channels  that  are  invisible  to  the  sur- 
geon’s eye  at  the  time  of  surgery.”  He 
observed  that  there  was  no  inhibiting  ac- 
tion on  healing  and  devitalized  tissue.  The 
isolation  of  the  purified  crystalline  trypsin 
has  done  much  to  activate  and  accelerate 
its  parenteral  use  in  diversified  conditions. 

Innerfield  et  al'"  actually  gave  impetus 
to  clinical  studies  of  trypsin  by  their  first 
clinical  report  on  the  use  of  large  doses 
intravenously  in  thrombophlebitis  and  is- 
chemic leg  ulcers  with  gratifying  results. 
Clinical  evidence  that  the  use  of  trypsin 
rapidly  suppresses  acute  inflammation  of 
diversified  origin  was  verified'""'  ''  and  the 
concensus  of  these  observations  prompted 
Innerfield  to  comment,  “The  cardinal  indi- 
cation for  trypsin  is  acute  inflammation  re- 
gardless of  cause.”  Clinical  experiences 
made  it  apparent  that  much  smaller  doses 
of  trypsin  could  be  given  to  yield  a desired 
clinical  response.  Further  research  revealed 
that  small  doses  of  pure  crystalline  trypsin 
in  sesame  oil  given  intramuscularly  proved 
to  be  as  effective  as  any  intravenous  dose 
previously  given  in  treatment.'"  ''  '* 

What  happens  when  a therapeutic  dose 
of  trypsin  is  injected  is  left  to  conjecture. 
Thus,  the  basis  for  measuring  the  success 
of  trypsin  treatment  must,  for  the  present 
at  least,  be  left  to  experience.  Since  the 
cardinal  indication  for  trypsin  therapy  is 
acute  inflammation,  it  may  be  that  this 
enzyme  acts  by  potentiating  anti-inflamma- 
tory enzymes.  A concept  suggested  by 
Martin"’  is  worthy  of  consideration.  He 
postulated  that  “Trypsin  functions  clinic- 
ally by  virtue  of  its  capacity  to  re-establish 
biological  continuity.” 

My  interest  in  pure  crystalline  trypsin 
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in  sesame  oil  (Parenzyme*)  was  motivated 
not  by  a desire  to  determine  its  action,  but 
to  try  it  clinically  in  a small  series  of  “Clin- 
ical Problem  Cases.”  The  patients  were 
carefully  selected  for  this  study. 

Clinical  Materials, 

Procedure  and  Results 

This  series  of  patients,  although  small, 
should  be  very  interesting.  It  is  made  up 
of: 

(A)  One  case  of  postoperative  biliary 
fistula  operated  on  18  months  prior  to  start 
of  Parenzyme  therapy.  The  patient  had 
gangrene  of  the  gall  bladder  with  hundreds 
of  buckshot-like  stones.  She  experienced  a 
stormy  post-operative  course,  and  contin- 
ued to  pass  stones  via  the  drain  sinus  dur- 
ing the  18  months  post-operative  period. 

After  all  other  approaches  to  the  prob- 
lem had  been  exhausted,  the  patient  was 
given  one  milliliter  of  Parenzyme  intra- 
muscularly on  alternate  days,  for  16  injec- 
tions. 

Results:  The  fistula  closed:  no  further 
passage  of  stones  occurred  and  there  were 
no  further  episodes  of  dyskinesia. 

(B)  One  case  of  cholecystectomy  — 
four  months  prior  to  Parenzyme  therapy. 
This  patient  apparently  developed  postop- 
erative adhesions  with  recurrent  episodes 
of  generalized  abdominal  pains  and  consti- 
pation, accompanied  by  retraction  of  the 
operative  scar. 

The  patient  was  given  one  milliliter  of 
Parenzyme  in  oil  intramuscularly  on  alter- 
nate days  for  eight  injections. 

Results:  The  patient  had  no  further 

complaints,  with  complete  remission  of 
symptoms. 

(C)  Three  cases  of  intercostal  neuritis. 
These  patients  had  been  referred  for  nerve 
block  with  alcohol.  Parenzyme  w'as  sug- 
gested on  an  empirical  basis. 

Each  patient  was  given  one  milliliter  of 
Parenzyme  on  alternate  days  deep  intra- 
muscularly for  eight  injections. 

Results:  Each  patient  obtained  com- 

plete relief  within  one  week. 

(D)  Twelve  cases  of  phlebitis:  These 
were  acute,  all  either  on  the  basis  of  an 
acute  flare-up  of  an  old  phlebitis,  or  sud- 

•  Parenzymt*:  The  National  Drutr  Company.  Philadelphia 

44.  Pa. 


den  onset  of  acute  phlebitis.  Each  patient 
was  given  a course  of  one  milliliter  of  Par- 
enzyme deep  intramuscularly  on  alternate 
days  for  five  doses. 

Results:  All  twelve  patients  had  com- 
plete remission  and  required  no  further  in- 
jections. 

(E)  There  were  also  two  cases  of  acute 
phlebitis  treated  as  in-hospital  cases.  These 
were  given  1 2 milliliter  doses  at  eight-hour 
intervals  for  48  hours;  then  at  12-hour  in- 
tervals for  48  hours,  and  finally  1 milliliter 
doses  daily  for  three  days.  The  inflamma- 
tion subsided  within  48  hours  with  com- 
plete absence  of  pain. 

(F)  Three  cases  of  Pelvic  Inflammatory 
disease:  Patients  were  given  one  milliliter 
of  Parenzyme  deep  intramuscularly  on  al- 
ternate days  for  12  injections.  Complete 
bedrest  was  enforced  for  the  first  five  days. 

Results:  Complete  remission  in  aU 

cases. 

(G)  One  case  of  duodenal  ulcer  with 
chronic  inflammatory  (non-visualized)  gall 
bladder. 

This  patient  was  given  one  milliliter  of 
Parenzyme  deep  intramuscularly  on  alter- 
nate days  for  four  injections. 

Results:  There  was  a complete  remis- 
sion of  symptoms.  About  six  weeks  later, 
there  was  a complete  recurrence  of  symp- 
toms. X-ray  showed  very  slight  deformity 
of  the  cap.  An  exploratory  laporotomy  was 
done  in  August,  1954,  and  revealed  a mass 
involving  the  entire  posterior  wall  of  stom- 
ach and  pancreas,  with  nodes  in  liver  and 
mesentery.  Biopsy  showed  an  ungraded 
carcinoma,  probably  primary  in  the  stom- 
ach. No  further  surgery  was  performed. 
Postoperatively,  the  patient  was  given  daily 
doses  of  one  milliliter  of  Parenzyme  for  16 
days.  There  was  a complete  remission  of 
symptoms.  He  has  remained  symptom- 
free,  although  he  has  been  on  full  diet  and 
has  refused  to  submit  to  x-ray  or  laboratory 
studies.  X-rays  were  not  repeated  because 
he  “feels  too  good.” 

Catfield”  in  1907  reported  a case  some- 
what similar  to  this  one: 

A male,  age  65,  had  a rapidly  growing 
tumor  about  the  size  of  a fetal  head.  He 
complained  for  pain,  loss  of  appetite  and 
strength,  and  was  losing  weight. 


April,  1956 


Delaware  State  Medical  Journal 


95 


Surgery  revealed  a cystic  growth  which 
was  tapped,  but  could  not  be  completely  re- 
moved. It  was  attached  to  the  pancreas,  and 
secondary  growths  were  formed  in  the  wall 
of  the  stomach  and  elsewhere. 

The  patient  returned  home  and  the 
growth  immediately  began  to  increase  in 
size.  The  patient  was  wasting  rapidly  and 
became  extremely  weak  and  he  had  a great 
deal  of  pain. 

Subcutaneous  injections  of  trypsin-amyl- 
opsin  were  started.  Vomiting  and  nausea 
and  flatulence,  were  rapidly  controlled.  His 
appetite  improved,  pain  and  swelling  grad- 
ually diminished,  and  his  weight  increased. 

Injections  were  continued  daily  for  three 
months.  When  the  patient  was  practically 
well,  the  only  symptom  left  was  some  ab- 
dominal discomfort  and  occasional  pain. 

In  considering  the  last  case,  I can  only 
repeat  Catfield’s  conclusion:  “It  is  difficult 
to  believe  that  trypsin  was  not  the  cause 
of  improvement.”  One  would  have  to  be 
rather  brash  to  state  unequivocally  that  it 
produced  a cure.  As  I have  pointed  out, 
my  use  of  trypsin  was  on  a purely  empirical 
basis  and  I report  my  findings  as  a matter 
of  interest. 

It  is  significant  that  there  were  no  toxic 
effects  or  side  effects  observed  in  any  of  the 
patients  in  this  series.  If  the  therapeutic 
potentialities  of  Parenzyme  appear  to  be 
too  good  in  this  small  series,  I cannot  argue 
with  the  results  observed  in  these  patients. 

(H)  One  case  of  tumor  of  the  hepatic 
flexure.  This  patient  presented  symptoms 
of  partial  intestinal  obstruction  with  no 
evidence  of  tumor  in  the  preoperative  X-ray 
studies.  Exploratory  laporatomy  revealed  a 
polypoid  tumor,  palpated  in  the  hepatic 
flexure.  There  were  numerous  mesenteric 
lymph  nodes  and  two  small  nodules  of  the 
dome  of  the  liver. 

Two  mesenteric  glands  were  removed  for 
examination  and  an  ileostomy  performed. 
The  glands  were  reported  as  inflammatory 
and  eight  days  after  the  initial  exploration 
the  patient  was  reoperated.  An  ileotrans- 
verse  anastomosis  was  performed.  However, 
because  the  patient’s  condition  did  not  war- 
rant it,  colectomy  was  not  done  as  original- 
ly planned. 


Postoperatively,  the  anastomosis  broke 
down  and  a fistula  developed.  At  this  point, 
Parenzyme  therapy  — one  milliliter  every 
12  hours  intramuscularly  — was  instituted 
and  maintained  for  16  days. 

Results:  During  this  time,  the  patient 
had  no  abdominal  pain  or  discomfort,  and 
the  fistulous  opening  presented  a healthy 
appearance.  Granulation  tissue  began  to 
appear.  This  occurred  three  months  ago. 
The  patient  has  managed  to  maintain  a 
satisfactory  nutritional  status  and  at  the 
present  time,  re-exploration  is  being  con- 
sidered with  a view  to  repairing  the  anas- 
tamosis  and  removing  the  hepatic  flexure. 

Summary 

(1)  Parenzyme,  pure  crystalline  trypsin 
in  sesame  oil,  each  milliliter  containing  five 
milligrams  of  the  enzyme,  was  used  in  24 
patients  with  diversified  clinical  complaints. 

(2)  The  complaints  treated  are:  one  case 
of  post  surgical  biliary  fistula;  one  case  of 
post-chlorecystectomy  with  contraction  of 
operative  scar;  three  cases  of  intercostal 
neuritis;  14  cases  of  phlebitis;  three  cases 
of  pelvic  inflammatory  disease;  one  case  of 
ungraded  carcinoma  of  stomach  and  pan- 
creas; and  one  case  of  tumor  of  hepatic 
flexure. 

(3)  Each  ambulatory  patient  was  given 
one  milliliter  of  Parenzyme  deep  intramus- 
cularly on  alternate  days  for  the  number  of 
injections  specified  in  each  group.  Hospital- 
ized patients  received  more  frequent  injec- 
tions. 

(4)  Relief  or  remission  of  symptoms  were 
obtained  in  all  24  patients. 

(5)  There  were  no  toxic  or  side  effects 
observed  in  any  of  the  patients. 

Conclusion 

Parenzyme  has  therapeutic  potentialities 
with  no  toxic  or  side  effects  (on  the  dosage 
schedule  described.)  This  has  been  verified 
in  the  small  series  of  cases  reported.  In 
some  instances  the  response  was  dramatic 
and  rapid  and  occurred  after  other  accept- 
ed forms  of  treatment  had  failed. 

There  was  one  case  of  recurrent  phlebitis 
following  trauma.  This  was  seen  in  the 
acute  phase  and  responded  completely  with 
three  doses  of  Parenzyme  given  at  daily  in- 
tervals. To  me,  the  important  feature  of 
this  form  of  treatment  is  that  with  few  ex- 
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ceptions  these  patients  were  ambulatory 
and  could  carry  on  their  usual  daily  occu- 
pations. 

BIBLIOGRAPHY 

(1)  Beard.  J.:  The  Action  of  Trypsin  upon  the  Livintr 
Cells  of  Jensen's  Mouse  Tumor.  Brit.  M.  J.,  1:140 
(Jan.  20).  1906. 

(2)  Graves,  W.  J.:  Report  on  Trypsin  Treatment  of  Can- 
cer. Boston  M & S.  J..  156:129  (Jan.  24),  1907. 

(3)  Goeth,  R.  A.:  Pancreatic  Treatment  of  Cancer,  with 
Report  of  a Cure.  J.A.M.A.,  6S  (12):  1030  (Mar.  23), 
1907. 

(4)  Morton.  W.  S.:  A case  of  Cancer  treated  by  Trypsin. 
N.Y.  Med.  J..  85  (10):  443  (March  9).  1907. 

(5)  Luther.  J.  W.:  Trypsin  Treatment  of  Cancer.  N.Y. 
Med.  J..  85:341  (Feb.  22).  1907. 

(6)  Catfield.  A.:  Trypsin  Treatment  of  Malignant  Dis- 

eases. Brit.  M.  J.,  2:525  (Au^r.  31).  1907. 

(7)  Weinstein,  J.  W.:  Dr.  Beard’s  Theory  in  the  Crucible 

of  Test:  An  Experimental  Study  of  Trypsin  Treat- 

ment in  Cancer.  N.Y.  Med.  J.  88:400  (Aujr.  29),  1908. 

(8)  Pusey.  W.  A.:  Trypsin  in  Malijrnant  Growths. 

J.A.M.A.,  XLVI:  1763  (June  9).  1906. 

(9)  Jochman,  G.  and  Bentzner,  W.:  Action  of  Tryptic 

Ferment  on  Local  Treatment  of  Tuberculosis  and 
Anti-ferment  Treatment  of  Pus  Processes.  Munch. 
Med,  Wochschs..  55:2473,  1911. 

(10)  Northrop.  J.  H.  and  Kunitz.  M.:  Crystalline  Trypsin. 
Isolation  and  Tests  of  Purity.  J.  Gen.  Physiol.. 
16:267  (Nov.)  1932. 

(11)  Roetti^.  L.  C..  Reiser,  H.  G..  Habeeb,  W..  and  Mark. 
L.:  The  Use  of  Trypsin  in  Chest  Diseases.  Dis.  Chest, 
21:24.5-59  (Mar.)  1952. 

(12)  Craven.  J.  F.:  Treatment  of  Obstructive  Atelectasis 
bv  Aerosol  Administration  of  Proteolytic  Enzyme.: 
J.  Pediat.  42:228  (Feb.)  1953. 

(13)  Burleson.  J.  S.:  The  Use  of  Trypsin  in  Post  Operative 

Anorectal  Surgery.  Amer.  J.  Proctol.  3:59  (Mar.), 

1952. 

(14)  Innerfield,  I.,  Schwarz,  A.  W.  and  Anjrrist,  A.  A.: 
Fibrinolytic  and  Anticoagulant  Effects  of  Intravenous 
Crystalline  Trypsin.  Bull.  N.Y.  Acad.  Med.,  28:537 
(Autr.).  19’2. 

(15)  Laufman.  H.  and  Roach.  H.  D.:  Intravenous  Trypsin 
in  Treatment  of  Thrombotic  Phenomena.  A.M.A.  Arch. 
Sur^.,  66:552  (Apr.),  1953. 

(16)  Innerfield.  I..  Anjnist,  A.  A.  and  Schwarz.  A.  W.: 
Parenteral  Administration  of  Trypsin.  Clinical  Effect 
in  538  Patients.  J. A.M.A.  152:597  (June),  1953. 

(17)  Fisher.  M.  M.  and  Wilensky,  N.  I).:  Paienteral  Tryp- 
sin in  Peripheral  Vascular  and  Thromboembolic  Dis- 
eases. N.Y.  State  J.  Med..  54:659  (Mar.),  1954. 

(18)  Golden.  H.  T.:  Intramuscular  Trypsin:  Its  Effects  in 
83  Patients  with  Acute  Inflammatory  Disorders.  Del. 
State  Med.  J..  26:267  (Oct.).  1954. 

(191  Martin.  G.  J.:  Biolojtical  Antajronism.  The  Blakiston 
Co..  New  York.  N.Y  1951. 

Ill  East  61st  St.,  N.Y.C. 


BOOK  REVIEWS 

Current  Therapy  1956,  Latest  Approved 

Methods  of  Treatment  for  the  Practicing 

Physician.  Edited  by  Howard  F.  Conn,  M.  D. 

Cloth.  Pp.  632.  Price  $11.00.  W.  B.  Saunders 

Company,  Philadelphia  and  London,  1956. 

This  impressive  volum.e  is  the  eighth  edi- 
tion of  an  annual  series  of  books  of  interest 
to  the  practicing  physician.  Twelve  dis- 
tinguished specialists  in  various  fields  as- 
sisted as  consulting  editors,  and  numerous 
prominent  authors  contributed  to  make 
this  book  a ready  reference  for  the  latest 
thinking  in  all  branches  of  medicine. 

The  book  is  divided  in  fifteen  sections 
which  discuss  infectious,  respiratory,  cardio- 
vascular, blood,  and  digestive  system  dis- 
eases, etc.  The  last  section  gives  a roster 
of  drugs,  a table  of  metric  and  apothecaries 
systems,  tables  for  making  percentage  solu- 
tions, and  an  index  of  authors  and  subjects. 


Bibliographies,  as  well  as  experimental 
and  controversial  therapies,  are  of  necessity 
omitted.  However,  the  general  practitioner 
and  every  practicing  physician  will  enjoy 
“Current  Therapy  1956”  as  a desk  reference 
in  his  management  of  daily  medical  prob- 
lems. 

Collected  Papers  of  the  Mayo  Clinic  and 

the  Mayo  Foundation.  Volume  XLVI,  1954. 

Cloth.  Pp.  843.  Price  $12.50.  W.  B.  Saunders 

Company,  Philadelphia  and  London,  1955. 

The  Collected  Papers  of  the  Mayo  Clinic, 
which  are  published  yearly,  need  no  intro- 
duction to  the  medical  profession.  These 
volumes  constitute  an  encyclopedia  in  the 
various  fields  of  medicine.  The  results  of 
the  investigations,  techniques,  and  the 
treatments  employed  at  the  Clinic  are  re- 
ported in  detail  so  that  the  reader  can  ap- 
ply the  information  in  his  daily  practice. 

The  material  for  this  present  volume  has 
been  selected  primarily  with  the  interests 
of  the  general  practitioner,  the  general  sur- 
geon, and  the  diagnostician  in  mind. 

Among  other  systems  of  the  body  men- 
tioned, this  volume  contains  discussions  on 
the  brain,  ductless  glands,  spinal  cord  and 
nerves,  and  also  radiology,  physical  medi- 
cine and  rehabilitation,  anesthesia,  gas  and 
intravenous  therapy,  and  dermatology. 

The  book  is  an  excellent  addition  to  every 
physician’s  library. 

A Textbook  of  Physiology.  Edited  by 

John  F.  Fulton,  M.D.  Seventeenth  edition. 

Pp.  1275  with  600  illustrations.  Cloth. 

Price,  $13.50.  Philadelphia:  W.  B.  Saunders 

Company,  1955. 

This  textbook  has  withstood  the  test  oi 
time  in  the  field  of  human  physiology. 
Fifty  years  have  elapsed  since  the  first 
edition.  Our  understanding  and  apprecia- 
tion of  the  value  of  human  physiology  in 
clinical  medicine  have  increased  tremen- 
dously during  this  period. 

We  were  impressed  by  Dr.  W.  H.  How- 
ell’s remarks  in  the  preface  to  the  first 
edition,  1905 : “The  author  has  endeavored 
to  make  the  student  realize  that  physiolo- 
gy is  a growing  subject,  continually  wid- 
ening its  knowiedge  and  readjusting  its 

(Continued  on  Page  101) 
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The  recent  death  of  Doctor  Edwin  Bird, 
Editor  of  the  Delaware  State  Medical  Jour- 
nal for  more  than  a generation  and  Execu- 
tive Secretary  of  the  Medical  Society  of 
Delaware  for  eight  years  has  created  a sud- 
den and  painful  void  in  the  affairs  of  the 
Medical  Society  of  Delaware.  We  have  all 
become  acutely  aware  of  the  tremendously 
important  job  he  has  fulfilled  over  these 
many  years  so  effectively  and  so  unosten- 
tatiously. The  importance  of  the  work  he 
has  done  suddenly  looms  large  as  it  becomes 
thrust  upon  the  Society  and  upon  those  of 
us  who  have  always  taken  him  for  granted. 
Doctor  Bird  was  unusually  well  qualified 
for  his  job  as  Editor  of  the  Delaware  State 
Medical  Journal  both  by  professional  train- 
ing and  by  literary  inclination.  He  possessed 
a wealth  of  background  concerning  things 
medical  as  well  as  personal  concerning  the 
doctors  and  the  character  of  medical  af- 


fairs within  the  State  of  Delaware.  He  was 
in  many  ways  unique  in  this  respect.  For 
this  reason  the  task  of  finding  someone  to 
take  over  the  job  of  Editorship  becomes 
more  difficult,  since  the  standards  he  has 
set  and  maintained  cannot  be  breached  for 
the  sake  of  expediency.  Doctor  Edwin  Bird 
has  presented  all  of  us  with  the  responsi- 
bility of  continuing  the  Delaware  State 
Medical  Journal  in  its  progressive  career. 

The  Delaware  State  Medical  Journal  as 
it  exists  today  is  in  a large  measure  a monu- 
ment to  Doctor  Bird  and  for  this  reason 
stands  in  great  need  of  help  from  the  mem- 
bership of  the  Society  throughout  the  State 
in  order  to  sustain  this  Journal  at  the  high 
level  it  has  reached.  A new  Editor  is  needed 
to  join  with  the  two  remaining  members  of 
the  Publication  Committee  so  that  the 
Journal  can  continue  its  monthly  publica- 
tions of  significant  articles  of  interest  to 
the  doctors  throughout  the  State.  The 
Journal  is  important  to  us  all  since  it  offers 
to  the  doctors  in  the  State  of  Delaware  ac- 
cess for  publication  of  their  work,  their  re- 
searches and  their  clinical  observations  in 
a friendly  atmosphere  which  is  not  so  easily 
obtained  from  an  impersonal  Editor  of  a 
National  Journal  away  from  home.  It  is 
hoped  that  a new  Editor  can  be  found  who 
will  take  on  this  important  job  and  keep 
building  upon  the  firm  foundation  created 
over  many  many  years  by  Doctor  Bird  so 
that  the  Journal  will  continue  to  grow  with 
the  progress  of  medicine  to  become  even 
more  important  as  the  years  go  by. 

To  all  of  the  members  of  the  Medical 
Society  of  Delaware,  therefore,  we  say  “look 
back  with  pride  on  all  that  has  been  accom- 
plished in  the  past  and  at  the  same  time 
let  us  look  forward  to  the  future  and  see 
how  much  more  there  is  to  be  done”.  I feel 
sure  that  we  shall  be  worthy  of  the  task 
and  carry  on  in  the  fine  tradition  that  has 
been  so  well  established  by  our  late  Editor, 
Doctor  Edwin  Bird. 
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W.  Edwin  Bird,  M.D. 

Dr.  W.  Edwin  Bird,  70,  Editor  for  forty 
years  of  the  Delaware  State  Medical  Journ- 
al, in  point  of  service  the  senior  state  journ- 
al editor  in  the  country,  and  since  1948 
Executive  Secretary  of  the  Medical  Society 
of  Delaware,  died  suddenly  on  March  17, 
1956,  of  a ruptured  dissecting  aneurysm  of 
the  aorta. 

Dr.  Bird  had  been  a surgeon  in  Wilming- 
ton from  1914  until  his  retirement  from 
active  practice  in  1952.  Born  in  Barton, 
Md.,  the  son  of  the  Rev.  Dr.  William  E. 
Bird,  a Methodist  minister,  and  Mrs.  Grace 
Catherine  Conn  Bird,  he  graduated  from 
Johns  Hopkins  University  in  1907,  and 
from  the  Johns  Hopkins  School  of  Medi- 
cine four  years  later.  Before  coming  here. 
Dr.  Bird  was  at  the  Bloodgood  Clinic  of 
St.  Agnes  Hospital  in  Baltimore  for  3 years. 

In  addition  to  his  editorial  and  executive 
activities.  Dr.  Bird  had  been  a trustee  of 
Group  Hospital  Service  from  1935  until 
1952,  and  Blue  Cross  medical  consultant 
since  1947.  He  was  also  serving  his  ninth 
consecutive  term  as  a member  of  the  State 
Board  of  Medical  Examiners.  Since  his  re- 


tirement as  consulting  surgeon,  he  had  been 
an  honorary  surgeon  of  the  staff  of  the 
Wilmington  General  Hospital. 

A diplomate  of  the  American  Board  of 
Surgery,  he  was  the  first  Delawarean  to 
serve  on  the  Board  of  Governors  of  the 
American  College  of  Surgeons,  as  well  as 
the  first  Delawarean  to  hold  the  office  of 
Vice  President  of  the  Federation  of  State 
Medical  Examining  Boards.  Dr.  Bird  was 
also  Secretary  of  the  New  Castle  County 
Medical  Society  in  1920,  President  of  that 
Society  in  1923,  and  President  of  the  Med- 
ical Society  of  Delaware  in  1947. 

Dr.  Bird  was  a 32nd  degree  Mason  and  a 
member  of  Corinthian  Lodge,  A.  F.  and 
A.  M.;  Delaware  Consistory.  He  was  an 
active  member  of  Grace  Methodist  Church. 

His  survivors  include  his  wife,  Mrs. 
Bertha  Plowman  Bird,  a son,  William  E. 
Bird,  Jr.,  a daughter,  Mrs.  Harry  T. 
Decker,  all  of  Wilmington,  and  three  sisters, 
Mrs.  William  C.  Caldwell,  Miss  Helen  M. 
Bird,  and  Miss  Lottie  Bird,  all  of  Baltimore. 

Funeral  services  were  held  in  the  Spicer- 
Mullikin  Funeral  Home  on  March  21.  In- 
terment was  at  Gracelawn  Memorial  Park. 
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The  National  Foundation  for  Infantile  Paralysis 

INCORPORATED 

120  Broadway 
New  York  5.N.  Y. 


BASIL  O’CONNOR 

PRESIDENT 


April  24,  1956 


Dr.  G.  M.  Van  Valkenburgh,  President 
Medical  Society  of  Delaware 

Dear  Doctor  Van  Valkenburgh: 

May  I take  this  opportunity  to  express  thanks  from  the  National 
Foundation  for  Infantile  Paralysis  to  the  Medical  Society  of  Delaware 
as  a whole  and  to  its  individual  members  for  their  excellent  cooperation 
with  the  state  health  department  and  the  National  Foundation  in  the  suc- 
cessful conduct  of  the  poliomyelitis  vaccine  demonstration  program  in 
Delaware  during  1955. 

The  chief  beneficiaries  of  this  program,  of  course,  were  the 
Delaware  school  children,  mainly  in  the  first  and  second  grades,  who 
received  one  or  more  injections  of  vaccine  supplied  by  the  National 
Foundation  during  the  year  1955.  A total  of  43,695  cc.  of  vaccine 
was  supplied. 

You  may  be  interested  to  know  that,  thanks  to  your  help,  20,691 
Delaware  children  received  at  least  one  inoculation;  16,938  received 
two  inoculations;  and  1,930  received  a third  (booster)  inoculation 
up  to  November  18,  1955. 

Approximately  66%  of  the  Delaware  children  in  the  5-9  age 
group,  the  age  group  most  susceptible  to  paralytic  poliomyelitis,  thus 
obtained  a high  degree  of  protection  against  the  disease  in  1955  as  a 
result  of  this  program. 

The  cooperation  of  the  Medical  Society  of  Delaware  helped 
materially  to  account  for  this  fine  record. 

While  this  is  a formal  expression  of  gratitude  for  your  help, 
the  real  expression  must  come  from  the  parents  of  those  many  children 
in  Delaware  who  feel  free  from  the  threat  of  paralytic  poliomyelitis  in 
their  families  now  that  the  1956  poliomyelitis  season  is  at  hand. 

Very  cordially  yours. 

Hart  E.  Van  Riper,  M.D. 

Medical  Director 
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Book  Reviews 
(Continued  from  Page  96) 

theories.  Many  of  our  conclusions  are  not 
the  final  truth,  but  provisional  only,  rep- 
resenting the  best  that  can  be  done  with 
the  knowledge  at  our  command.”  In  the 
preface  to  the  present  edition,  it  is 
stated  that  “ . . . physiology  ...  is  a disci- 
pline unto  itself,  yet  that  it  must  always 
remain  the  solid  foundation  of  the  med- 
ical sciences  . . . ”. 

While  the  entire  book  has  been  brought 
up  to  date  by  the  twelve  collaborators  and 
a number  of  contributors,  many  sections 
have  been  rewritten  in  the  first  seven 
chapters,  as  on  body  fluids  and  kidney 
function,  respiration,  and  acetylcholine 
and  energy  transformation  in  nerve  cells. 
Adequate  references  add  to  the  research 
value  of  each  subject.  Good  paper,  clear 
type,  and  a detailed  index  make  this  a 
valuable  addition  to  the  library  of  every 
medical  student  and  physician. 

Clinical  Aspects  of  the  Autonomic  Nerv- 
ous System.  By  L.  A.  Gillilan,  M.D.,  As- 
sociate Professor  of  Anatomy,  Graduate 
School  of  Medicine,  University  of  Pennsyl- 
vania. Pp.  316,  with  42  illustrations.  Cloth. 
Price,  $6.50.  Boston:  Little,  Brown  and 

Company,  1954. 

The  clinician  is  gradually  coming  to 
realize  that  what  has  been  stumbled  over 
for  years  as  the  neuroses  are  primarily 
disorders  of  the  autonomic  nervous  sys- 
tem — nervous  exhaustion  (neurasthen- 
ia), general  nervous  tension  states,  anx- 
iety and  related  vague  disorders,  often 
considered  hysterical  in  nature.  The  ma- 
terial is  well  presented  in  brief,  simple, 
readable  form.  Although  the  surgical  as- 
pect is  stressed,  the  family  doctor  and 
his  problems  have  not  been  forgotten. 
The  atropine  group,  epinephrin,  ampheta- 
mine, physostigmine  salicylate  and  newer 
drugs  effecting  the  autonomic  nervous 
system  are  considered  in  their  anatom- 
ical, physiological,  and  pharmacological 
relationships.  Attention  to  the  symptom- 
atology of  the  autonomic  nervous  system 
and  the  skillful  use  of  effective  measures 
will  greatly  improve  the  family  doctor’s 
personal  satisfaction  and  give  scientific 
relief  to  many  of  his  patients  suffering 


early  and  mild  symptoms  of  nervous  and 

mental  disorders. 

* * * * 

The  organization  and  development  of 
the  tuberculosis  movement  have  not  only 
fitted  in  with  the  whole  American  con- 
cept of  voluntary  leadership  in  public 
health  and  social  welfare  effort,  but  have 
also  given  great  impetus  to  this  very 
movement.  A very  important  phase  of 
American  life  is  carried  on  by  volunteers. 
No  great  public  civic  movement  makes 
real  headway  without  the  participation  of 
large  numbers  of  citizens.  The  tuberculo- 
sis movement  stands  in  the  forefront  of 
these  movements  and  can  with  justifica- 
tion point  with  satisfaction  to  the  great 
body  of  volunteers  organized  in  nearly 
every  state  and  county  of  the  United 
States  as  a potent  force  that  has  brought 
the  tuberculosis  movement  to  its  present 
status.  In  this  way,  it  has  laid  the  foun- 
dation for  volunteers  to  play  an  ever-in- 
creasing  part  in  the  ultimate  control  of 
tuberculosis,  to  the  point  where  it  no  long- 
er is  a serious  threat  to  American  public 
health.  Bailey  B.  Burritt,  NTA  Bulletin, 
May,  1954. 

* * * * 

There  has  been  a striking  change  in 
the  tuberculosis  picture  over  the  past  25 
years.  A marked  shift  from  female  to 
male  and  also  towards  the  older  age 
groups  both  regarding  morbidity  and 
mortality  has  occurred.  Tuberculosis  is 
becoming  increasingly  a disease  of  peo- 
ple over  50  years  of  age  and  especially  is 
this  so  in  respect  to  males.  G.  C.  Brink, 
M.D.,  Canadian  J.  Pub.  Health,  May, 
1954. 

^ ^ 

Although  modern  chemotherapy  of  tu- 
berculosis has  contributed  much  in  com- 
bating this  disease,  it  is  well  to  be  re- 
minded that  the  final  conquest  of  tuberc- 
ulosis is  not  yet  in  sight.  Furthermore, 
there  exist  valid  doubts  whether  the  dis- 
ease can  ever  by  banished  by  the  use  of 
specific  chemotherapeutic  substances 
alone,  even  by  drugs  far  more  potent 
than  anj’  presently  foreseeable.  William 
H.  Feldman,  M.D.,  Am.  Rev.  Tuberc., 
June,  1954. 
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One  of  the  greatest  benefits  of  the 
mass  survey  has  been  to  demonstrate  to 
both  the  medical  profession  and  the  pub- 
lic the  existing  high  prevalence  of  tu- 
berculosis and  the  need  for  a continuous, 
efficient,  case-finding  program  in  each 
community.  George  Jacobson,  M.D.,  and 
Denis  C.  Adler,  M.D.,  Am.  Rev.  Tuberc., 
June,  1954. 

^ ^ ^ 

Various  health  problems,  which  seem 
unrelated,  actually  are  closely  related.  If 
the  farmers  in  an  area  are  all  sick  with 
malaria  at  harvest  time,  famine  results. 
The  lowered  resistance  of  the  starving 
population  paves  the  way  for  more  rapid 
spread  of  tuberculosis.  Both  malaria  and 
tuberculosis  result  in  lowered  economic 
standards.  Substandard  housing  and 
overcrowding  follow  and  in  turn  con- 
tribute further  to  the  development  of  tu- 
berculosis. Extensive  dental  caries  will 
result  in  malnutrition,  which  in  turn 
may  produce  greater  susceptibility  to  tu- 
berculosis . . . the  substandard  living 
conditions  resulting  in  part  from  such 
diseases  cause  discontent,  frustration, 
and  desperation  — fertile  soil  for  the 
growth  of  communism.  James  E.  Perk- 
ins, M.D.,  NTA  Bulletin,  Sept.,  1954. 

^ ^ ^ 

One  of  the  most  difficult  and  complex 
problems  met  with  in  the  control  of  tu- 
berculosis is  reactivation  of  the  disease. 
There  are  many  factors  involved,  such 
as  the  extent  of  disease  when  first  diag- 
nosed and  the  socio-economic  level  and 
environment  of  the  patient,  the  duration 
of  treatment  and  adaptability  to  sana- 
torium regime,  and  occupation  following 
discharge  from  sanitorium.  G.  C.  Brink, 

M.D.,  Can.  J.  Pub.  Health,  May,  1954. 

* * * 

The  last  decade  has  brought  startling 
changes  in  the  treatment  of  tuberculosis. 
These  have,  to  date,  outstripped  tubercu- 
losis control  activities.  If  we  are  to  take 
maximum  advantage  of  modern  therapy, 
we  must  first  find  the  cases.  If  we  are 
really  hopeful  of  establishing  reasonable 
tuberculosis  control  in  the  foreseeable  fu- 
ture, we  must  find  the  patients  while  we 
still  have  hospital  beds  to  put  them  in 


before  they  have  been  diverted  for  other 
uses.  Paul  S.  Phelps,  M.D.,  The  John  N. 

Wilson  Memorial  Lecture,  April  30,  1954. 
^ ^ ^ 

Routine  chest  roentgenograms  for  pa- 
tients admitted  to  the  hospital  are  more 
productive  than  a routine  survey  on  a 
general  population  of  essentially  normal 
persons.  Figures  vary  tremendously  ac- 
cording to  the  type  of  hospital,  the  type 
of  patients  admitted,  and  the  care  with 
which  the  roentgenograms  are  studied 
and  reported  by  the  roentgenologist. 
Morris  H.  Levine,  M.D.,  and  Stanley 

Crosbie,  M.D.,  J.A.M.A.,  Sept.  18,  1954. 
* * * 

The  importance  of  the  tuberculin  test 
in  the  program  for  the  elimination  of 
tuberculosis  cannot  be  overestimated. 
The  percentage  of  positive  tuberculin 
reactors  is  an  indirect  measure  of  the 
amount  of  undetected  open  tuberculosis 
in  the  community.  The  presence  of  a 
positive  tuberculin  test  pinpoints  the  in- 
dividuals which  comprise  the  group  in 
which  new  active  cases  will  develop.  The 
discovery  of  a recent  conversion  from  a 
negative  to  a positive  tuberculin  reaction 
means  that  there  is  a known  or  unknown 
active  case  among  the  converter’s  assoc- 
iates. David  T.  Smith,  M.D.,  J.  School 

Health,  Sept.,  1954. 

* * * * 

Every  private  physician  plays  a part 
in  the  school  health  program  whether  or 
not  he  serves  as  a school  physician.  The 
medical  services  he  gives  to  children  in 
his  private  office  are  an  integral  and  im- 
portant aspect  of  the  program.  In  fact, 
no  program  of  health  education  in  the 
schools  can  be  wholly  successful  without 
the  private  physician’s  active  participa- 
tion and  the  approval  and  support  of  the 
local  medical  society.  David  Van  Der 

Slice,  M.D.,  J.  School  Health,  May,  1954. 
* * * * 

The  primary  responsibility  for  the  edu- 
cation of  the  patient  (with  tuberculosis) 
and  the  family  rests  with  the  physician 
making  the  diagnosis  and  with  the  phy- 
sicians and  nurses  responsible  for  care. 
Mrs.  K.  Z.  W.  Whipple,  NTA  Bulletin, 
Feb.,  1954. 
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FLORAQUIN®  VAGINITIS  REGIMEN 


New  Intravaginal  Applicator  for 
Improved  Treatment  of  Vaginitis 

The  restorative  treatment  of  vaginitis  with  Floraquin  is  now  further  improved  by 
a new  aid  to  tablet  insertion.  Faulty  insertion  is  no  longer  a failure  factor  in  therapy. 


The  new  Floraquin  applicator  is  designed  for 
simplified  insertion  of  Floraquin  tablets  by  the 
patient.  This  plunger  device,  made  of  smooth 
unbreakable  plastic,  places  the  Floraquin  tab- 
lets in  the  fornices  and  thus  assures  coating  of 
the  entire  vaginal  mucosa  as  the  tablets  disin- 
tegrate. The  patient  inserts  two  Floraquin  tab- 
lets with  the  applicator  in  the  morning  and 
also  two  tablets  at  night,  with  treatment  be- 
ing continued  through  at  least  two  menstrual 
periods.  During  menstruation  it  is  desirable  to 
increase  medication  to  eight  tablets  daily  to 
combat  the  alkalinity  of  the  menstrual  flow. 

Warm  acid  douches  (2  ounces  of  5 per  cent 
acetic  acid  or  white  vinegar  to  2 quarts  of 


warm  water)  may  be  taken  as  often  as  de- 
sired for  hygienic  purposes. 

Floraquin  contains  Diodoquin®  (diiodo- 
hydroxyquinoline,U.S.P.),the  safe  and  effec- 
tive protozoacide  and  fungicide.  Lactose,  an- 
hydrous dextrose  and  boric  acid  are  included 
to  help  restore  the  normal  acid  pH  of  the 
vaginal  secretions.  Such  an  acid  vaginal 
medium  then  encourages  the  growth  of  nor- 
mal flora  and  makes  the  environment  unfa- 
vorable for  pathogens. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  (a  new  package  size)  Flora- 
quin tablets.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


New  Floraquin  Applicator  and  commercial  package 
of  50  Floraquin  tablets  available  on  request  to  . . , 


5 


P.  O.  Box  5110,  B 
Chicago 80,  Illinois 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2.  NEBRASKA 


''Neohydrin ... 
offers  the  striking 
advantage  of 
a high  degree  of 
therapeutic 
effectiveness  upon 
oral  administration."* 


'Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharma- 
cologic Principles  of  Medical  Practice,  ed.  3, 
Baltimore,  The  Williams  and  Wilkins  Company, 
1954,  p.  998. 


in  very  special  cases 
a very  superior  brandy... 
specify 

HENlfESST 

COGNAC  BRANDY 

Proof  I Schieffelin  & Co.,  New  York 
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All  the  benefits  of  prednisone 


and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a "tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


detra 


Prednisolone  Buffered 


Multiple 


and 


Compressed 


'Co-Deltra' 


Prednisone  Buffered 


Tablets 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied : Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  ihe  trademarks  of  Merck  & Co..  Inc. 
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24-hour  control 


for  the  majority  of  diabetics 


GLOBIN  INSULIN 

B.W.  & cor 


a clear  solution 


easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 
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for  a spastic 


Trasentine- 


Unj 


El 


C I B A 

Summit,  N.  J. 


integrated  relief , . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


ZiZZ29H 


''The  substitution  of  oral 
Neohydrin 

for  parenteral  meralluride 
was  successfully 
accomplished  in  97  percent 
of  70  ambulatory 
clinic  out-patients  with 
chronic  congestive 
heart  failure."*  v 

' Lawrence,  W.  E.;  Kahn,  S.  S.,  and  Riser,  A.  B.: 

South.  M.J.  47:105,  1954. 


Baynard  Optical 
Company 

j 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
ILMINGTON,  DELA\^  ARE 


^ow!  Palatable  Oral  Suspension  Gives 
ligher.  Faster  Blood  Levels  than  Twice 
he  Dose  of  Injected  Procaine  Penicillin 


PEN*VEE*Sosp€ns/on, 

300.000  units 

Procaine  Penicillin  G, 

600.000  units  (one  injection) 

This  ready-mixed,  stable,  and  pleasant' 
flavored  suspension  is  supplied  as  follows;  Pei 
Veb’ Suspension,  300,000  units  per  5-cc.  te 
spoonful,  bottles  of  2 fl.  oz.  Also  availabl 
PEN*VEE*Ora^  Tablets,  200,000  units,  score 
bottles  of  36;  500,000  units,  scored,  bottles  of  1 


Pen  Suspensio 

Benzathine  Penicillin  V Oral  Suspension 

ORAL  PENICILLIN 
WITH 

TTt.T  TTnr^mT/~\-\T  TiTTin  Tn/^T>  X IT  A XT/^'C 


1 


I 
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maximum  efficacy  with  minimum  risk 


Terfonyl 

SQUIBB  METH-DIA-MER  SULFONAMIDES 


mg.  per  100  ml. 

T 


BLOOD  LEVE 

LS  IN  MAN 

ON  DOSAGE 

OF  6 GM. 

PER  DAY 

A 

1 

TE 

IFONYL 

SIN 

SLE  “SOLUBLE” 

SULFONAMIDE 

- 

▼ 

DAYS  2 4 6 8 10 


-Mltr  uni, 0-. Modem  Ued.  23>111  Uen.  IS)  19S5. 


Terfonyl  is  absorbed  as  well  as  single  “soluble”  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm.,  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


I 


Squibb 


Terfonyl'®  is  a squibs  trademark 
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tolerance 


the  key 
to  successful 

IRON  THERAPY 


Fergon 

IRON  WITHOUT  IRRITATION 


® 


higher  hemoglobin  response 

Supjj&eJy: 

Fergon,  tablets  of  5 grains,  bottles  of  100  and  500. 

Fergon,  tablets  of  2Vi  grains,  bottles  of  100. 

Fergon  elixir  6 ®/o  (5  grains  per  teaspoonful),  bottles  of  16  fl.  oz. 


fhoj- 

HIGH  POTENCY  Fergon  Plus  Improved  Caplets®  (Fergon  with  vitamin  B,2 
and  intrinsic  factor,  folic  acid  and  vitamin  C;  2 Caplets 
= 1 U.S.P.  oral  unit  of  antianemia  activity),  bottles  of  100 
and  500  easy  to  swallow  Caplets. 


Fergon  (brand  of  ferrous  gluconate)  and  Caplets, 
trodemarks  reg.  U,S.  Pat.  Off. 


LABORATORIES  I NEW  YORK  18,  N.  Y. 
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prompt  city-wide 
delivery  service 
for  prescriptions. 


Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 
Phone  N.  C.  3411 


CAPPEAU' 


To  keep 

your  car  running 


Better-Longer 


use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 
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PARKE 

• 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 

If  it's  insurable  ice  can  insure  it 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 

LEDERLE  LABORATORIES  DIVISION 

AMEmcA\  Cynjtojnui  co.\tPA\r 

PEARL  RIVER,  NEW  YORK 


about 

46  CALORIES 


per  1 8 gram  slice 


BREAD 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicogo 
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ECKERD’S 

JOHN  G.  MERKEL 

DRUG  STORES 

&S0NS 

COMPLETE 

DRUG  SERVICE 

FOR 

tjPaYota/oiy — //n  tea /if/  ^a/i/t/if>'i 

PHYSICIAN  - PATIENT 

BIOLOGICALS 

PHARMACEUTICALS 

PHONE  4-8818 

HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 

801  N.  Union  Street 

TRUSSES 

513  Market  Street  723  Market  Street 

Wilmington,  Delaware 

900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 

FRAIM’S  DAIRIES 

PATRONIZE 

J/aa/i/y  ^aiiy  &^iOf/uc/i 

/fitice  J9CO 

OUR 

GOLDEN  GUERNSEY  MILK 

ADVERTISERS 

Wilmington,  Del.  Phone  6-8225 

A Store  for  . . . 

^(/ui  >jdie  3^/t  nYY^ott^rtou-:^ 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


Tofton,  Pike  Co.,  Pa. 

Cottage-Lake  Resort  for  the  whole 
family  on  safe,  natural  wooded 
lake,  sky-high  in  Poconos  Mts.  Centrally  heated 
Skylake  Lodge,  60  individual,  cozy  cottages. 
Round-the-clock  activities  for  all  ages.  Sailing, 
fishing,  aquaplaning,  all  sports.  Famous  for 
fine  food.  Honeymooners-special  June, 
Sept,  rates.  Complete  entertainment. 

Write  Lenape  Village,  Tafton,  Pa. 

Tel.  Hawley  4596 
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After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DEUWARIFOWEKeUGHTCO. 


With  an  Automatic  Gas 

WATER  HEATER 
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Relax  the  best  wai| 
...  pause fDi*  Coke 

Make  your  pause  at  work 
truly  refreshing.  Have  a frosty  bottle 
of  pure,  delicious  Coca-Cola 
. . . and  be  yourself  again. 


in  infant 


Dextrl  - Maltose’- 


For  45  years 


Mead  carbohydrate  manufactured  specifically  for  infant  formulas 


has  been  prepared  with  meticulous  care  to  meet  the  highest 


standards  of  nutritional  and  pharmaceutical  excellence. 


feeding 

only  the  highest 

standards 

are  high  enough 


fj  MEAD  JOHNSON  A COMPANY.  EVANSVILLE  21,  INDIANA.  U.  S.  A. 
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Fastest  and  shortest-acting  oral  barbiturate 


'Seconal  Sodium' 


(SECOBARBITAL  SODIUM.  LILLY) 


Among  its  many  uses: 
iQrSimple  insomnia 

Unruly  pediatric  patients 
! Obstetric  patients 

.Procedures  associated 
jwth  moderate^ain 


In  1/2, 3/4,  and  1 1 /2-grain  pul- 
vules  and  in  ampoules,  supposi- 
tories, and  ‘Enseals’  (Timed  Dis- 
integrating Tablets,  Lilly);  also. 
Elixir  ‘Seconal’  (Secobarbital, 
Lilly). 


Suspension 


Chloromycetiri  Palmitate 


)leasant-tasting  Chloromycetin  for  pediatric  use  | 

four  young  patients  won’t  hit  the  war  path  at  medication  time  when  the  prescription  calls  for 
SUSPENSION  CHLOROMYCETIN  PALMITATE.  Its  appealing  custard  flavor  rates  it  as 
good  medicine”  with  the  most  rebeUious  braves. 

[Jood  medicine,  too,  for  a vvnde  variety  of  infections  in  infancy  and  childhood, 
iSHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  affords  rapid  recovery 
md  speedy  convalescence. 

because  of  its  hquid  form,  dosage  of  SUSPENSION  CHLOROMYCETIN  PALMITATE 
s easily  adjusted.  That  it  needs  no  refrigeration  is  an  additional  convenience  to  every 
larassed  mother. 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 

should  be  made  when  the  patient  requires  prolonged  or  intermittent  tlierapy. 

D 

siyiplied:  suspension  Chloromycetin  palmitate,  containing  the  equivalent  of 
125  mg.  of  Chloromycetin  in  each  4 cc.,  is  available  in  60-cc.  vials. 


PARKE,  DAVIS  & COMPANY  Detroit,  Michigan 


»- 


e R 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 


T5ceroys  Are  Smoothei 


THE  VICEROY  TIP  HAS 


Viceroy 

filter  ^ip 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


CIGARETTES 


Viceroy's  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


KING-SIZE 
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in  rheumatoid  arthritis 


ST„NDINv_ 

is  easier  with  Sterane'— 
3-5  times  more  potent 
than  hydrocortisone  or 
cortisone.2 


WALKING 


follows  rapidly.*  Sterane 
“is  more  effective  than  any 
previous  drug  in  the  control 
of  ...rheumatoid  arthritis.”^ 

WORKIN'^ 

functional  mobility  is 
restored  even  where  other 
steroids  fail  or  cease  to 
be  effective.2-3 

vViTH  MlN.MAL 
DISTURBANCE 

of  electrolyte  balance*-® — 
patients  may  even  be  treated 
without  diet  restrictions. 


brand  of  prednisolone 


White,  5 mg.  oral 
tablets,  bottles  of  20  and  100. 
Pink,  1 mg.  oral  tablets, 
bottles  of  100. 

1.  Spies.  T.  D..  et  al.:  GP  12:73.  No.  1. 
1955.  2.  Boland,  E.  W.:  J.A.M.A. 
160:613.  1956.  3.  Gillhespy.  R.  O. 
Lancet  2:1393.  1955. 


Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


I 


i 


'■j 


k 

All  the 


Multiple 

Compressed 

Tablets 


Multiple  Compressed  Tablets  ‘Co-Deltra  and  ‘Co- 
Hydeltra’  are  unique  among  the  dosage  forms  of  the 
newer  steroids,  because  they  are  specifically  designed 
as  a tablet  within  a tablet  to  provide  stability  and  to 
release  in  sequence,  antacid  and  anti-inflammatory 
agents  . . . 


1.  the  outer  layer  of  antacids  (aluminum  hydroxide  gel 
and  magnesium  trisilicate)  comes  into  contact  with  the 
gastric  mucosa  first  . . . and  after  it  is  completely 
dissolved  . . . 


2.  the  hitherto  intact  inner  core  containing  the  anti- 
inflammatory agent  (either  prednisone  or  predniso- 
lone) then  begins  to  release  its  full  therapeutic  poten- 
tial . . . and  not  before. 


Prednisone  Buffered 


benefits  of  prednisone 
and  predr  isolone 
plus  positive  antaeid 
aetion  to  minimize 


gastrie  distress... 


A reportedly  higher  incidence  of  gastric  dis- 
tress in  patients  receiving  the  newer  steroids 
prednisone  and  prednisolone  indicates  the 
desirability  of  co-administering  non-systemic 
antacids.* 

To  help  the  physician  cope  with  this  prob- 
lem of  gastric  distress  which  might  other- 
wise become  an  obstacle  to  therapy  with  the 
newer  steroids  . . . Multiple  Compressed 
Tablets  ‘Co-Deltra’  (Prednisone  Buffered) 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 
are  trade-marks  of  Merck  & Co..  iNC. 


and  ‘Co-Hydeltra’  (Prednisolone  Buffered) 
are  now  available. 

‘Co-Deltra’  and  ‘Co-Hydeltra’  are  now 
available  in  bottles  of  30  on  your  prescrip- 
tion. Each  Multiple  Compressed  Tablet 
contains ; 

Prednisone  or  Prednisolone,  5 mg.;  300 
mg.  of  dried  aluminum  hydroxide  gel,  U .S.P., 
and  50  mg.  of  magnesium  trisilicate. 

1.  Bollet,  A.  J.,  Black,  R..  and  Bunim,  J.  J. : J.A.M.A.  158: 
459,  June  1 1.  1955. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


GYUETONE  REPETABS 


Combined  estrogen-androgen  therapy 
provides  the  steroid  support  necessary 
for  maximum  physical  and  mental 
function  in  both  males  and  females  who 
would  enjoy  vigorous  living  in  the  years 
beyond  60.  With  GYNETONE  REPETABS, 
optimally  balanced  estrogen-androgen, 
increased  vitality  as  well  as 
elevation  of  mental  and  emotional 
levels  often  follow  therapy  and  help 
to  keep  the  aging  patient  a productive 
and  useful  member  of  society. 


also  valuable  in:  osteoporosis  • protein  depletion  • menopause 
two  strengths  for  individualized  therapy 

Gynetone  Repetabs“.02”:  Ethinyl  Estradiol  U.S.P.  0.02  mg. 
plus  5 mg.  Methyltestosterone  U.S.P. 

Gynetone.  Repetabs  “.04”:  Ethinyl  Estradiol  U.S.P.  0.04  mg. 
plus  10  mg.  Methyltestosterone  U.S.P. 


Gynetone,®  combined  estrogen-androgen. 
Repetabs.®  Repeat  Action  Tablets.  oi  j ei.ijt 
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Trasenllne- 


c I B A 

Summit,  N.  J, 


integrated  relief . . , 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


tablets  (yellow,  coated),  each  containing 
SO  mg.  Traeentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  iO  mg.  phenobarbital. 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you're  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


D£UWM1E?0WEKCUGHTC0. 

7>C 


With  an  Automatic  Gas 

WATER  HEATER 


X 


Delaware  State  Medical  Journal 


May,  1956 


HOW  VAGISEC  LIQUID 

PENETRATES 


RECESSES  OF  VAGINA 
AND  EXPLODES 
TRICHOMONADS 
OFTEN  MISSED 

Too  OFTEN  AN  ORDINARY  trichonionacide  fails  to 
cure  vaginal  trichomoniasis  because  it  has  little 
or  no  effect  on  parasites  that  are  not  on  the  surface.^ 
Trichomonads  burrowed  deeply  into  the  roughened 
mucosa  survive  and  set  up  new  foci  of  infection.  In 
fact,  even  a few  hidden  trichomonads  remaining 
after  treatment  can  cause  acute  exacerbations.  With 
X’agisec®  liquid  and  jelly  you  can  overcome  this 
most  troublesome  problem. 

Penetrates  thoroughly  — This  new  and  unique  trich- 
omonacide  spreads  out  and  wets  the  entire  vaginal 
surface.  It  rapidly  dissolves  mucinous  materials,  fats 
and  blood  clots. ^ It  penetrates  the  cellular  debris  that 
lines  the  vaginal  walls  and  shields  the  parasites, 
reaching  trichomonads  deep  in  their  hiding  places. 
Explodes  trichomonads  — Vagisec  liquid  actually  ex- 
plodes trichomonads  within  15  seconds  after  douche 
contact. 2 Two  surface-acting  agents  and  one  chelat- 
ing agent  combine  to  weaken  the  cell  membrane, 
to  remove  the  waxes  and  lipids,  and  to  denature  the 
protein,  ^’ith  its  cell  wall  destroyed,  the  parasite  im- 
bibes water,  swells  and  explodes.  All  this  occurs  within 
15  seconds.  Only  scattered  fragments  remain. 

Proves  highly  effective  — W'ith  the  Davis  techniquet 
you  can  now  rid  patients  of  “trich,”  even  cases  that 
have  resisted  other  treatment.  Vagisec  liquid  was 
developed  as  “Carlendacide,”  by  Dr.  Carl  Henry 
Davis,  M.D.,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist. ^ Clinical  trials 
by  more  than  1 50  physicians  show  better  than  90  per 
cent  success.® 

T/sc  lieluid  and  jelly— In  the  Davis  technique,  Vagisec 
liquid  is  used  in  office  therapy.  At  the  same  time, 
liquid  and  jelly  are  prescribed  for  home  use.  They  are 
well  tolerated,  leave  no  messy  discharge  or  stain. 
Office  treatment  — Expose  vagina  with  speculum  and 
wipe  walls  dry  with  cotton  balls.  Then  wash  thor- 
oughly with  a 1:100  dilution  of  Vagisec  liquid.  Re- 
move excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  six  treatments. 

Plome  treatment— Patient  douches  with  Vagisec  liquid 
every  night  or  morning  and  then  inserts  Vagisec  jelly. 
Home  treatment  is  continued  through  two  menstrual 
periods,  but  omitted  on  office  treatment  days.  Douch- 
ing contraindicated  in  pregnancy. 


Photomicrograph  of  section  of 
epithelium  of  normal  \yaginal 
mucosa,  enlargeii  750  times,  shows 
unereri  surface  where  trichomonads 
bide.  Vagisec  penetrates  surface 
and  e'xplodes  organisms  in 
hard-to-reach  areas. 


One  course  of  treatment  — "U  the  treatment  has  been 
accomplished  as  directed,”  the  patient  "will  have  no 
flagellates  provided  the  infection  was  limited  to  the 
vaginal  canal ...  A few  women  have  infected  cervical, 
vestibular  or  urethral  glands  and  require  other  types 
of  treatment.”^  Gontinued  douching  with  Vagisec 
liquid  two  or  three  times  each  week  for  eight  to 
twelve  weeks  helps  prevent  re-infection. 

Prevents  coital  re-infection  — Infected  husbands  are 
"...  a potential  source  of  re-infection  in  wives  suc- 
cessfully treated.”®  Prescribe  for  your  patients  the 
protection  afforded  by  Schmid  high  quality  condoms. 
Specify  the  superior  RAMSES®  rubber  prophylactic, 
transparent,  tissue-thin,  yet  strong.  If  there  is  anxiety 
that  rubber  might  dull  sensation,  prescribe  XXXX 
(fourex)®  prophylactic  skins,  of  natural  animal 
membrane,  pre-moistened. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene  nonyl 
phenol,  Sodium  ethylene  diamine  tetra  acetate,  Sodium  dioctyl 
sulfosuccinate.  In  addition,  Vagisec  jelly  contains  Boric  acid, 
Alcohol  5%  by  weight. 

Peferences:  1.  Davis,  C.  H.,  and  Grand,  C.  G.:  Am.  J. 
Obst.  & Gynec.  68:559  (Aug.)  1954.  2.  Davis,  G.  H.:  J.A.M.A. 
157:126  (Jan.  8)  1955.  3.  Davis,  C.  H.:  West.  J.  Surg.  63:53 
(Feb.)  1955  . 4.  Davis,  C.  H.  (Ed.);  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7,  pp. 
23-33.  5.  Lanceley,  F.,  and  McEntegart,  M.  C.:  Lancet  i :668 
(Apr.  4)  1953. 

JULIUS  SCHMID,  iN’c. 

gynecological  division 
433  ^"est  55th  Street,  New  York  19,  N.  Y. 

Vagisec.  RamsES  and  XXXX  (fourex)  are 
registered  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  App.  for 
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MILTOWN  MOLECULE 


the  tranquilizer  with 

NO  KNOWN 
CONTRA-INDICATIONS 


ideal  for  prolonged  therapy 


• Effective  in  anxiety,  tension  and  muscle  spasm 

• Well  tolerated — not  habit  forming — essentially  non-toxic 

• Does  not  produce  depression 

• Orally  effective  within  30  minutes  for  a period  of  6 hours 

• Supplied  in  400  mg.  tablets.  Usual  dose:  1 or  2 tablets— 3 times  a day 


the  original  meprobamate — 2-methyl-2-n-propyl-l,3-propanedioI  dicarbamafe— U.S.  Patent  2,724,720 


DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 
Literature  and  Samples  Available  on  Request 
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in  anxiety  and,  iensipn  states 


stable  ataractic  (tranquilizing),  effect  4 
without  excessive  sedation  V 


stable  hjqiotensive  effect  without  rapid  peaks  and 
declines  in  blood  pressure 


Systolic  I 
Fressure,  mm.| 

▼ ‘ 


Comparative  effect  of  Raudixin  on  the  blood  pressure  of 
hypertensive  patient  and  normotensive  patient. 


I I 

Raudixin  Discontinued  » 


effect 


DOSAGE:  100  mg.  b.i.d.  initially; 
may  be  adjusted  within  a range  of 
50  mg.  to  500  mg.  daily.  Most  pa- 
tients can  be  adequately  maintained 
on  100  mg.  to  200  mg.  daily. 

SUPPLY;  50  mg.  and  100  mg.  tab- 
lets, bottles  of  100,  1000  and  5000. 


Days  10  20  30  40  50  60  70  80  90 


The  hypotensive  action  of  Raudixin  is  selective  for  the  hypertensive  state. 
For  this  reason,  Raudixin  does  not  significantly  affect  the  blood  pressure  ol 
normotensive  patients. 


Squibb 


‘RAUDIXIN*®  IS  A SQUIBB  TRAOEMAM 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


detra 


Prednisolone  Buffered 


Multiple 


and 


Compressed 


'Co-Deltra' 


Prednisone  Buffered 


"T  ABLETS 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied : Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co..  Inc. 
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1.  R C." " [ 

lemerol' 

for  more  efficient  ^ 

CONTROL  OF  Pmff 


Each  tablet  contains : 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (IVi  grains] 

Caffeine  30  mg.  {Vi  grain) 


Demerol  hydrochloride  30  mg.  (Vi  grain) 


Average  Adult  Dose:  1 or  2 tablets 

repeated  in  three  or  four  hours  as  needed. 

Bottles  of  100  tablets.  Narcotic  blank  required. 


"Such  a combination  has  proven  clinically  to  be  far 
more  effective  and  no  more  toxic  than  equivalent 
doses  of  any  of  these  used  singly,  " * 

LABORATORIES 

NEW  YORK  18,  N.  Y. 


*Bonica,  J.J.;  and  Backup,  P.H.:  Northwest  Med.,  54:22,  Jan.  1955. 


Demerol,  trademark  reg.  U.S.  Pat.  Oft.,  brand  of  meperidir 
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All  physicians  appreciate  the  strictness  of  pharmaceu- 
tical standards.  Pablum  Cereals  are  the  only  baby 
cereals  made  by  nutritional  and  pharmaceutical  spe- 
cialists. All  four  Pablum  Cereals  are  enriched  with 
thiamine,  riboflavin,  calcium,  phosphorus,  copper,  and 
with  iron  in  its  most  assimilable  form. 


Now  available  in  these  bright  new  packages. 

DIVISION  OF  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INO.  • Manufacturers  of  nutritional  and  pharmaceutical  products 
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Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

♦ REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 

The  Upjohn  Company,  Kalamazoo,  Michigan 


in 

rheumatoid 

arthritis 

continuing  benefits 

for  successful  corticosteroid  therapy 

METICORTELONE 


(PREDNISOLONE) 


• therapy  usually  undisturbed  by  sodium  retention, 
edema,  weight  gain 

• excellent  relief  of  arthritic  pain,  swelling, 
tenderness 

• spares  patients  salt-poor  diets 

• up  to  5 times  as  potent  as  hydrocortisone 

Available  as  1,  2.5,  and  5 mg.  tablets;  2.5  and  5 mg.  capsules 
M ETICORTELONE,*  brand  of  prednisolone.  ’T.  M.  ML.j.es.rss 
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When  a diuretic  must  evoke  acidosis  to  be  effective,  continued 
administration  without  dosage  limitation  results  in  refractoriness. 
Other  diuretics  may  require  interrupted  dosage  to  avoid  gastro- 
intestinal irritation. 


But  the  sustained  diuresis  achieved  by  the  organomercurials  never 
necessitates  routine  “rest  periods”  because  of  their  mode  of  action. 


TABLET 


N E 


OH  YDRI  N* 


BRAND  OF  C H L O R M E R O D R I N (ie.3  mg.  of  s-ch  loromercur  i-2-m  ethoxy- propylu  r e a 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure  mercuhydrin®  sodium 

BRAND  OF  MERALLURIDE  INJECTION 


0125S 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15?^  Bottle  of  24  tablets  (2^2  grs.  each). 


We  will  be  pleased  lo  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.Y, 
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and  the  Rehabilitation  of 

Protein  Depleted  Patients 

Although  the  recommended  daily  allowance  of  one  gram 
of  protein  per  kilogram  of  body  weight  is  adequate  for  the  average  healthy 
adultd  greater  amounts  may  be  needed  in  the  rehabilitation  of  patients 
depleted  in  protein  after  severe  infections,  mechanical  trauma,  burns,  or 
extensive  surgeryd  Protein  needs  for  tissue  regeneration  during  convales- 
cence are  high. 

To  speed  rehabilitation  of  the  protein  depleted  patient,  top  quality 
protein  and  calories  should  be  given  in  generous  quantity.  ^ However,  a 
high  protein  intake,  130  grams  daily,  at  best  induces  a slow  response.* 
Intakes  at  3 or  4 times  that  level  may  produce  considerably  more  rapid 
gain  in  weight,  strength,  and  morale.^'*  If  mastication  and  swallowing  are 
difficult,  canned  strained  meats — such  as  used  in  infant  feeding — may  be 
used  to  advantage  in  the  high  protein  diet.* 

Lean  meat,  outstanding  in  contained  top  quality  protein,  may  well 
be  made  the  keystone  of  the  high  protein  diet.  Its  abundance  of  vitamin 
B complex  and  essential  minerals — iron,  phosphorus,  potassium,  and  mag- 
nesium— adds  to  its  therapeutic  value.  Important  also  are  its  appetite 
appeal,  its  easy  digestibility,  and  its  virtual  freedom  from  allergenic 
properties. 

1.  Recommended  Dietary  Allowances,  Washington,  D.  C.,  National  Academy  of  Sciences — 
National  Research  Council,  Publication  302,  1953. 

2.  Co  Tui;  Review:  The  Fundamentals  of  Clinical  Proteinology,  J.  Clin.  Nutrition  7:232  (Mar.- 
Apr.)  1953. 

3.  Keys,  A.;  Brozek,  J.;  Henschel,  A.;  Mickelsen,  O.,  and  Taylor,  H.  L.:  The  Biology  of  Human 
Starvation,  Minneapolis,  Univ.  of  Minnesota  Press,  1950. 

4.  Burger,  G.C.  E.;  Drummond,  J.  C.,  and  Sandstead,  H.R.:  Malnutrition  and  Starvation  in 
Western  Netherlands,  The  Hague  General  State  Printing  Office,  1948,  Part  II,  p.  91. 

5.  Co  Tui;  Kuo,  N.H.;  Chuachiaco,  M.,  and  Mulholland,  J.H.:  The  Protein  Depletion  (Hypo- 
proteinia)  Syndrome  and  Its  Response  to  Hyper-Proteinization,  Anesth.  & Analg.  28:1 
(Jan. -Feb.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  bv  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  .Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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How  to  Reduce 


STAY 

reduced 


CHAS.B.lCNOXGtLM.NiCO«PAN’r 

JOHNSTOWN,  N.Y. 


Protein  Previews 


New  Booklet  Available  to  Aid 
Management  of  Overweight  Patients 


The  1955  edition  of  the  well-known  Knox  “Eat- 
and-Reduce”  booklet  eliminates  calorie  counting 
for  your  obese  patients.  This  year’s  edition  is 
based  on  the  use  of  Food  Exchange  Lists'  which 
have  proved  so  accurate  in  the  dietary  manage- 
ment of  diabetics.  These  lists  have  been  adapted 
to  the  dietary  needs  of  patients  who  must  lose 
weight. 

The  first  18  pages  of  the  new  booklet  present  in 
simple  terms  key  information  on  the  use  of  Food 
Exchanges  (referred  to  in  the  book  as  Choices). 
In  the  center,  double  gatefold  pages  outline  color- 
coded  diets  of  1200,  1600,  and  1800  calories  based 
on  the  Food  Exchanges.  Physicians  will  find 
these  diets  easy  to  revise  to  meet  the  special 
needs  of  individual  patients. 

To  help  patients  persevere  in  their  reducing 


plans,  the  last  14  pages  of  the  new  Knox  booklet 
are  devoted  to  more  than  six  dozen  tested,  low- 
calorie  recipes.  Please  use  the  coupon  below  to 
obtain  copies  of  the  new  “Eat-and-Reduce”  book- 
let for  your  practice. 

1.  Developed  by  the  I*.  S.  PubUe  Health  Service  avslated  by  committees  of 
The  American  Diabetes  Assn.,  Inc.  and  The  American  Dietetic  ,\ssn. 


Chas.  B.  Knox  Gelatine  Co..  Inc. 

Professional  Service  Dept.  SJ-17 
Johnstown,  N.  \. 

Please  send  me copies  of  the  new  illustrated 

Knox  '■‘'Eat-and-Reduce"  booklet  based  on  Food 
Exchanges. 


1-. 


clinical 

advantages 

with 


• rapid  absorption  and  distribu- 
tion to  all  parts  of  the  body 

• prompt,  broad-spectrum  action 
against  infections  caused  by 
gram-positive  and  gram-negative 
bacteria,  spirochetes,  certain 
large  viruses  and  protozoa 

• minimal  incidence  of  adverse 
reactions 

• available  in  a wide  selection  of 
convenient  dosage  forms  for  oral, 
parenteral  or  topical  use 

TctrSCycline  the  nucleus  of 
modern  broad-spectrum  activity  discov- 
ered and  identified  by  Pfizer  scientists 


Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co,,  Inc. 
Brooklyn  6,  N.  Y. 


Reduces  Muscular  Tension 


MEPROBAMATE 
(2-methyl-2-n-propyl-l,3-propanedlol  dicarbamate) 
Lictnsed  under  U.S.  Patent  No.  2,724,720 


Electromyography  shows  decisive  response 


•'V  reMve'TV  (tv  /VVw^/\  Cyvve*H-  ^ 


Electromyographic  study  of  neuromuscular  hyper- 
activity in  42 -year-old  male  with  anxiety-tension  syn- 
drome. A,  Before  EQUANIL;  action  potential  of  high 
amplitude  and  frequency.  B,  After  one  week  of 


ambulatory  treatment  with  EQUANIL;  showing  def- 
inite reduction  in  tension,  greater  ability  to  relax, 
and  marked  improvement  in  muscular  coordina- 
tion. C,  Point  where  patient  makes  effort  to  relax.* 


Philadelphia  1,  Pa. 


The  remarkable  effectiveness  of  Equanil  may 
be  demonstrated  in  two  ways.  One  is  by  its 
ability  to  relieve  muscle  spasm  and  neuromus- 
cular tension.*  The  second  is  by  its  abibty  to 
reUeve  mental  tension  and  anxiety. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  adjusted 
either  up  or  down,  according  to  the  clinical  response  of 
the  patient. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

1.  Dickel,  H.A.,  et  al.:  West.  J.  Surg.,  April,  1956. 

anti-anxiety  factor 
with  muscle-relaxing  action 
. . . relieves  tension 


•Trademark 
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The  abo\-e  advertisements  appeared  recently  in 
lafe.  Satnrda>-  Evening  Post,  and  Today’s  Health. 
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"How  to  look  at  a doctor's  bill"  could  well  serve  as  the  title  for  recent 
Parke-Davis  advertisements  on  the  cost  of  medical  care.  For  they  suggest 
to  the  public  new  ways  of  looking  at  the  extraordinary  calue  one  buys 
with  each  dollar  spent  for  prompt  and  proper  medical  care. 

These  Parke-Davis  messages  talk  in  everyday  language  about  familiar 
but  “forgotten”  facts.  Some  examples:  the  steadily  decreasing  cost  of 
curing  diseases  such  as  pneumonia,  the  phenomenal  reduction  in  the 
death-rate  for  children,  the  substantial  savings  in  time  and  income  because 
of  the  shortened  duration  of  hospital  stays. 

By  highlighting  the  heartening  facts  of  medical  progress  in  relation  to 
the  cost  of  medical  care,  this  new  series  hopes  to  help  in  creating  a 
healthy,  realistic  public  opinion  on  the  reasonableness  of  medical  costs. 

To  do  this  successfully,  we  wish  the  facts  to  have  the  widest  possible 
readership.  Therefore  these  advertisements  are  being  published  regularly 
in  such  mass-ciiculation  magazines  as  LIFE,  the  SATURDAY  EVENING 
POST,  and  TODAY'S  HEALTH. 


If  \oii  would  like  to  have  folder-size  reprints 
of  an\'  of  these  ads  for  \our  reception  room,  we 
will  be  happy  to  supply  them  on  request. 
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Provides  complete  control  I 


of  digitalis  dose 


Crystodigin’ 

(crystalline  DIGITOXIN,  LILLY) 


Available  in  scored 
tablets  of  0.05  mg.  {orange), 
0.1  mg.  {pink),  0.15  mg. 
{yellow),  and  0.2  mg. 

{white)',  and  in 
1-cc.  and  10-cc.  ampoules, 
0.2  mg.  per  cc. 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  be  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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ANENCEPHALUS 

Eugene  T.  Monahan,  M.D.* 

There  are  few  obstetrical  problems  that 
can  cause  the  obstetrician  more  concern 
than  an  anencephalic  pregnancy.  Once  he 
has  made  the  diagnosis,  with  the  hopeless 
fetal  prognosis,  he  is  faced  with  the  problem 
of  passing  the  information  on  to  a father 
whom  he  has  probably  never  seen  and  at  the 
same  time  of  withholding  it  from  a mother 
whom  he  must  see  every  week.  All  too  often 
the  condition  appears  where  it  is  least 
wanted,  that  is  the  “elderly  couple”  await- 
ing their  first  or  long  delayed  second  child. 
To  make  matters  worse,  hydramnios  fre- 
quently develops  to  harass  the  mother  dur- 
ing her  last  months  and  complicate  her  la- 
bor and  immediate  puerperium.  Even  after 
the  delivery  is  over,  the  obstetrician  still  is 
faced  with  the  task  of  advising  his  patient 
about  future  child  bearing,  knowing  full 
well  that  she  has  a greatly  increased  chance 
of  going  through  the  same  ordeal  all  over 
again. 

Incidence 

The  incidence  of  anencephalus  varies  con- 
siderably depending  on  whose  figures  are 
used.  Hurwitz’  recently  reviewed  the  litera- 
ture and  stated  that  the  probable  frequency 
was  from  .2  to  .3%  of  all  deliveries.  Malpas^^ 
reviewed  a series  of  some  14,000  consecutive 
deliveries  and  presented  a figure  of  .300%. 
At  the  other  end  of  the  scale.  Book  and 
Raynor’  in  some  105,000  cases  noted  an 
incidence  of  .064%.  In  some  12,529  con- 
secutive deliveries  reviewed  at  two  of  Wil- 
mington’s hospitals  eleven  cases  of  anence- 
phalus were  found  for  an  incidence  of 
.087%. 

Etiology 

Until  recently  (within  the  past  twenty 
years)  most  fetal  anomalies  were  supposed 
to  be  genetically  determined  and  hereditary. 
Today  it  is  realized  that  the  fetal  environ- 

* Assistant,  Department  of  Obstetrics  and  Gynecology 
St.  Francis  Hospital. 


ment  also  plays  a great  if  not  the  greatest 
role  in  the  production  of  monsters. 

Many  reports  of  second  and  even  third 
consecutive  anomalous  births  to  the  same 
couple  lend  support  to  the  genetic  theory. 
Quigley’"  reports  delivering  two  premature 
anencephalic  monsters  to  a twenty-eight 
year  old  woman  in  the  space  of  a year. 
Similarly,  FeuerlichU  reported  two  consecu- 
tive deliveries  in  the  space  of  two  years. 
However,  the  theory  is  weakened  by  the 
fact  that  many  women  have  delivered  an- 
encephalic monsters  and  then  have  gone 
on  to  deliver  one  or  more  perfectly  normal 
children  before  their  child  bearing  years 
were  over. 

The  role  of  the  fetal  environment  in  the 
production  of  anencephalus  has  been  dem- 
onstrated rather  conclusively  by  animal  ex- 
perimentation. Hurwitz’  reports  that  Curley 
and  Prindle  subjected  mice  to  varying  de- 
grees of  anoxia  on  different  days  of  their 
pregnancies  and  were  able  to  produce  cases 
of  anencephalus  in  three  of  eight  litters. 

Evans  and  Nelson’  produced  anen- 
cephalic rats  on  a folic  acid  deficient  diet. 

Russel  and  Russel”  caused  cranial  and 
other  deformities  by  subjecting  pregnant 
mice  to  varying  doses  of  radiation  during 
the  early  days  of  gestation.  These  workers 
were  so  impressed  by  their  findings,  they 
made  a plea  that  women  not  be  x-rayed 
during  the  last  part  of  their  menstrual 
cycles,  that  is,  at  the  time  when  they  could 
have  conceived.  In  their  opinion  the 
critical  period  for  x-ray  exposure  was  the 
first  six  weeks  of  the  pregnancy. 

A high  incidence  of  anencephalus  occurs 
with  abnormal  pregnancies,  again,  presum- 
ably due  to  an  altered  fetal  environment. 
Hurwitz’  reports  that  Record  and  McKeown 
found  that  placenta  previa  was  ten  times 
more  prevalent  in  anencephalic  pregnancies 
than  in  normal  ones.  This  work  was  dupli- 
cated by  GreenhilP  who  found  the  incidence 
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Tetracycline  Lederle 


in  the  treatment  of 

respiratory  infections 

January  and  his  associates'  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


fIMc 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  ! 


filled  sealed  capsules 


^January,  H.  L.  et  al:  Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 

AM  E RJCAn  CYANAM  !i>  COM  PANV 

PEARL  RIVER.  NEW  YORK 

• RCG.  U.  S.  PAT.  OFF. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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of  anomalies  in  pregnancies  complicated  by 
previa  to  be  three  times  over  that  of  a 
control  series. 

Obviously,  human  pregnancies  cannot  be 
subjected  to  experimentation.  However,  a 
case  was  reported  by  Olim  and  Turner ' 
which  parallels  the  anoxia  experiments  of 
Curley  and  Prindle.  This  was  an  eighteen 
year  old  woman  with  Tetrology  of  Fallot. 
She  had  had  two  consecutive  anencephalic 
births  and  was  then  subjected  to  a Blalock 
procedure.  Later,  following  the  operation, 
she  delivered  a perfectly  normal  female  in- 
fant. 

All  of  this  should  lead  up  to  some  com- 
ment on  what  to  tell  a woman  once  she  has 
given  birth  to  an  anencephalic  monster. 
Unfortunately,  there  is  no  uniformity  of 
opinion  on  what  her  chances  are  of  having 
a second  mishap.  Ballantine  in  1905  was 
thoroughly  pessimistic  and  declared  that 
once  a woman  had  delivered  an  anencephalic 
monster  it  could  be  presumed  that  her  sub- 
sequent pregnancies  also  would  yield  an- 
encephalics  or  at  any  rate  some  deformities. 
Murphy"  reviewed  450  cases  in  which  de- 
fective children  were  involved  and  stated 
that  the  chance  of  repeat  anomalies  in  sub- 
sequent pregnancies  was  twenty-five  times 
greater  than  that  for  the  general  popula- 
tion. Record  and  McKeown’  reported  that 
the  chance  of  having  a second  anencephalic 
infant  was  five  times  greater  than  that  for 
the  general  population. 

If  Murphy’s,  Record’s  and  McKeown’s 
figures  are  used,  certainly  a second  preg- 
nancy could  be  approached  with  cautious 
optimism.  For  even  though  the  woman  who 
had  had  a bad  experience  with  one  preg- 
nancy would  not  have  as  favorable  a prog- 
nosis as  her  uncomplicated  sister,  still  the 
odds  of  her  having  a normal  child  would  be 
strongly  in  her  favor.  The  figures  collected 
locally,  although  small,  support  this  con- 
tention (see  table). 

Other  Related  Factors 

Maternal  Age: 

There  seems  to  be  a definite  increase  in 
the  number  of  abnormal  children  born  to 
women  in  the  so  called  elderly  age  group. 


Stanton^-  reviewed  237  pregnancies  in  wom- 
en past  forty,  and  noted  a 5.6%  incidence 
of  anencephalus.  Other  authors  such  as 
Malpash  Hegnauer’,  and  Murphy"  also  re- 
port similar  findings. 

First  Trimester  Complications: 

In  humans  there  is  no  definite  proof  that 
first  trimester  complications  such  as  vomit- 
ing, infections,  bleeding  etc,  play  a signi- 
ficant role  in  the  production  of  anencephalic 
monsters.  Certainly  the  results  of  experi- 
mentation lead  one  to  suspect  that  some 
relationship  exists  but  the  very  nature  of 
the  problem  makes  statistical  corollation 
difficult. 

The  two  exceptions  are  placenta  previa 
(occasionally  a first  trimester  problem)  and 
ectopic  pregnancy.  The  latter  condition  is 
particularly  apt  to  be  associated  with  fetal 
anomalies  including  anencephalus. 

Duration  of  Pregnancy 

The  general  concensus  of  opinion  is  that 
premature  labor  commonly  accompanies  an- 
encephalic pregnancies.  Hurwitz’  after  a 
review  of  world  literature  stated  that  80% 
of  deliveries  took  place  between  day  191 
and  day  270.  On  the  other  hand,  FuerlichU 
reports  that  the  time  of  onset  is  dependent 
on  whether  or  not  hydramnios  is  present. 
Without  it,  labor  begins  either  at  term  or 
in  many  cases  post  term. 

Incidence  of  Hydramnios 

Hydramnios  is  associated  with  fetal  an- 
omalies in  a high  percentage  of  cases.  This 
is  particularly  true  of  central  nervous 
system  defects.  Eastman-  reports  it  is 
present  in  over  50%  of  all  cases  of  an- 
encephalus. Other  figures  go  as  high  as 
80%. 

Commonly  Associated  Fetal  Anomalies 

The  defects  which  commonly  accompany 
anencephalus  are: 

1.  Club  foot 

2.  Hypoplasia  of  lungs  with  interstitial 
hemorrhage 

3.  Adrenal  hypoplasia 

4.  Pituitary  hypoplsia 

5.  Thymic  hyperplasia 

6.  Spina  bifida 
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Case  ir 

Maternal 

Age 

Pari  tv 

1st  Trimester 
Complications 

Previous 

Monsters 

Subsequent 

Pregnancies 

of  Monsters 
In  Subsequent 
Pregnancies 

Hvdramnios 

Sex  of  Infant 

Periotl  of 
Gestation 

1 

20 

1 

0 

0 

1 

0 

0 

Male 

(.second  twin) 

30 

2 

17 

0 

0 

0 

none 

(del.  1955) 

0 

0 

F 

40 

3 

33 

0 

0 

0 

none 

(del.  1955) 

0 

0 

F 

40 

4 

37 

4 

0 

0 

none 

0 

0 

F 

32 

5 

35 

1 

0 

0 

no  follow 
up 

0 

yes 

F 

41 

6 

23 

0 

0 

0 

3 

0 

0 

F 

36 

7 

21 

1 

0 

0 

1 

0 

0 

M 

39 

8 

29 

0 

0 

0 

3 

0 

yes 

M 

24 

9 

25 

1 

0 

0 

2 

0 

0 

F 

42 

10 

36 

0 

0 

0 

none 

(del.  1955) 

0 

yes 

M 

37 

11 

27 

3 

0 

0 

del.  1954 
no 

follow  up 

0 

yes 

F 

40 

Film  taken  at  36  weeks  because  foetal  skull  could  not  be 
outlined.  Cephalic  presentation  with  back  on  right.  Note 
absence  of  cranial  bones  which  gives  foetal  head  irregular 
outline. 

The  reader  is  referred  to  Potter’s®  book  of 
fetal  pathology  for  a more  comprehensive 
treatment  of  this  subject. 

Sex  Incidence 

Seventy-five  percent  of  anencephalic 
monsters  are  females.  Figures  from  differ- 
ent series  vary  from  55  to  85%. 

Locally  seven  (66%)  of  the  eleven  mon- 
sters were  females. 

Diagnosis 

The  ante-natal  diagnosis  of  anencephalus 
should  be  suspected  if  hydramnios  is  present 


or  if  the  fetal  skull  consistently  cannot  be 
outlined  during  the  third  trimester.  X-ray 
of  the  abdomen  will  confirm  the  diagnosis 
(see  figure). 

When  labor  ensues,  and  the  monstrosity 
presents  by  the  face  or  head,  the  diagnosis 
may  be  made  by  vaginal  touch.  With  the 
face  presentations  the  characteristic  bulging 
eyes  can  be  felt.  With  head  presentations 
the  absence  of  the  cranial  bones  and  palpa- 
tion of  the  base  of  the  skull  is  diagnostic. 

Management 

Titus'*  recommends  induction  of  labor 
as  soon  as  the  cervix  is  ripe.  In  line  with 
this  thinking,  Russel  and  Abbas’  compared 
ninety-three  cases  of  surgical  induction  with 
with  60  cases  allowed  to  go  into  spon- 
taneous labor.  The  induction  was  accom- 
plished by  amniotomy.  Less  surgical  man- 
ipulation (i.  e.  version,  cleidotomy,  etc.) 
was  required  in  the  induced  group.  How- 
ever, the  durations  of  labors  for  the  two 
groups  were  equal. 

Face  presentations  are  common.  However, 
since  the  skull  is  absent,  the  prolonged 
labors  seen  with  the  usual  face  presentations 
do  not  occur.  In  head  presentations,  the 
imperfectly  formed  head  offers  a poor  dilat- 
ing wedge,  and  descends  poorly.  Eastman- 
recommends  version  and  extraction  once 
full  dilatation  has  occured.  This  method  of 
delivery,  according  to  that  author  may  be 
accomplished  with  ease  in  spite  of  the  en- 
larged shoulders  often  encountered. 

In  this  author’s  opinion,  most  cases  can 
be  handled  by  allowing  spontaneous  labor 
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to  ensue.  The  membranes  should  be  kept 
intact  as  long  as  progress  is  being  made. 
However  should  inertia  develop,  amniotomy 
should  be  done,  followed  with  pitocin  stim- 
ulation. 

When  the  time  comes  for  delivery,  over 
75%  of  the  cases  will  deliver  spontaneously 
and  without  difficulty.  Should  shoulder 
dystocia  occur  the  choice  between  cleido- 
tomy  or  version  would  be  influenced  by  the 
duration  of  rupture  of  the  membranes,  and 
parity.  Both  procedures  can  be  formidable 
and  should  not  be  undertaken  without 
adequate  anesthesia  and  assistance. 

Wilmington  Series 

A series  of  some  12,529  consecutive  de- 
liveries were  reviewed  at  two  of  Wilming- 
ton’s hospitals.  These  cases  were  drawn 
from  both  private  and  clinic  admissions. 
As  mentioned  previously  eleven  anencepha- 
lic  monsters  were  found  for  an  incidence  of 
.087%.  They  will  be  presented  in  tabular 
form. 

From  this  small  series  no  generalizations 
can  be  made.  However,  the  following  sum- 
mary is  presented: 

1.  The  average  maternal  age  was  27-h 
years.  The  mean  was  also  27  years. 
None  of  the  mothers  were  past  forty 
and  only  two  past  35. 

2.  There  were  no  ante  partum  com- 
plications. 

3.  Of  the  eleven  cases,  6 women  had 
been  previously  delivered  of  normal 
infants. 

4.  Of  the  eleven  cases,  5 women  sub- 
sequently delivered  10  normal  in- 
fants. 

5.  None  of  the  women  in  the  series 
has  delivered  a second  anencephalic 
infant. 

6.  Hydramnios  was  present  in  4 of  the 
cases.  In  only  one  of  these  did  pre- 
mature labor  ensue. 

7.  The  sex  ratio  was  7 females  to  4 
males. 

8.  The  average  gestational  period  was 
36  weeks  with  a mean  of  39. 

Summary 

1.  A review  of  the  recent  literature  in 

anencephalus  is  presented. 


2.  Out  of  a series  of  some  12,529  local 
deliveries,  eleven  cases  of  anencephalus 
were  found.  A breakdown  of  these 
cases  is  presented  in  tabular  form. 
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THE  CLINICAL  PICTURE  OF  HOMOLOGOUS 
SERUM  JAUNDICE 

Jorge  Leon,  M.D.* 

Homologous  serum  jaundice  is  an  acute 
infectious  disease  caused  by  a filterable 
virus,  and  transmitted  by  parenteral  ad- 
ministration of  human  blood  or  blood  pro- 
ducts. It  is  characterized  clinically  by  a 
long  incubation  period,  45  to  160  days, 
general  malaise,  low  grade  fever,  abdominal 
symptoms,  enlargement  and  tenderness  of 
the  liver,  and  jaundice.  Pathologically, 
there  is  necrosis  of  the  liver  cells,  and  a 
periportal  exudative  process.  Homologous 
serum  jaundice  is  clinically  and  pathologic- 
ally indistinguishable  from  infectious  hepa- 
titis, and  may  indeed  be  caused  by  the  same 
virus,  but  the  incubation  period  is  only  10 
to  40  days  in  the  infectious  hepatitis  group. 

History  of  Homologous 
Serum  Jaundice 

It  has  been  suggested  that  human  serum 
may  be  the  source  of  the  icterogenic  agent. 
In  1885,  it  was  first  reported  during  vaccin- 
ation. Transfusions  of  whole  blood  have 
been  held  responsible  for  the  development 
of  the  jaundice  by  Besson'  in  1943.  In 
1945,  Grossman,  Stewart,  and  Stokes-  re- 
ported many  cases  of  jaundice  among 
wounded  military  personnel  who  received 
blood  or  plasma  transfusions  within  four 
months  before  the  onset  of  the  disease. 


Resident  Physician,  St.  Francis  Hospital.  Wilmington.  Del. 


May,  1956 


Delaware  State  Medical  Journal 


107 


The  accumulative  experience  since  the 
end  of  World  War  II  leads  one  to  the  con- 
clusion that  so-called  “normal”  human 
blood  plasma  or  serum,  may  harbor  an  agent 
or  agents  capable  of  producing  jaundice, 
when  administered  either  as  blood  or  as 
plasma.  This  may  occur  also  from  vaccines 
or  immune  serum. 

What  is  the  etiologic  relation  between 
homologous  serum  jaundice  and  infectious 
hepatitis?  The  answer  is  not  clear  as  yet. 
The  evidence  which  tends  to  refute  the 
identity  of  these  two  conditions  is  as 
follows: 

1.  The  incubation  period  of  the  two  con- 
ditions differs  greatly.  Infectious 
hepatitis  develops  in  less  than  40 
days,  while  homologous  serum  jaun- 
dice may  take  from  45  to  160  days, 
and  sometimes  longer  than  this. 

2.  The  mode  of  transmission  is  different. 
The  homologous  serum  jaundice  virus 
is  transmitted  through  the  parenteral 
administration  of  human  blood  pro- 
ducts, while  the  infectious  hepatitis 
virus  is  transmitted  from  host  to  host 
by  direct  contact  or  through  injection 
of  excretory  products. 

3.  It  has  been  said  also  that  there  is  no 
epidemic  spread  of  homologous  serum 
jaundice,  and  therefore,  it  cannot  be 
the  same  disease  as  infectious  hepa- 
titis, which  is  sometimes  called  epi- 
demic hepatitis. 

4.  One  condition  apparently  does  not 
confer  immunity  for  the  other. 

5.  A skin  test  has  been  described  by 
Henle  in  1950  which  gives  a uniformly 
positive  reaction  in  patients  who  have 
had  infectious  hepatitis;  while  individ- 
uals with  a history  of  homologous 
serum  jaundice  show  a positive  re- 
sponse in  only  40%  of  cases,  as  do  in- 
dividuals without  a history  of  hepa- 
titis. 

The  evidence  which  points  to  a similarity 
in  the  two  diseases  is  as  follows : 

1.  The  clinical  pictures  are  identical. 

2.  The  pathologic  pictures  are  identical 
on  biopsy  and  autopsy. 

3.  Infectious  hepatitis  can  be  transmitted 
in  the  same  manner  as  the  homologous 


serum  jaundice,  and  the  homologous 
serum  jaundice  has  been  transmitted 
also  by  pharyngeal  secretions. 

4.  The  variation  in  the  incubation  period 
of  the  two  diseases  may  be  due  to  the 
difference  of  the  mode  of  transmi-ssion, 
rather  than  to  a difference  in  the 
virus. 

Pathology  of  Homologous 
Serum  Jaundice 

In  the  biopsy  of  the  liver,  we  can  find 
exudative  processes  and  necrosis  of  the 
liver  cells.  In  the  milder  forms  of  the 
disease,  the  exudative  process  predominates. 
In  severe  involvement,  the  process  is 
diffuse,  and  consists  of  widespread  necrosis 
and  autolysis  of  hepatic  parenchymal  cells. 
The  liver  is  usually  reduced  to  less  than  half 
of  its  normal  size.  The  surface  is  smooth 
or  finely  granular  in  the  early  stages.  Later, 
it  is  nodular,  and  shows  large  tumor-like 
masses.  Consistency  of  the  organ  varies 
according  to  the  stage  of  the  disease;  in 
the  early  stages,  the  liver  is  flaccid.  Later, 
the  collapsed  parts  of  the  liver  become 
rather  tough. 

In  the  extra-hepatic  pathology,  the  wall 
of  the  gall  bladder  was  thickened  in  about 
one-half  of  the  casts  studied.  The  duo- 
denum was  frequently  involved  in  an  in- 
flammatory process  of  the  entire  intestinal 
tract. 

Some  enlargement  of  the  spleen  is  found 
in  75%  of  the  fatal  cases.  The  kidneys  are 
frequently  swollen,  flaccid,  and  bile-stained. 

The  changes  in  the  brain  are  of  interest 
for  two  reasons: 

1.  The  terminal  symptoms  in  fatal  dis- 
eases are  almost  always  cerebral. 

2.  Because  fef  the  question  of  the  specific 
neurologic  effect  of  the  virus,  the 
changes  in  general  are  non-specific,  as 
in  many  other  serious  and  fatal  dis- 
eases. 

Symptomatology 

Symptoms  of  the  disease  may  be  divided 
into  three  stages: 

1.  Pre-icteric,  or  initial  stage 

2.  Icteric  stage 
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3.  Convalescent  or  the  fatal  stage 

In  the  pre-icteric  stage,  the  symptoms 
may  be  mild,  and  diagnosis  may  be  impos- 
sible. The  patient  complains  of  general 
malaise,  fatigue,  aching  sensation  in  various 
parts  of  the  body  or  upper  part  of  the 
abdomen,  anorexia,  nausea,  and  less  com- 
monly, vomiting,  may  be  present.  This 
stage  lasts  between  five  and  ten  days. 

In  the  icteric  stage,  there  may  be  fever 
and  chills.  Before  the  jaundice  appears, 
the  patient  may  notice  the  deep  brown  color 
of  the  urine  and  decreasing  color  of  the 
stools.  When  the  icterus  first  appears,  the 
other  symptoms  may  be  increased.  Espe- 
cially prominent  are  symptoms  referable  to 
the  gastrointestinal  tract.  Pain  may  be 
absent  in  some  cases,  mild  in  others,  and 
occasionally,  severe.  In  this  stage  of  the 
disease,  one  cannot  always  predict  whether 
the  patient  will  recover,  die,  or  go  into  a 
chronic  stage  of  the  disease. 

It  is  estimated  that  20%  of  adults,  and 
the  majority  of  children,  run  the  entire 
course  without  clinical  icterus. 

In  the  convalescent  stage,  all  subjective 
symptoms  disappear  rapidly,  gastroin- 
testinal complaints  subside,  and  the  icterus 
begins  to  disappear. 

Physical  Findings 

The  liver  becomes  enlarged  in  over  50% 
of  the  cases.  The  spleen  is  palpable  in  10 
to  15  per  cent  of  the  patients,  and  this 
percentage  has  been  found  to  be  greater 
on  autopsy.  Ascites  is  extremely  common 
in  fatal  hepatitis,  and  rare  in  patients  who 
recover.  Hemorrhages  in  the  skin  and 
mucous  membranes  occur  frequently  in 
patients  who  die,  but  only  occasionally  in 
those  who  recover.  Hepatic  coma  or  nervous 
system  symptoms  are  common  in  the  final 
phases. 

Prognosis 

The  mortality  rate  runs  up  to  0.5%.  The 
morbidity  rate  may  be  more  of  a concern. 
It  is  true  that  it  is  an  acute  disease,  and 
recovery  is  to  be  expected  within  several 
weeks  or  several  months.  Fibrous  and 
fatty  changes  in  the  liver  may  lead  to 


chronic  or  irreversible  disease.  Certainly, 
the  liver  must  be  watched  for  at  least  a 
year. 

Laboratory  Findings 

In  anicteric  and  preicteric  hepatitis,  there 
is  an  increase  of  urinary  urobilinogen  and 
sometimes  of  urinary  bilirubin.  When  ob- 
struction of  the  intraheptic  bile  ducts  be- 
comes marked,  the  urobilinogen  disappears 
from  the  urine  and  the  stools  become 
acholic. 

Hyperbilirubinemia  varies  greatly  and  it 
may  remain  positive  for  a long  period  after 
recovery  from  the  disease.  The  cephalin- 
flocculation  test  becomes  positive  early;  and 
it  may  continue  mildly  positive,  after  the 
patient  has  apparently  recovered  and  gives 
indication  of  persistence  of  liver  disease. 
The  cephalin  flocculation  and  thymol  tur- 
bidity tests  are  useful  in  detecting  the 
anicteric  form  of  infectious  hepatitis. 

The  serum  proteins  show  changes  in 
hepatic  disease  with  a total  decrease  and  a 
reversal  of  the  albumin  globulin  ratio.  A 
marked  drop  in  albumen  and  rise  in  gamma 
globulin  has  a grave  prognostic  significance. 

Hippuric  acid  synthesis  test  and  the 
prothrombin  time  are  also  of  value. 

The  serum  cholesterol  may  be  slightly 
elevated  during  the  stage  of  intrahepatic 
obstruction.  A marked  fall  in  total  choles- 
terol and  cholesterol  esters  is  considered 
a grave  prognostic  sign. 

The  serum  alkaline  phosphatase  rises 
especially  during  the  period  of  intrahepatic 
biliary  obstruction. 

Prophylaxis 

The  prevention  of  homologous  serum 
hepatitis  involves  the  avoidance  of  the  use 
of  blood  or  serum  from  a person  who  may 
be  harboring  the  virus.  All  persons  with  a 
history  of  jaundice  at  any  time  should  be 
excluded  from  blood  transfusions.  However, 
icterogenic  seriun  is  often  transfused  be- 
cause the  patient  is  in  the  stage  of  incuba- 
tion of  the  disease.  Using  as  few  donors 
as  possible  for  serum  pools  will  reduce  the 
incidence  of  infection.  Destroying  the  virus 
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by  means  of  nitrogen  mustard  or  ultra  violet 
light  has  been  suggested. 

Gamma  globulin  affords  protection 
against  homologous  serum  jaundice.  Gross- 
man,  Stewart,  and  Stokes  made  a study  at 
one  Army  general  hospital,  where  many 
cases  of  post-transfusion  hepatitis  were 
seen;  the  injected  groups  showed  an  inci- 
dence of  hepatitis  up  to  4%;  whereas, 
among  untreated  controls,  the  incidence 
ran  as  high  as  13%.^ 

Treatment 

One  of  the  most  important  treatments  is 
bed  rest.  Diet  must  be  adequate,  high  in 
proteins  and  carbohydrates  and  vitamins, 
and  low  in  fats. 

Intravenous  therapy  may  be  necessary  in 
the  beginning  of  the  disease  when  anorexia 
is  present.  Alphatocopherol  (100  mgm. 
t.i.d.)  is  worth  trying  in  view  of  the  antine- 
crogenic  effect  of  this  vitamin  in  nutritional 
liver  injury  in  animals. 

Reports  on  antibiotic  treatment  are  not 
at  all  conclusive,  and  the  side-reactions  of 
the  antibiotics  may  be  undesirable.  The 
use  of  Cortisone  and  ACTH  is  usually 
contra-indicated  in  liver  disease,  but  oc- 
casionally they  may  be  used  for  their  cere- 
bral and  appetite-stimulating  effects.  Their 
use  must  be  under  very  well  controlled  con- 
ditions, and  the  patient  should  be  on  a 
sodium  restricted  diet  and  watch  carefully 
for  edema  and  ascites.^ 
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ALLERGIC  REACTIONS 
DUE  TO  BLOOD  TRANSFUSIONS 

Demeter  Skrypec,  M.D.* 

Blood  transfusions  have  come  to  be  con- 
sidered minor  procedures  yet  the  potential 
dangers  accompanying  them  are  great.  In- 
fusion reactions  are  not  yet  completely  un- 
derstood, so  that  any  attempt  at  clarifica- 
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tion  is  inadequate.  However,  the  following 
grouping  of  transfusion  reactions  is  accept- 
able at  present: 

1.  Hemolytic 

2.  Allergic 

3.  Physical 

4.  Chemical 

5.  Disease  transmission 

6.  Cardiovascular 

In  this  paper,  we  will  consider  the  more 
common  types  of  allergic  reactions.  Allergic 
reactions  during,  or  following,  blood  trans- 
fusion are  due  to  hypersensitivity  of  the 
patient  to  an  unknown  component  in  the 
donor’s  blood.  According  to  the  symptoms, 
frequency,  and  severity,  we  divide  allergic 
reactions  as  follows: 

1.  Urticaria  and  angioneurotic  edema 

2.  Serum  sickness 

3.  Anaphylactic  shock 

Urticaria  and  Angioneurotic  Edema 

This  is  one  of  the  most  common  com- 
plications in  blood  transfusions.  In  a 
series  of  2,423  transfusions,  the  incidence 
was  1.1%’.  In  most  cases,  there  is  no  his- 
tory of  allergic  manifestation  in  most  donors 
or  recipients  who  are  concerned  in  the  trans- 
fusion of  the  blood. 

The  collection  of  blood  from  fasting 
donors  has  not  materially  reduced  the  in- 
cidence of  urticarial  reactions. 

Occasionally,  an  isolated  instance  is  en- 
countered in  which  an  antibody  seems  to 
have  been  transmitted  by  transfusion.^  A 
case  was  reported  of  a donor  who  had  had 
many  episodes  of  angioneurotic  edema.  The 
allergic  cause  of  this  was  never  ascertained. 
It  seemed  that  some  of  the  symptoms  were 
initiated  by  emotional  disturbances,  but 
this  is  questionable.  He  served  as  a donor 
in  transfusions  to  ten  individuals.  Four  of 
the  recipients  had  angioneurotic  edema 
during,  or  soon  after,  receiving  his  blood. 
In  another  instance,  a donor  had  developed 
urticaria  and  arthralgia  from  taking  sulfa- 
thiazole.  Then  later,  his  blood  was  trans- 
fused into  a moribund  patient,  who  was 
receiving  sulfathiazole.  During  the  trans- 
fusion, the  recipient  developed  generalized 
angioneurotic  edema  with  intense  erythema. 


110 


Delaware  State  Medical  Journal 


May,  1956 


Death  occurred  a few  minutes  later,  but  was 
presumed  to  be  due  to  the  primary  disease. 

The  symptoms  of  urticaria  and  angio- 
neurotic edema  are  very  typical.  During,  or 
soon  after,  a transfusion,  the  hives  appear. 
They  are  usually  localized,  although  oc- 
casionally, there  is  a general  distribution. 
The  patient  suffers  the  usual  discomforts 
from  pruritus.  In  most  severe  cases,  there 
is  angioneurotic  edema,  most  often  present 
on  the  face  and  neck.  The  most  serious 
complication  is  the  development  of  edema 
of  the  glottis,  which,  however,  is  rare.  (The 
eruption  lasts,  usually,  for  only  a few  hours. 
It  may  be  accompanied  by  asthma.  In  the 
case  of  asthma,  the  typical  breath  sounds 
can  be  heard  in  the  chest,  but  care  must  be 
taken  to  differentiate  the  signs  in  the  lungs 
from  the  rales  associated  with  circulatory 
overloading. ) 

Diagnosis  is  made  by  inspection  of  the 
skin  and  can  hardly  be  confused  with  any- 
thing else.  Asthmatic  breathing  usually 
disappears  promptly  after  administration  of 
Epinephrine. 

The  treatment  consists  of  immediately 
discontinuing  the  transfusion,  and  giving 
Epinephrine  0.3  to  0.5  c.c.  of  1:1000  solu- 
tion subcutaneously.  Antihistaminic  drugs 
are  of  value  only  in  some  cases.  Antipruritic 
lotions  can  be  used  locally.  The  prognosis 
of  the  urticaria  is  good. 

Serum  Sickness  Due  To 
Blood  Transfusion 

This  is  a more  serious  allergic  reaction, 
but  is  quite  rare. 

A reaction  usually  appears  eight  to  twelve 
days  after  transfusion,  and  is  characterized 
by  fever,  arthritic  pains,  dermal  eruptions, 
and  lymphadenopathy. 

Skin  manifestations  appear  as  hives. 
Sometimes  the  rash  is  multiform  or  mor- 
biliform;  it  may  rarely  simulate  scarletina, 
purpura,  or  erythema  nodosum. 

Fever,  which  occurs  in  33%  of  patients, 
either  precedes  or  is  coincident  with  erup- 
tion. It  is  usually  mild,  and  lasts  a day  or 
two.  In  most  severe  cases,  the  fever  may 
reach  105°F,  and  it  may  last  seven  to  ten 
days,  but  usually  not  at  this  high  level. 


Polyarthritis  occurs  in  about  40%  to  60% 
of  cases;  adenopathy  is  constant.  Spleno- 
megaly and  eosinophilia  are  often  found.  It 
is  thought  that  the  injected  foreign  serum 
stimulates  the  production  of  specific  anti- 
bodies, which  react  after  sufficient  concen- 
tration has  been  reached,  with  circulating 
antigen.  Treatment  is  mostly  symptomatic. 

Anaphylactic  Shock 

When  this  is  due  to  blood  transfusion,  it 
is  extreme,  and  most  severe.  It  is  a definite 
form  of  allergic  reaction.  It  is  often  fatal, 
but  fortunately  is  rare.  The  reaction  is 
instant,  occurs  immediately  or  very  shortly 
after  starting  the  transfusion.  Urticaria 
and  local  itching  begin,  and  are  rapidly 
followed  by  other  allergic  manifestations  as 
sneezing,  coughing,  asthma,  and  apprehen- 
sion. The  patient  is  in  a state  of  shock. 
Convulsions  and  death  supervene,  often 
within  ten  minutes. 

If  the  patient  survives  the  symptoms,  the 
case  becomes  one  of  ordinary  serum  sick- 
ness. Epinephrine  in  the  dose  of  1 cc.  to 
1:1000  I.M.  as  soon  as  symptoms  occur, 
and  then  symptomatic  treatment  support- 
ed by  repeated  doses  of  Epinephrine  in  a 
smaller  dosage,  as  0.1  cc.,  are  the  necessary 
measures  for  treatment.  Antihistaminic 
drugs  are  often  given,  and  intravenous  fluids 
are  usually  necessary. 

Prevention  of  allergic  reactions  is  not 
always  possible,  but  donors  should  not  be 
accepted  who  have  history  of  frequent 
urticaria,  angioneurotic  edema,  hay  fever, 
asthma,  or  any  other  marked  allergic  dis- 
ease. A history  of  urticaria  due  to  drugs 
should  disqualify  the  donor,  if  the  recipient 
is  likely  to  receive  similar  drugs,  within  four 
weeks  after  transfusion. 
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BRONCHIAL  ASTHMA  DUE  TO  RAT  HAIR 

Frank  J.  Gilday,  M.D.* 

A careful  review  of  the  literature  reveals 
only  a few  cases  of  asthma  due  to  the  in- 
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halation  of  rat  hair.  Chafee'  reported  two 
cases  of  bronchial  asthma  due  to  mouse 
hair.  The  report  concerned  mouse  hair  as 
a causative  factor,  but  no  mention  was 
made  of  rat  hair  as  an  offending  allergen. 
Lintz-  also  reports  a case  of  bronchial  as- 
thma due  to  mouse  hair. 

This  report  concerns  a 38  year  old  veter- 
inarian who  was  engaged  in  research  with 
white  rats. 

On  February  21,  1955,  he  had  his  first 
attack  of  bronchial  asthma.  This  attack 
occurred  after  entering  the  animal  room 
where  the  white  rats  were  housed.  He 
noticed  tightness  in  the  chest,  which  was 
followed  by  coughing  and  audible  wheezing. 
The  experimenter  was  concerned  with 
animal  nutrition.  Food  for  the  animals  was 
mixed  and  prepared  in  a separate  room. 
No  symptoms  of  asthma  were  present  when 
the  food  was  being  prepared;  the  food  con- 
sisted of  casein,  sucrose,  and  corn. 

Stock  rat  hair  antigen  (1:1,000,000)  was 
obtained,  prepared  and  injected  intracu- 
taneously  in  the  left  upper  arm.  The  patient 
stated  that  thirty  seconds  after  the  material 
was  injected,  and  before  a local  reaction 
appeared,  he  began  to  notice  a constriction 
in  the  chest,  cough,  and  wheezing.  Epine- 
phrine (0.3  cc.,  1:1000)  was  injected  near 
the  site  of  the  reaction,  and  a tourniquet 
was  applied  above  it.  Another  injection  of 
Epinephrine  (0.3  cc.,  1:1000)  was  given  in 
the  other  arm.  In  twenty  minutes,  he  was 
completely  free  of  asthma. 

At  a later  date,  rat  antigen  was  again 
injected  intracutaneously  in  a dilution 
(1:10,000,000)  without  any  reaction.  The 
same  dilution  was  repeatedly  injected  eight 
times  at  weekly  intervals.  On  the  last  visit, 
the  patient  was  able  to  continue  his  work 
in  the  animal  room  without  any  asthmatic 
attacks. 

Summary 

A veterinarian  employed  as  a research 
worker  became  sensitive  to  rat  hair,  which 
caused  asthma. 

A change  of  occupation  was  not  practical, 
and  the  elimination  of  the  offending  allergen 
would  interfere  with  his  livelihood. 


A successful  hyposensitization  program 
was  completed  with  disappearance  of  the 
asthma. 

At  the  time  of  this  writing,  there  has 
been  no  recurrence  of  symptoms,  after  eight 
weeks  of  desensitization. 
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A HISTORY 
OF 

THE  USE  OF  BLOOD  TRANSFUSIONS 
AND 

INTRAVENOUS  THERAPY 

Allen  C.  Wooden,  M.D.* 

Long  before  man  began  to  write,  our 
primitive  ancestors  were  using  blood  in  the 
treatment  of  disease.  The  history  of  this 
stage  of  mental  development  is  very  exten- 
sive, including  many  diverse  erroneous 
notions  concerning  human  and  animal 
blood.  Blood,  as  far  as  the  primitive  was 
concerned,  was  the  seat  of  life.  Even  today 
in  some  primitive  Australian  tribes,  they 
give  the  sick  person  blood  to  drink  or 
sprinkle  it  over  the  body.  The  desire  to 
restore  life’s  vitality  was  a philosophical 
driving  force  which  made  men  .speculate 
upon  the  idea  of  trying  to  take  blood  from 
one  animal  or  man  and  give  it  to  another, 
to  stimulate  vitality,  or  life.  Hence,  the 
giving  of  parenteral  fluids  was  a direct 
precursor  of  blood  transfusions  to  save 
lives.’-  - 

The  first  recorded  attempt  to  inject  drugs 
intravenously  was  made  nearly  300  years 
ago.  The  following  quote  is  from  Samuel 
Pepys’’’  diary:  “The  learned  and  ingenious 
Doctor  Christopher  Wren  did  propose  in 
the  University  of  Oxford  ...  to  that  noble 
benefactor  of  experimental  philosophy. 
Mister  Robert  Boyle,  Doctor  Wilkins,  and 
other  deserning  persons,  that  he  thought 
he  could  easily  contrive  a way  to  con- 
veigh  any  liquid  thing  immediately  into  the 
mass  of  blood;  vide:  by  making  ligatures 
on  the  veines,  and  then  opening  them  on 
the  side  of  the  ligature  toward  the  heart, 
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and  by  putting  into  them  slender  syringes 
or  quills,  fastened  to  bladders  (in  the 
manner  of  clysterpipes)  containing  the 
matter  to  be  injected;  performing  that 
operation  upon  pretty  big  and  lean  doggs, 
that  the  vessels  might  be  large  enough  and 
easily  accessible.” 

The  experiment  quoted  from  Pepys’  diary 
was  tried  by  Mister  Robert  Boyle^  in  1656, 
when  he  injected  opium  intravenously  into 
dogs.  It  stupified,  but  did  not  kill  the  dogs. 
He  also  used  crocus  metallorum,  an  impure 
oxysulfide  of  antimony.  This  made  the 
dogs  vomit  and  killed  some,  and,  as  Pepys 
would  say,  caused  them  to  “vomit  up  life 
c.nd  all”. 

The  earliest  recorded  transfusion  was 
given  by  Francesco  Folli,®  a Florentine  phy- 
sician, who  demonstrated  a technique  of 
transfusion  in  the  presence  of  Ferdinand  II, 
on  August  13,  1654.  He  published  a book 
setting  forth  his  claim  to  be  the  originator 
of  blood  transfusion.  Folli  described  his 
method  in  some  detail,  and  an  illustration 
in  his  book  showed  his  apparatus,  which 
consisted  of  a funnel  connected  by  a tube 
formed  from  a goat’s  artery,  with  a gold  or 
silver  cannula  to  be  inserted  into  the  pa- 
tient’s veins.  It  all  existed  in  his  writings; 
however,  and  as  his  book  stated,  he  never 
put  it  into  practice. 

The  first  successful  tranfusion  of  blood 
from  one  animal  to  another  was  performed 
by  Richard  Lower*’  in  1665  at  Oxford.  He 
used  quills  for  uniting  the  blood  vessels 
of  two  dogs,  but  later  decided  that  silver 
tubes  were  preferable.  The  tubes  were 
connected  by  a segment  of  the  cervical 
artery  taken  from  an  ox.  He  also  devised 
a tube  for  inserting  into  the  arm  vein  of 
a human  being.  These  experiments  were 
described  in  the  Transactions  of  the  Royal 
Society  in  December,  1666. 

Reports  of  Lower’s  achievements  spread 
to  the  Continent  and  the  first  human  trans- 
fusion was  performed  by  Jean  Baptiste 
Denis’  on  June  15,  1667.  The  patient  was 
a youth  of  15,  with  an  obscure  fever,  who 
was  critically  ill  from  repeated  venesections. 
Following  the  successful  administration  of 
nine  ounces  of  blood  from  the  carotid 


artery  of  a lamb,  astonishing  improvement 
resulted,  despite  the  fact  that  signs  of 
having  received  incompatible  blood  appear- 
ed. A second  subject  is  said  to  have  received 
twenty  ounces  from  the  femoral  artery  of 
a lamb  without  serious  ill  effects.  The  third 
subject,  after  receiving  three  transfusions, 
succumbed  to  a severe  hemolytic  reaction, 
and  legal  action  was  taken  against  Denis. 
Thereafter,  the  Medical  Faculty  of  Paris 
prohibited  blood  transfusions.'  Trendelen- 
burg pointed  out  that  up  to  the  year  1700 
only  sixteen  blood  transfusions  are  known 
to  have  been  carried  out  on  human  sub- 
jects. 

The  hero  in  the  next  critical  period  in 
the  history  of  transfusions  was  James 
BlundelP,  a noted  physician,  physiologist, 
and  obstetrician.  On  December  22,  1818, 
Blundell  read  to  the  Medical-Chirugical 
Society  in  London  an  account  of  the  first 
transfusion  of  human  blood,  which  was 
performed  with  the  help  of  the  celebrated 
surgeon,  Henry  Kline.  The  record  of  a 
successful  transfusion  for  post-partum  hem- 
orrhage by  Blundell  was  published  in  Lancet 
in  1829. 

T.  Latta®,  writing  in  Lancet  in  1831,  re- 
ported the  successful  treatment  of  a patient 
in  a collapse  stage  of  Asiatic  cholera  with 
intravenous  saline.  He  gave  330  ounces  in 
12  hours.  In  1875,  Landos®  recommended 
saline  in  the  treatment  of  shock,  rather 
than  blood  transfusion,  because  of  danger 
of  hemolysis.  Alkaline  saline,  rather  than 
plain  saline,  was  recommended  by  Schwartz® 
in  1881,  because  of  the  better  response  of 
dogs  in  the  shock-like  state. 

The  first  use  of  dextrose  intravenously 
was  by  Gilbert  and  CornoP®  in  1898.  The 
First  World  War  brought  out  the  need  of 
adequate  treatment  in  shock.  Physicians 
on  both  sides  realized  that  alkaline  saline 
was  not  the  complete  answer;  hence,  Mar- 
shall, in  1917  advocated  hypertonic  saline. 
Bayliss  and  Erlanger”  recommended  gum 
acacia,  normal  saline  and  glucose.  This 
treatment  soon  fell  into  disuse  because  of 
the  better  technique  of  blood  transfusions. 
Bond,  in  1938,  showed  lylophilic  serum  to 
be  useful  in  treating  the  shock  state  by 
increasing  blood  pressure. 
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While  a few  reports  appeared  during  the 
last  quarter  of  the  19th  Century,  blood 
transfusion  was  virtually  abandoned  until 
1900.  The  most  important  single  discovery 
in  the  history  of  blood  transfusion  was  the 
demonstration  in  1901  by  Karl  Land- 
steiner”  that  human  blood  contained  iso- 
agglutinins, capable  of  agglutinating  other 
human  red  blood  corpuscles.  He  further 
identified  three  human  blood  groups  with 
regard  to  their  agglutinating  reaction.  For 
this  momentous  discovery,  Landsteiner  was 
subsequently  awarded  the  Nobel  Prize. 

In  1902,  DiCastello  and  Sturli^  added  the 
fourth  group.  Ludwig  Hektoen  in  1907 
emphasized  the  significance  of  blood  groups 
in  performance  of  transfusions.  In  1908,  R. 
Ottenberg^  developed  clinical  methods  for 
typing  human  bloods  and  was  the  first  to 
apply  agglutination  tests  in  human  trans- 
fusions. Incompatibility  of  blood,  virtually 
the  greatest  danger  of  blood  transfusion, 
was  fully  explained.  By  careful  preliminary 
blood  tests,  transfusion  accidents  due  to 
hemolysis  or  agglutination  could  be  largely 
avoided. 

The  storage  of  blood  was  a tremendous 
barrier  to  blood  transfusions,  but  in  1922, 
Nurnberger*  succeeded  in  keeping  human 
blood  in  good  condition  in  an  ice  chest  for 
a period  up  to  four  weeks.  Then,  in  1928, 
Samov’^  reported  at  the  Third  Ukranian 
Surgical  Congress  on  the  transfusion  of 
cadaver  blood  in  dogs.  Later,  Yudin  suc- 
cessfully carried  out  the  first  transfusions 
of  human  corpse  blood.  By  this  time,  blood 
transfusions  had  saved  the  lives  of  thou- 
sands of  women  who  had  suffered  severe 
hemorrhage  during  or  following  a difficult 
labor. 
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ANTIBIOTIC  TREATMENT  OF  BACTERIAL 
INFECTIONS  OF  THE  SKIN 
Presented  Before  the  Medical  Society  of 
Delaware  Oct.  18,  1955 

Lawrence  Katzenstein,  M.D. 

Bacterial  infections  of  the  skin,  often 
called  pyodermas,  may  be  conveniently  di- 
vided into  groups.  The  primary  group  con- 
sists, for  the  most  part,  of  impetigo,  folli- 
culitis, furuncles,  and  carbuncles.  There 
is  a more  frequently  seen  secondary  group 
in  which  bacterial  infection  is  a significant 
component  of  a preexisting  eruption.  This 
secondary  infection  most  often  involves 
acne,  contact  dermatitis,  stasis  dermatitis, 
inflammatory  fungus  infections,  scabies,  and 
eczematous  eruptions  in  general.  Except  in 
otitis  externa,  where  pseudomonas  aerugin- 
osa is  often  the  main  pathogen,  most  bac- 
terial skin  infections  are  caused  by  the  co- 
agulase-positive  staphylococcus  aureus, 
which  is  sometimes  accompanied  by  the 
hemolytic  streptococcus.  In  a short  dis- 
cussion of  this  voluminous  subject,  I must 
be  brief  and  dogmatic,  and  mention  only 
those  problems  which  seem  to  me  to  be  of 
special  interest. 

In  the  local  treatment  of  pyodermas,  am- 
moniated  mercury  ointment  may  be  dis- 
missed as  being  of  only  historical  interest. 
Penicillin  and  sulfonamide  ointments  may 
be  used  only  on  irtfants  and  young  children, 
whose  skin  is  rarely  sensitized  by  medica- 
tions. They  are  contraindicated  in  all  other 
age-groups  because  they  so  frequently  pro- 
duce contact  dermatitis.  All  the  other  anti- 
biotics that  have  been  marketed  for  local 
use,  except  tyrothricin,  are  efficient  and 
have  a low  index  of  sensitization.  But  the 
most  preferable  are  bacitracin  and  neomy- 
cin because  they  are  almost  never  used 
systemically. 

The  staphylococcus  has  an  amazing  ca- 
pacity to  breed  drug-resistant  strains  after 
its  exposure  to  an  antibiotic.  Already  70 
per  cent  of  staph,  found  in  hospital  person- 
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nel  and  patients  are  resistant  to  penicillin 
in  vitro.  The  number  of  strains  resistant  to 
the  brood-spectrum  antibiotics  is  constantly 
increasing.  So  it  is  most  important  that  we 
treat  pyodermas  locally  with  those  anti- 
biotics which  we  shall  not  want  to  use  sys- 
temically  at  some  future  time  for  a serious 
staphylococcic  infection. 

Furthermore,  there  is  some  evidence  that 
the  local  use  of  an  antibiotic  may  sensitize 
the  patient  so  the  later  systemic  use  is  ac- 
companied by  a drug  reaction.  This  hazard 
can  be  avoided  by  using  only  bacitracin  and 
neomycin.  Both  are  effective  against  gram- 
positive organisms  and  neomycin  is  also 
useful  in  treating  otitis  externa  in  which  the 
gram-negative  pseudomonas  aeruginosa  is 
most  often  found.  In  this  lesion,  polymyxin 
and  gramicidin  are  also  quite  useful. 

Antibiotic  ointments  are  most  worthwhile 
in  the  treatment  of  small  areas  of  involve- 
ment. It  has  been  shown  that  even  after 
the  lesion  has  healed,  for  several  days  path- 
ogenic organisms  may  be  found  on  culture 
at  the  site  of  the  previous  eruption.  So,  to 
prevent  a relapse,  the  therapy  should  be 
continued  for  at  least  a week  after  healing 
has  occurred.  For  small  eczematous  lesions, 
where  it  is  practical,  ointments  containing 
both  hydrocortisone  and  an  antibiotic  are 
useful.  The  steroid  does  not  diminish  the 
antibacterial  activity  of  the  antibiotic. 

There  are  some  common  eruptions  in 
which  ointments  are  contraindicated  be- 
cause the  vehicle  is  a grease.  In  pustular 
acne  the  primary  lesion  is  plugging  of  the 
sebacious  ducts,  so  here  any  grease  will  ac- 
centuate this  plugging.  In  acute  exudative 
eruptions  an  ointment  cannot  be  used  be- 
cause it  will  obstruct  drainage.  In  pyo- 
dermas of  the  scalp,  especially  in  females 
with  long  hair,  an  ointment  is  difficult  to 
apply  and  remove.  In  intertrigos  a grease 
often  increases  maceration  and  so  makes 
the  eruption  worse.  In  deep  infections,  such 
as  furuncle  and  carbuncle,  the  activity  of  an 
antibiotic  ointment  is  too  slow  to  be  worth- 
while. Finally,  in  any  generalized  eruption 
a grease  is  messy  and  an  antibiotic  oint- 
ment is  very  expensive.  So  in  these  erup- 
tions, the  treatment  of  choice  is  a systemic 
antibiotic. 


Dr.  Allen  King  and  I,  through  the  gen- 
erosity of  E.  R.  Squibb  and  Sons,  treated 
47  cases  of  bacterial  infections  of  the  skin 
at  the  Delaware  Hospital  Clinic  with  oral 
penicillin  alone.  Children  were  given  600,000 
units  daily  and  adults  1.2  million  units 
daily  for  one  week.  Bacterial  cultures  and 
sensitivity  tests  were  done  by  Mr.  Elwyn 
Scott,  bacteriologist  of  the  Delaware  Hos- 
pital Laboratory. 

Cultures  were  gotten  on  38  of  the  47 
lesions  treated.  Of  these,  31  showed  a hem- 
olytic staph,  aureus,  coagulase-positive, 
alone  or  with  other  organisms.  Six  yielded 
a culture  of  hemolytic  streptococcus  alone 
and  one  of  hemolytic  staph,  alius. 

Of  the  47  cases,  41  were  clear  or  much 
improved  after  one  week  of  therapy.  Of  the 
six  failures,  five  showed  organisms  sensitive 
to  penicillin  and  one  was  resistant.  It  is 
interesting  that  among  the  41  good  results, 
nine  lesions  showed  a hemolytic  staph,  re- 
sistant to  penicillin  on  culture.  As  has  been 
frequently  noted,  there  is  no  uniform  cor- 
relation between  a vitro  sensitivity  and 
clinical  results.  No  toxic  reaction  whatever 
was  seen  in  the  47  patients  treated  with 
oral  penicillin. 

Our  incidence  of  26  per  cent  penicillin- 
resistant  staph,  is  lower  than  the  usually 
reported  incidence  of  about  75  per  cent.  It 
must  be  remembered,  however,  that  the 
higher  figure  is  from  cultures  taken  on  hos- 
pitalized patients  where  the  hospital  per- 
sonnel is  a reservoir  of  penicillin-resistant 
staphylococci.  All  of  our  cultures  were  done 
on  out-patients  seen  in  the  clinic  or  private 
office. 

The  brood-spectrum  antibiotics  are  also 
worthwhile  in  the  treatment  of  these  py- 
odermas where  systemic  therapy  is  indi- 
cated. Up  to  this  time  the  staphylococci 
are  still  more  resistant  to  penicillin  than  to 
Aureomycin,  Terramycin,  Chloromycetin, 
and  Tetracycline.  Yet,  as  the  latter  are 
used  more  and  more,  the  incidence  of  re- 
sistance becomes  higher.  Of  course,  a dis- 
advantage to  the  systemic  use  of  the  brood- 
spectrum  antibiotics  over  a long  period  of 
time  is  the  frequency  of  monilia  infections. 
Because  of  this  complication,  oral  penicillin 
(continued  on  page  116) 
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MEDICO-LEGAL  SYMPOSIUM 

The  well  attended  and  enthusiastically 
received  meeting  of  doctors  and  lawyers 
for  the  purpose  of  increasing  understanding 
concerning  those  problems  with  a common 
medico-legal  denominator  has  launched 
\vhat  we  hope  will  be  a fruitful  exploration 
of  many  matters  where  the  cooperation  be- 
tween the  professions  can  work  for  the 
public  welfare  on  a broad  and  high  plane. 
We  hope  to  see  erased  in  a large  measure 
the  many  misconceptions  and  sources  of 
real  as  well  as  imagined  friction  and  dis- 
trust between  them.  Functioning  as  we  do 
within  a free  society  but  with  somewhat 
different  frames  of  reference  and  with  differ- 
ent specialized  jargon,  the  semantic  barriers 
are  the  first  to  be  hurdled  if  understanding 
is  to  be  achieved.  A sympathetic  apprecia- 
tion of  each  other’s  points  of  view  and  of 
the  internal  relationships  within  the  re- 


spective professions  is  a prerequisite  to  any 
effort  toward  concrete  and  tangible  accom- 
plishment. 

The  first  meeting  held  was  projected  at 
a high  level  and  rightly  so.  The  broad  as- 
pects of  the  problems  to  be  solved  were  out- 
lined in  a distinguished  fashion.  The  par- 
ticipants were  highly  cognizant  of  their 
responsibility  in  setting  the  tone  of  the 
meeting  and  we  feel  that  the  tone  was  well 
set.  But  setting  a tone  or  appointing  a 
committee  to  work  together  for  the  formula- 
tion of  a code  of  interprofessional  ethics  is 
not  enough  to  solve  the  myriad  of  problems 
which  have  beset  the  two  professions  in 
their  frequent  collisions.  It  is  rather  to 
prevent  collision,  avoid  collusion  and  en- 
hance cooperation  that  our  efforts  must  be 
directed.  And  the  key  to  this  attainment 
lies  in  the  word  “empathy”.  Empathy 
means  being  able  to  put  yourself  in  the 
other  fellow’s  shoes,  to  understand  his  atti- 
tudes and  intentions  to  appreciate  his 
feelings  and  be  aware  of  his  motives.  With 
empathy  we  can  hope  to  get  along  well  with 
each  other  and  by  so  doing  get  along  with 
our  patients  and  clients  and  with  that 
noble  blindfolded  lady  symbolizing  the  idea 
of  justice.  Without  empathy  we  are  lost 
before  we  have  begun. 

There  are  at  least  three  large  areas  for 
cooperative  activity  between  the  doctors 
and  the  lawyers.  First,  as  Judge  Biggs 
so  ably  pointed  out,  is  the  field  of  legisla- 
tion concerning  a modern,  workable  and 
realistic,  scientific  solution  to  the  problems 
of  the  criminal  psychopath.  Any  legislative 
reform  will  demand  the  most  intensive 
study  and  long  term  effort  in  order  to 
elevate  the  best  in  psychiatric  knowledge  to 
the  level  of  standard  courtroom  practice. 
The  inertia  of  the  McNaughten  formula 
may  need  the  energy  of  the  “H”  bomb  to 
overthrow  it  and  we  must  be  prepared  not 
only  to  overthrow  the  old  but  to  provide  the 
new  and  the  better.  Secondly,  in  the  field 
of  doctors  as  witnesses,  we  have  the  most 
difficult  area  for  resolution.  Here  collision  is 
almost  inevitable  but  the  character  of  this 


116 


Delaware  State  Medical  Journal 


May,  1956 


collision  must  be  tamed  without  detriment 
to  defendant  or  plaintiff  yet  permit  the 
doctor  to  function  as  a scientist  without 
fear  and  frustration.  In  this  area  there  is 
perhaps  no  substitute  for  experience  yet 
the  experience  may  be  catastrophic.  Per- 
haps the  joint  committee  will  consider  the 
possiblity  of  conducting  clinics  for  educa- 
tional purposes  bringing  the  doctors  and 
lawyers  together  for  practice  sessions  on 
typical  court  room  problems.  A laboratory 
approach  to  this  area  of  collision  might  go 
far  in  minimizing  friction  and  recrimination 
in  the  court  room.  The  third  group  of 
problems  have  to  do  with  the  doctor  as 
defendant  in  negligence  and  or  malpractice 
action.  These  are  not  a large  number  of 
cases  in  Delaware  but  they  loom  large  in 
every  doctor’s  mind,  haunt  him,  and  affect 
a large  segment  of  his  conscious  and  uncon- 
scious behavior  in  the  daily  practice  of 
medicine  and  surgery.  The  vulnerability 
of  the  physician  to  such  litigation  and  its 
adverse  effect  upon  his  subsequent  practice 
regardless  of  its  outcome  projects  this  prob- 
lem alone  into  the  forefront  of  the  matters 
for  exhaustive  consideration  by  the  joint 
Medico-legal  committee. 

We  wish  the  committee  well.  Speaking 
for  the  medical  profession  we  have  hopes 
for  real  accomplishment.  We  will  try  to 
provide  stimulation  to  both  the  lawyers 
and  the  doctors  for  sustained  interest  and 
activity  in  these  vital  matters  so  ambitious- 
ly begun.  We  can  also  serve  as  a forum  for 
the  airing  of  controversy  in  areas  where 
decisions  are  difficult  and  painful.  We  shall 
publish  in  its  entirety  the  proceedings  of 
the  first  Medico-Legal  Symposium  held  on 
April  8,  1956.  We  shall  be  happy  to  publish 
future  proceedings  and  deliberations  upon 
these  vital  matters  as  they  become  available 
to  us. 


(continued  from  page  114) 
is  still  the  drug  of  choice  as  long  as  it  is 
effective.  Parenteral  penicillin  is  not  indi- 
cated in  the  treatment  of  pyodermas  be- 
cause its  use  is  occasionally  followed  by  an 
avaphylactic  reaction  that  may  be  fatal. 
Despite  the  advertising  of  the  pharmaceuti- 
cal companies  and  the  pressure  of  the  detail 


men,  it  seems  to  me  that  Erythromycin 
should  not  be  used  in  the  treatment  of 
pyodermas.  At  this  stage  in  the  develop- 
ment of  antibiotics  it  is  the  most  effective 
one  against  the  staphylococcus.  As  an  oint- 
ment it  offers  no  advantages  over  bacitracin 
and  neomycin,  and  its  widespread  oral  use 
will  inevitably  produce  resistant  staph. 
Erythromycin  is  one  drug  that  should  be 
saved  for  the  time  when  its  treatment  of  a 
staphylococcus  infection  may  be  necessary 
as  a life-saving  measure. 

In  summary,  I have  tried  to  point  out  the 
indications  for  the  local  or  systemic  use  of 
antibiotics  in  the  treatment  of  bacterial  in- 
fections of  the  skin.  In  ointment  form, 
bacitracin  and  neomycin  offer  the  most  ad- 
vantages and  fewest  disadvantages.  Our  ex- 
perience with  oral  penicillin  suggests  that 
this  is  the  drug  of  choice  when  a systemic 
antibiotic  is  indicated.  However,  if  penicil- 
lin is  not  effective,  the  brood-spectrum  an- 
tibiotic may  be  used  if  one  is  careful  about 
the  dangers  of  its  prolonged  administration. 


The  US  Atomic  Energy  Commission  has 
just  issued  an  817-page  book,  “Radioiso- 
topes in  Medicine,”  which  is  the  complete 
proceedings  of  a special  course  on  the  sub- 
ject conducted  by  the  Oak  Ridge  Institute 
of  Nuclear  Studies  in  September  of  1953. 

The  book  contains  48  chapters,  divided 
into  nine  main  sections,  complete  with  bib- 
liography, index,  charts,  and  illustrations. 

Lecturers  in  the  course,  whose  discussions 
are  presented  in  the  book,  included  out- 
standing authorities  in  the  fields  of  medi- 
cine and  radioisotopes  from  throughout  the 
United  States.  Contents  of  the  book  in- 
clude papers  concerning  availability  and 
uses  of  isotopes,  problems  in  radiation,  ra- 
diation measurement  and  dosimetry,  tumor 
localization,  diagnostic  and  therapeutic  uses 
of  radioiodine,  metabolic  and  vascular 
studies,  isotopes  in  the  study  and  treatment 
of  hematologic  disorders,  therapy  with  ra- 
dioactive colloids,  and  therapy  with  exter- 
nal and  implanted  sources. 

“Radioisotopes  in  Medicine”  is  on  sale 
from  the  Superintendent  of  Documents,  US 
Government  Printing  Office,  Washington  25, 
D.  C.  Cost  is  $5.50  with  paper  cover. 
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DRAMAMINE®  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


III.  Meniere’s 


Syndrome 


1.  Paroxysmal  Whirling  Vertigo.  This  consists  of  sudden  attacks  of  dizziness,  often  when 
the  patient  is  at  rest  or  asleep.  The  patient  may  feel  that  he  himself  is  whirling  or  that  fixed 
objects  about  him  are  whirling.  The  attack  usually  lasts  for  a few  minutes;  occasionally  it 
is  severe  for  weeks  or  subacute  for  months. 


2.  Subtotal  Hearing  Loss. 

Deafness  will  usually  affect  the 
high  tones  and  it  may  be  uni- 
lateral or  bilateral.  Sometimes 
the  hearing  loss  is  severe  and 
also  progressive. 

* 


3.  Tinnitus.  This  is  usually  uni- 
lateral and  present  in  the  ear 
with  greater  hearing  loss  and 
Is  without  a definite  pattern. 


Fewer  diagnostic  errors^  will  result  if  a “triad  of 
symptoms”  is  required  of  patients  with  suspected 
Meniere’s  syndrome.  These  are  the  symptoms  of 
typical  Meniere’s  syndrome; 

1.  Severe  paroxysmal  vertigo  which  may  be  of  two 
types;  either  the  patient  feels  that  he  is  whirling 
or  that  objects  about  him  are  whirling. 

2.  Fluctuating  subtotal  hearing  loss,  usually  affect- 
ing the  higher  tones,  is  noted  at  the  same  time  as 
vertigo. 

3.  Tinnitus,  usually  unilateral,  is  associated  with  the 
deafness  and  dizziness. 

With  Meniere’s  syndrome  there  is  no  definite  locali- 
zation- by  the  Barany  (vestibular  reaction)  test  and 
results  of  the  caloric  test  are  not  diagnostic.  Physi- 
cal examination  should  rule  out  disease  of  the  cen- 
tral nervous  or  cardiovascular  systems  before  a 
diagnosis  is  made. 

“Treatment  with  Dramamine®.  . . is  effective^  in 
aborting  and  preventing  attacks  of  Meniere’s  syn- 


drome . . . will  prevent  or  arrest  attacks  of  vertigo. 
It  will  also  reduce  the  intensity  of  the  tinnitus  and 
so  may  save  some  of  the  hearing  in  the  affected  ear.” 
Dramamine  is  recommended  for  Meniere’s  syn- 
drome as  the  sole  therapy  or  in  combination  with 
other  treatment  programs. 

It  is  a therapeutic  standard  also  for  motion  sick- 
ness and  is  useful  for  relief  of  nausea  and  vomiting 
of  radiation  sickness  and  fenestration  procedures. 

Dramamine  (brand  of  dimenhydrinate)  is  supplied 
in  tablets(50  mg.);Supposicones®(100  mg.);ampuls 
(250  mg.);  liquid  (12.5  mg.  in  each  4 cc.).  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  DeWeese,  D.  D.:  Symposium;  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  58:694  (Sept.-Oct.)  1954. 

2.  Jackson,  C.,  and  Jackson,  C.  L.  (editors):  Diseases  of  the 
Nose,  Throat,  and  Ear.  Philadelphia,  W.  B.  Saunders  Com- 
pany. 1945,  pp.  368;  414. 

3.  Queries  and  Minor  Notes:  Meniere's  Syndrome,  J.A.M.A., 
141:500  (Oct.  15)  1949. 


A new  edition  of  "Dramamine  Reviews  and  Abstracts/'  containing  di- 
gests  of  more  thon  100  recent  articles,  is  available  on  request  to  ..  . 


P.  O.  Box  51 10,  B 
Chicago  80,  Illinois 
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WAWASET  ROAD 
(Route  842) 


WEST  CHESTER, 
PENNSYLVANIA 


A recognized  private  psychiatric  hospital.  Complete  modern  diag- 
nostic and  therapeutic  services.  Qualified  physicians  may  retain 
supervision  of  patients. 

Moderate  rates. 

Telephone  West  Chester  3120 

H.  VAN  DER  MEER,  M.D.,  Medical  Director  MRS.  W.  J.  HANLEY,  Superintendent 


OCC  W t 

ICE  CREAM 


ITS 


After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 
Luncheonette 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


M UL-TIRLE 

Compressed 

Tablets 


Prednisone  Buffered 


and 


'Co-Hydeltra' 


Prednisolone  Buffered 


Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


to  kdcM  hmid.-/9ioeSim 


For  topical  use:  in  'h  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V.. 
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JOHN  G.  MERKEL 
&S0NS 

— ^nva/tf/  STu/t/Uie-i 

PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN^ 

*Fi$hberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


Physicians’  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  Nevr  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  tee  can  insure  it 


Baynard  Optical 
Company 

Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
Vi  ILMINGTON,  DEL A\^  ARE 
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FRAIM’S  DAIRIES 

[Pince  J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


owers 


Geo.  Carson  Boyd 

at  216  West  10th  Street 


Phone  8-4388 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


A Store  for  . . . 

^yXie  ^/t  uft^on'ictou^ 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natural,  oral 
estrogen 


AYERST  I.ABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 
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"...WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 

*Moyer,  J.  H.,  and  Hughes,  W.  M.: 

J.  Chron.  Dis.  2:678,  1955. 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AYE.  at  DUPONT  ST. 

Dial  6-8537 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


II 


looked  over  often... 

the  patient  with  nonspecific  rheumatism 

NOW— thoroughgoing  relief  with 

New 

SlGMAG€N 

TABL€TS 

combining 

0.75  mg.  _best  of  the  new 

Acetylsalicylic  acid  ...  325  mg.  _best  of  the  old 

Ascorbic  acid 20  mg. 

Aluminum  hydroxide  . . 75  mg. 

antirheumatic  • anti-infiammatory  • analgesic  • supportive 

Combined  effectiveness  of  the  antirheumatic 
agents  in  Sigmagen  permits  maintenance  of  clinical 

relief  at  minimal  dosages. 

Sigmagen,*  brand  of  corticoid-analgesic  compound, 

*T.M. 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and  ^Lwedge#  at  inner  corner 
of  heel  where  support  is  most  needed. 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guar- 
anteed not  to  break  down. 

•Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon 
which  also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe 
construction  engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men’s  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio, 
club  feet  and  all  types  of  abnormal  feet  than  any 
other  manufacturer. 


Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency . Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


VSUA§ij 

Tafton,  Pike  Co.,  Pa.  J 

Cottage-Lake  Resort  for  the  whole 
family  on  safe,  natural  wooded 
lake,  sky-high  in  Poconos  Mts.  Centrally  heated 
Skylake  Lodge,  60  individual,  cozy  cottages. 
Round-the-clock  activities  for  all  ages.  Sailing, 
fishing,  aquaplaning,  all  sports.  Famous  for 
fine  food.  Honeymooners-special  June, 

Sept,  rates.  Complete  entertainment. 


Write  Lenape  Village,  Tafton,  Pa. 
Tel.  Hawley  4596 


PATRONIZE 

OUR 

ADVERTISERS 


GIVE 


TO  THE 


A.  M.  E.  F. 


/ 


HydroCloirtoixe  -T  B A 

(HYDROCORTISONE  TERTIARY  - BUTYLACETATE.  MERCK) 


gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect. 

Philadelphia  1,  Pa. 

SUPPLIED  ; SALINE  SUSPENSION  HYDROCORTONE-TBA  — 25  MG./  CC.,  VIALS  OF  5 CC.  Division  of  Merck  & Co.,  Inc. 
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PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 

For  Retarded  and  Slow-Learning  Children 
Established  in  1888  as  the  ‘‘Village  of 
Happiness”;  for  boys  and  girls,  all  ages. 
Academic,  vocational,  social  training; 
wide  recreation;  cottage  living;  medical, 
psychiatric,  psychologic  services.  Year- 
round  program.  Special  Summer  Program. 
Internationally  known  research  center. 
Write  Director,  The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 
Phone  7-0021 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 
Phone  N.  C.  3411 


May,  1956 


Delaware  State  Medical  Journal 


xxxix 


NEW  CONCEPT  IN  URINE-SUGAR  TESTING 


TRADEMARK 


REAGENT  STRIPS 


specific  enzyme  test  for  urine  glucose 


Just  dip 
and  read 


complete  specificity . . . unaffected  by  non- 
glucose reducing  substances ...  differenti- 
ates glucose  from  other  urine-sugars... 
thousands  of  tests  reveal  no  substance 
causing  o false  positive. 

extreme  sensitivity . . . detects  glucose  con- 
centrations of  0.1  % or  less. 

utmost  simplicity  and  convenience.  ..a 

Clinistix  Reagent  Strip  moistened  with 
urine  turns  blue  when  glucose  is  present. 

qualitative  accuracy ...  used  whenever 

AMES  COMPANY,  IN 

Ames  Company  of  Canada,  Ltd.,  Toronto 


presence  or  absence  of  glucose  must  be 
determined  rapidly  and  frequently. 
Clinistix  does  not  attempt  to  give  quan- 
titative results  because  so  many  factors  in 
urine  influence  enzyme  reactions. 

economy  ...  Cli  NiSTix  saves  time  and 
cuts  costs... each  strip  is  o complete  test 
rapidly  performed  without  reagents  and 
equipment. 

available:  Packets  of  30  Clinistix  Re- 
agent Strips  in  cartons  of  12  — No.  2830. 

; • ELKHART,  INDIANA 
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to  help  you  relieve 


I the  severe  emotional  upset 

I 

of  the  menopausal  patient 


THORAZINE* 

‘Thorazine’  can  facilitate 
the  over-all  management  of  I 
your  menopausal  patient. 

Its  unique,  non-hypnotic 
tranquilizing  effect 
relieves  anxiety,  tension, 
agitated  depression  and 
helps  you  to  restore  to 
the  patient  a feeling  of 
well-bein^  and  a sense 

O 

of  belonging. 

‘Thorazine’  is  available  in 
ampuls,  tablets  and  syrup  (as 
the  hydrochloride),  and  in 
suppositories  (as  the  base). 

‘Thorazine’  should  be 
administered  discriminately 
and,  before  prescribing,  the 
physician  should  be  fully 
conversant  with  the  available 
literature. 

For  information  write: 

Smith,  Kline  & French 
Laboratories,  Philadelphia  1 

*T.M.  Reg.  U.S.  Pat.  Off.  for 
chlorpromazine,  S.K.F. 
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'Seconal  Sodium' 

(SECDBARBITAL  sodium,  LILLY) 


help  assure  optimal  nutrition 
during  gestation.. . 


throughout  lactation 


vitamin-mineral  combination 
You  can  help  assure  optimal  nutrition  in  your  patients  during 
pregnancy  and  lactation  by  supplementing  their  diet  with  NATABEC 
Kapseals.  Designed  to  improve  intake  of  important  vitamins  and 
minerals  at  these  times  of  increased  nutritional  need,  NATABEC 
Kapseals,  taken  regularly,  help  avoid  complications  and  aid  in 
safeguarding  the  health  of  both  mother  and  child. 

dosage:  As  a dietary  supplement  during  pregnancy  and  lactation,  one  or  more 
Kapseals  daily.  NATABEC  Kapseals  are  available  in  bottles  of  100  and  1,000. 


Each  NATABEC  KAPSEAL  represents: 

Calcium  carbonate  . . . . 

Synkamin  (vitamin  K 

Ferrous  sulfate 

. . . 150  mg. 

as  tlie  hydrochloride)  . . . 

. 0.5  mg. 

Vitamin  Bia  (crystalline)  . . 

. . . . 2 meg. 

Rutin  

Folic  acid 

....  1 mg. 

Vitamin  B^  (riboflavin)  .... 

. . 2 mg. 

Vitamin  A 

Nicotinamide  (niacinamide).  . 

. 10  mg. 

Vitamin  D 

Vitamin  B.dpyrido.xine 

Vitamine  Bi  (thiamine 

hydrochloride) 

. . Img. 

hydrochloride) 

....  3 mg. 

Vitamin  C (ascorbic  acid)  . . . 

. 50  mg. 

PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 

*■  c » ^ 

$0062 


magnified  potency 
with  Meti-steroid 
effectiveness  in  allergic 
and  inflammatory  dermatoses 

new 

Meti-Derm  c»n.o5« 

with  Meticortelone,  original  brand  of  prednisolone 


• approximately 
twice  the  per  milligram 


anti-inflammatory  activity 


of  topical  hydrocortisone 


• cosmetically  acceptable 
• water-washabie 


for  effective  local  relief  of  allergic 
(atopic  and  contact)  dermatoses,  nonspecific 
anogenital  pruritus. 

formula:  Each  gram  of  water-washable 
Meti-Derm  Cream  contains  5 mg.  (0.5%)  of 
prednisolone,  free  alcohol,  in  a cosmetically 
acceptable  base. 

packaging:  Meti-Derm  Cream,  0.5%,  10  Gm.  tube. 

Meti-Derm,*  brand  of  prednisolone  topical. 

Meticortelone,®  brand  of  prednisolone. 


T.M. 


...and  adding  dual  control 
to  Meti-steroid  skin  therapy- 
protection 
against  infection 


new 

Meti-Derm  oin,™n, 

with  Neomycir 


enhanced  effectiveness 
in  allergic,  inflammatory 
dermatoses  when 
minor  infection 
is  present 
or  anticipated 


Q 


Schering 


METI- 

DERM 


neomycin  in  addition  to 
prednisolone,  free  alcohol 

— for  protective  coverage  against 
virtually  all  pathogenic  skin 
bacteria  with  a well-tolerated, 
topical  antibiatic. 


formula:  Each  gram  of  water-washable 
Meti-Derm  Ointment  with  Neomycin 
contains  5 mg.  (0.5%)  prednisolone, 
and  5 mg.  (0.5%)  neomycin  sulfate 
equivalent  to  3.5  mg.  neomycin  base. 

packaging:  Meti-Derm  Ointment 
with  Neomycin,  10  Gm.  tube. 


MD-J-656 
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WITH 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 


longest-acting  motion-sickness  remedy^  effective  in  low 
dosage . . . controls  motion  sensitivity  symptoms  in  minutes . . . one  dose  usually 
prevents  motion  sickness  for  24  hours. 

in  recommended  dosage  Bonamine  is  notably  free  from 
side  reactions  . , . supplied  as:  Bonamine  Tablets,  scored,  tasteless, 
25  mg.  . . . Bonamine  Chewing  Tablets,  pleasantly  mint  flavored,  25  mg. 

^Trademark  1 . Report  of  Study  by  Army,  Navy,  Air  Force  Motion  Sickness  Team:  J .A.  M. A.  1 60:755  (March  3)  1956. 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


in  rheumatoid  arthritis 


VQ^uXis— excellent 


METllCORTEN 


(prednisone) 

• edema— 


Deformed  hands  of  woman  with  rheumatoid  arthritis 
before  therapy.  Unable  to  open  hands. 


After  two  weeks  on  Meticorten,  patient  is  free  of  pain 
and  can  open  hands  completely. 


Acutely  swollen,  painful  knees  in  man  with  rheumatoid 
arthritis  before  therapy. 


After  two  weeks  on  Meticorten,  swelling  of  knees  is  gone 
and  patient  can  walk  without  difficulty. 


# 


rarely  causes  edema  or  electrolyte  side  actions 

3 to  5 times  more  potent,  milligram  for  milligram, 
than  hydrocortisone  or  cortisone 

excellent  relief  of  pain,  swelling,  tenderness; 
diminished  joint  stiffness— in  rheumatoid  arthritis 

excellent  relief  of  bronchospasm,  dyspnea,  cough; 
increased  vital  capacity  in  asthma 

hormone  benefits  in  respiratory  allergies, 
inflammatory  and  allergic  eye  and  skin  disorders, 
collagen  diseases 


Meticorten  is  available  in  1 mg.,  2.5  mg.  and  5 mg.  white  tablets, 
and  as  2.5  mg.  and  5 mg.  capsules. 

Meticorten,*  brand  of  prednisone.  mc-j.6i4-3S6 


corticosteroid  therapy 
permits  treatment 
of  more  patients 


f 


I 
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THE  MILTOWN  MOLECULE 


A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 

• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 
Indications:  anxiety  and  tension  states,  muscle  spasm. 

Miltowii 

the  original  meprobamate — 2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate — U S.  Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

Literature  and  Samples  Available  on  Request 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snov(/-white,  natural! 


Viceroy 

filter  ^ip 

CIGARETTES 


pronounced 

MUSCLE-RELAXINC  ACTION 


For  significant  relief  in  myositis,  osteoarthritis,  backstrain,  and 
related  conditions  marked  by: 

• Muscle  spasm  • Stiffness  and  tenderness 


• Restriction  of  motion  • Pain 

As  a superior  muscle-relaxant,  Equanil  offers 
predictable  action  and  full  effectiveness  on 
oral  administration.  It  does  not  disturb  auto- 
nomic function  and  is  relatively  free  from 
gastric  and  other  significant  side-effects.  Its 
anti-anxiety  property  provides  important  cor- 
relative value. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  ad- 
justed either  up  or  down,  according 
to  the  clinical  response  of  the  patient. 
Supplied:  Tablets,  400  mg.,  bottles  of  50. 


® 

Philadelphia  1,  Pa. 


anti-anxiety  factor 
with  muscle-relaxing  action 
...relieves  tension 


Delaware  State  Medical  Journal 


June.  1956 


KARO®  SYRUP. ..  meets  all  the  criteria 
for  effective  milk  modification 


Because  Karo  Syrup  is  a balanced 
fluid  mixture  of  dextrins,  maltose,  and 
dextrose,  it  is  well  tolerated,  easily 
digested  and  completely  utilized.  Its 
use  will  not  induce  flatulence,  colic, 
fermentation  or  allergy. 

Obviously,  the  selection  of  a milk 
modifier  for  infant  feeding  depends 
to  a large  extent  upon  the  needs  of 
the  individual  infant.  But,  after  three 
generations  of  use,  Karo  is  still  a car- 
bohydrate modifier  of  choice  for  all 
infants. 

From  the  standpoint  of  the  phy- 
sician, Karo  permits  easy  adjustment 


of  formula  and  safe  transition  from 
liquid  to  solid  food  as  circumstances 
demand. 

Mothers  appreciate  the  fact  that 
Karo  is  readily  available,  inexpensive 
and  easy  to  use. 

Light  or  dark  Karo  Syrup  may  be 
used  interchangeably,  with  cow’s  milk 
or  evaporated  milk  and  water.  Each 
tablespoonful  yields  60  calories. 


1906  • 50th  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

1 7 Battery  Place,  New  York  4,  N.  Y. 
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ROUTINE 

CO-ADMINISTRATION 

MEANS 


(Buffered  Prednisone) 


in  rheumatoid  arthritis 


I 


Multiple 

Tablets*****  Clinical  evidence^- 2. 3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  prednisolone, 
antacids  should  be  routinely  co-admin- 
istered  to  minimize  gastric  distress. 

2.5  mg.  or  5 mg.  prednisone  or  prednisolone  with 
50  mg.  magnesium  trisilicate 
and  300  mg.  aluminum  hydroxide  gel. 


Philadelphia  1.  Pa. 


References:  1.  Boland,  E.  W..  J.A.^T.A.  160:613,  Division  of  Merck  t Co.. Inc. 

February  25,  1956.  2.  Margolis,  H.  M.,  et  al. 

J.A.M.A.  158:454,  June  11,  1955.  3.  Bollet,  A.  J.. 
et  al.  J.A.M.A.  158:459,  June  11.  1955. 


‘CO-DELTRA’  and  ‘CO-HYDELTRA'  are  the  trademarks  of  Merck  4 Co..  INC. 


ALL  THE  BENEFITS  OF  THE  “PREDNl-STEROIDS”  PLUS  POSITIVE  ANTACID  ACTION  TO  MINIMIZE  GASTRIC  DISTRESS 
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Now,  for  only  $4950*  G.  E.  brings 
you  complete  200-ma  x-ray  facilities 

^ ^ *f.o.b.  Milwaukee,  U.S.  A. 


for  fluoroscopy 


for  radiography 


New  PATRICIAN  diagnostic  unit 

— the  low-cost  x-ray  unit  with  major  features 
you’ve  always  wanted.  You  get  81 -inch  angu- 
lating  table  • independent  tube  stand  with 
choice  of  floor-to-ceiling  or  platform  mount- 
ing • 200  ma-100  kvp,  full-wave  transformer 
and  control  • double-focus,  rotating -anode 
tube.  But  that’s  not  all. 

You’re  equipped  for  vertical  and  horizontal 
radiography  — Bucky  and  non-Bucky  technics 
— even  cross-table  and  stereo  views.  Focal-film 


distances  up  to  full  40  inches  at  any  table 
angle  ...  as  great  as  48  inches  cross-table. 

The  new  PATRICIAN  features  a counter- 
balanced fluoroscopic  unit  with  full  screening 
coverage.  Even  the  new  automatic  reciprocat- 
ing Bucky  is  counterbalanced  — self-retaining 
in  all  table  positions. 

Contact  your  General  Electric  x-ray  repre- 
sentative for  details  or  demonstration,  and  be 
sure  to  have  him  explain  the  G-E  Maxiservice® 
rental  plan. 


“Progress  fs  Our  /mporfanf  Producf- 

GENERAL  A ELECTRIC 


Direct  Factory  Branches: 

PHILADELPHIA  — Hunting  Park  Avenue  at  Ridge 


BALTIMORE  — 2 'VX'^est  Eager  Street 
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"Good  Ckeer” 

For  tke  Convalescent 

and  Geriatric  Patient — 

There’s  geniality  in  a glass  of  wine — it  brightens  the  outlook — 
perks  up  the  jaded  appetite  of  the  anorexic  patient — makes  food 
taste  better,  while  adding  its  own  supplement  of  minerals,  vita- 
mins, carbohydrates. 

Many  generations  of  ph^’slclans  have  warmly  recommended 
not  only  dry  table  wines,  but  also  sweet  wines  of  many  varieties 
in  the  treatment  of  elderly,  post-surgical  and  convalescent 
patients. 

While  in  the  past  the  use  of  wine  as  a medicinal  agent  has  been 
based  largely  on  tradition,  recent  research  is  revealing  the  physio- 
logic basis  for  subjective  theories  of  past  years. 

Thus  it  has  been  observed  that  wine  heightens  olfactory  acuity, 
stimulates  salivary  secretion,  provides  mild  but  prolonged  stimu- 
lation of  gastric  secretion,  and  exerts  a vasodilating  action  which 
helps  improve  circulation  and  Increase  cardiac  output, 

A glass  of  Sherry,  Burgundy  or  Rhine  Wine  before  meals,  table 
wine  with  luncheon  or  dinner,  or  a little  Port  at  bedtime  can  add 
a welcome  touch  of  Interest  and  “elegance”  to  the  daily  routine 
of  the  conv'alescent  and  the  elderly  patient.  The  food  tastes 
better,  the  day  seems  shorter  and  brighter,  and  the  night  more 
pleasant  and  rela.xed. 

May  we  send  you  a copy  of  “Uses  of  Wine  in  Aledical  Practice” 
(at  no  expense,  of  course).  Just  write  to:  Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 
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your  patient  should  not  be 
endangered  by  fluid  accumulation 


When  a diuretic  must  evoke  acidosis  to  be  effective,  continued 
administration  without  dosage  limitation  results  in  refractoriness. 
Other  diuretics  may  require  interrupted  dosage  to  avoid  gastro- 
intestinal irritation. 

But  the  sustained  diuresis  achieved  by  the  organomercurials  never 
necessitates  routine  “rest  periods”  because  of  their  mode  of  action. 


NEOHYDRIN' 


BRAND  OF  C H L O R M E R O D R I N (is. 3 mg.  of  3-cmloromercuri-2methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure  mercuhydrin®  sodium 


periods” 


YOUR  PATIENT  NEEDS 


ORGANOMERCURIAL 


BRAND  OF  MERALLURIOE  INJECTION 


LAKES I DE 
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1- 

results  are  obtained 
with  Steraxe’  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 


SHEATHING 

capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses. 


ALAJ.CE 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . .”* 


. : l : White,  5 mg.  oral  tablets, 

bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 

I.  Johnston,  T.  G.,  and  Cazort,  A.  G. : 

J.  Allergy  27 :90, 1956.  2.  Schwartz,  E.: 

New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W.,  et  ah:  J.  Allergy 
27:96,  1956. 


.’F.ZEr^  LABORATOR' ^ 7. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


in  broncni^' 


brand  of  prednisolone 
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save  the  cig^arette  for  later...  ^ / Time  was  you  had  to  wait  for  a 

local  anesthetic  to  take  hold  —you  waited,  patient  waited,  nurse 

waited.  Now,  rapid  anesthesia....  Blockain*  works  so  fast  that  clinicians  had  to 
describe  it  as  “immediate”  and  “almost  instantaneous.”  It’s  practically  an  under- 
statement to  call  its  action  “rapid.”  Longer  anesthetic  duration....  Besides  being 
able  to  go  to  work  sooner,  you  can  work  at  an  easier  pace.  Blockain  lasts  long  enough 
so  you  can  proceed  from  incision  to  closure  on  one  injection.  You  finish  up  with  a 
neat  suture  line  undistorted  by  repeated  instillations.  The  patient  leaves  uncom- 
plaining and  comfortable,  A busy  clinician’s  experience  ivith  Blockain  in 

fourteen  cases  of  Colies’  fracture:  A single  2-5  cc.  injection  of  Blockain  into  the 
hematoma  produced  anesthesia  in  an  average  of  3 minutes  15  seconds.  The  average 
duration  of  these  operations,  closed  reductions,  was  25  minutes.  Anesthesia  persisted 
beyond  the  time  required  for  reduction  permitting  splints  to  be  applied,  postreduction 
X-rays  to  be  taken  and  the  patients  sent  home  feeling  comfortable.  BLOCKAIN, 
30  cc.,  0.5%  (5  mg/cc.).  Your  office-ideal  local  anesthetic.  For  additional  information 
write  GEORGE  A.  Breon  & company,  1450  Broadway,  New  York  18.  N.  Y. 


etOCKAIN®  BRAND  OF  PROPOXYCAINE  HYDROCHLORIDE  BREOM* 


I 
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IS  HOW 


Rauwiloid 


Ihe  original  alseioxylon  fraction  of  India-grown  Rauwolfia  serpentina,  Benth. 

Differs 

from  all  other  Rauwolfia  preparations 


© 


Higher  Clinical  Ejficacr 


Rauwiloid  represents  the  balanced,  mutually  poten- 
tiated actions  1 of  several  Rauwolfia  alkaloids,  of  which 
reserpine  and  the  equally  antihypertensive  rescinna- 
mine  have  been  isolated.  Hence,  contrary  to  reports 
from  some  quarters,  reserpine  is  not  the  only  active 
principle  of  the  Rauwolfia  plant.  Rauwiloid  contains  all 
the  active  principles,  but  it  is  freed  of  the  undesirable 
dross  of  the  crude  Rauwolfia  root. 


Antihypertensive 

Bradycrotic 


Greater  Safety 

No  single  commercially  available  alkaloid  can  provide 
the  full  efficacy  of  Rauwiloid  together  with  Rauwiloid ’s 
low  incidence /low  intensity  of  side  actions.  ^ For  exam- 
ple, mental  depression  is  "much  less  frequent  with 
alseroxylon...”2  Rauwiloid  is  safely  used  even  in  the 
presence  of  cardiac,  renal,  and  cerebrovascular  compli- 
cations of  hypertension. 


Tranquilizing  Simplified  Dosage 


Dosage  is  simple ...  merely  two  2 mg.  tablets  at  bed- 
time. When  desired  effect  has  been  obtained,  one  tablet 
per  day  often  suffices. 


1.  Cronheim,  G.,  and  Toekes,  I.  M.:  Comparison  of  Sedative  Proper- 
ties of  Single  Alkaloids  of  Rauwolfia  and  Their  Mixtures,  Meet.  Am. 
Soc.  Pharmacol.  & Exper.  Therap.,  Iowa  City,  losva.  Sept.  5,  1955. 

2.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  (Rauwolfia) 
of  Hyp>ertension.  II.  A Comparative  Study  of  Different  Extracts  of 
Rauwolfia  When  Each  Is  Used  Alone  (Orally)  for  Therapy  of  Ambu- 
latory Patients  with  Hypertension.  A.M.A.  Arch.  Int.  Med.  96:530 
(Oct.)  1955. 


Delaware  State  Medical  Journal 


June,  1956 


xviii 


Each  tablet  contains:  ^1 

Reserpine  0.15  mg.  for  hypothalamic  action 
Mebaral  30  mg.  for  cortical  action 


1 TABLETS 


ANXIETY  AND  TENSION  STATES 
PREMENSTRUAL  TENSION 
MENOPAUSAL  SYNDROME 
ESSENTIAL  HYPERTENSION 
ANGINA  PECTORIS 
CORONARY  OCCLUSION 


DOSE:  1 tablet  3 times  daily.#  SUPPLIED Bottles  of  100  tablets. 


P 

Mebaral  (brand  of  mephobarbital),  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES' 

NEW  YORK  18,  N.  Y. 
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an  acknowledgment 


We  are  proud  that  our  television  series  on  the 
NBC  network,  "The  March  of  Medicine",  has 
been  selected  to  receive  the  first  Albert  Lasker 
Award  in  the  field  of  television  and  radio. 

But  we  feel  that  those  really  being  honored 
are  you — the  physicians  and  research  scientists 
of  America. 

Your  sense  of  responsibility  to  the  public — 
and  that  of  your  hospitals,  laboratories,  and 
staffs — has  made  it  possible  for  "The  March 
of  Medicine"  to  report  the  story  of  medical 
progress. 


Lasker  Award  statuette  Xhe  Lasker  Awards  heretofore  have  been  be- 

stowed on  many  of  the  nation’s  outstanding 
medical  scientists  and  journalists.  As  a member 
of  the  pharmaceutical  industry,  we  are  particu- 
larly grateful  for  the  honor  represented  by 
this  award. 

We  are  also  grateful  for  the  support  we  have 
continually  received  from  the  American  Medical 
Association,  which  has  cooperated  in  this  series 
from  the  very  beginning. 


Francis  Boyer 
President 

Smith,  Kline  & French  Laboratories 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


Comparison  of  the  e ffect  of  Raudixin  (tranquilizer)  and  a 
barbiturate  (sedative)  on  the  cortical  electroencephalogram 


After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical  “spindling”  effect. 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbrain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequently,  the  tranquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


DOSAGE:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


Squibb 


SUPPLY:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb  Quality— the  Priceless  Ingredient 


RAUDIXIN  S'  is  a SQUIBB  TRADEMARK 


plateau  therapy!.. 

for  hay  fever  and  other  allergies 


CHLOR-TRIMETON 
RE  PE  TABS,  8 and  12  mg. 

’Because  they  quickly  attain  and  maintain  a prolonged,  therapeutic 
plateau,  Chlor-Trimeton  Repetabs  avoid  the  wave-like  levels 
which  may  be  produced  by  multiple-release  granules  or  t.i.d.  medication 

...affording  optimal  patient  comfort. 

Chlob-Trimeton®  Maleate,  brand  of  chlorprophenpyridamine  maleate. 

Repetabs,®  Repeat  Action  Tablets. 


V)  /V  O 


Si*-. . 


«: 


CTJ76G 
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when 

the  condition 
requires 

a reliable 
antiseptic 


specify 

Merthiolate 


(THI.MEUOSAL,  LILLY) 


I 


’'Merthiolate'  is  highly  active  under  virtually  all 
conditions;  is  relatively  nonirritating  and  nontoxic 


'Merthiolate’  is  germicidal  in  dilutions  up  to  1:4,000  in 
serum  media  and  is  relatively  nonirritating  in  the  con- 
centrations suggested  for  use.  It  also  maintains  its  ac- 
tivity in  the  presence  of  soaps.  The  fact  that  'Merthio- 
late’ is  used  as  a bacteriostatic  agent  in  fluids  for  paren- 
teral administration  gives  strong  evidence  of  its  safety. 

ELI  LILLY  AND  COMPANY 


T 
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DIAGNOSIS  AND  TREATMENT  OF 
OSTEOARTHRITIS 

Peter  J.  Warter,  M.D.,* 

Trenton,  N.J. 

Osteoarthritis  is  a perplexing  and  chal- 
lenging medical  problem.  Patients  with 
this  illness,  seeking  medical  advice  because 
of  pain  and  stiffness  associated  with  joint 
disturbances,  appear  to  be  healthy  individ- 
uals. The  number  of  apparently  robust  and 
healthy  people  affected  permits  us  to  con- 
jecture that  ill  health  is  not  a precipitating 
factor. 

Osteoarthritis  is  described  by  many  as 
being  essentially  a disease  of  middle  and 
old  age.  We  have  found  the  disease  in 
many  younger  people,  particularly  those  en- 
gaged in  strenuous  outdoor  occupations  and 
contact  sports.  We  cannot  argue  with  the 
aging  process,  which  increases  the  incidence 
of  osteoarthritis  by  impairing  the  general 
body  tissues,  particularly  the  cardio-vascu- 
lar  system  and  individual  joint  structure. 
The  wear  and  tear  of  accumulating  years 
invariably  leave  their  stamp  on  the  body  as 
a whole,  including  the  joints.  The  process 
of  osteoarthritis  may  be  described  as  a vi- 
cious cycle  of  changing  mechanical  condi- 
tions and  attempts  at  structural  adapta- 
tions. 

There  are  times  when  the  alterations  in 
joint  functions  are  so  pronounced  that  they 
attract  first  consideration,  and  the  atten- 
tion of  the  physician,  as  well  as  that  of  the 
patient,  is  concentrated  on  the  joint.  Thus, 
the  joint  distracts  attention  from  possible 
vital  and  important  changes  in  the  body 
which  might  yield  vital  clues. 
Characteristics  of  Osteoarthritis: 

Clinically,  osteoarthritis  is  more  apt  to  be 
monoarticular  than  polyarticular  in  char- 
acter. The  appearance  of  the  hypertrophic 
joint  gives  little  indication  of  its  sympto- 
matic state.  Pain  apparently  bears  no  re- 
lation to  the  degree  of  arthritis  visible  to 
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the  physician  or  seen  on  X-ray  films.  The 
articular  changes  in  the  older  patients  may 
be  extensive;  still,  they  may  complain  of 
very  little  pain.  On  the  other  hand,  in 
younger  adults,  pain  frequently  exceeds  the 
physical  signs  apparent  clinically.  The  most 
frequent  and  profound  symptom,  in  a great 
majority  of  patients,  is  stiffness. 

Since  rheumatoid  disease  is  also  frequent- 
ly seen  by  general  practitioners,  it  might 
not  be  amiss  to  present  the  general  diag- 
nostic characteristics  of  both  osteoarthritis 
and  rheumatoid  arthritis. 

We  distinguish  between  the  two  major 
forms  of  arthritis  by  referring  to  the  one  as 
osteoarthritis  because  invariably  only  the 
joints  are  involved,  and  it  is  a local  disease; 
the  other  we  refer  to  as  rheumatoid  disease, 
because  we  consider  it  a systemic  disease 
with  joint  symptoms. 

Patients  presenting  all  classical  patho- 
logic features  of  osteoarthritis  have  involve- 
ment of  the  terminal  interphalangeal  joints. 
These  nodes,  first  described  by  Heberden, 
are  clinical  characteristics  of  osteoarthritis 
of  the  fingers,  and  according  to  Stecher,’ 
are  of  two  types: 

1.  Traumatic  nodes  — more  common  in 
men  but  occurring  also  in  women;  oc- 
casioned by  injury  and  not  leading  to 
progressive  disability. 

2.  Idiopathic  nodes  — most  common  in 
women  over  sixty,  slowly  increasing  in 
size  and  eventually  affecting  many 
fingers. 

The  origin  of  these  nodes  is  quite  myste- 
rious. There  may  be  a connection  between 
the  occurrence  of  these  nodes  and  hered- 
itary influences.  In  the  course  of  history 
surveys,  patients  will  often  offer  the  infor- 
mation that  their  fathers  or  mothers  had 
the  same  kind  of  “knobby  fingers.” 

The  knee,  because  it  is  used  more  often 
in  weight  bearing  through  a wider  range  of 
motion  than  any  other  joint,  is  extremely 
susceptible  to  osteoarthritic  changes.  Obes- 
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Table  I 


Osteoarthritis 

Rheumatoid  Disease 

-Joint  involvement 

Monoarticular  - particularly 
joints  exposed  to  constant  use 
and  weight  bearing. 

Polyarticular  - involvement 
usually  symmetrical  and 
peripheral 

Heberden’s  Nodes 

Frequently  present. 

Absent. 

Swelling 

Not  usual. 

Fusiform. 

EJusion 

Not  usual  - if  occurs  is  of 
short  duration 

Very  common  and  persistent. 

Muscle  Involvement 

Spasm  - no  atrophy. 

Atrophy  frequent. 

Laboratory  Studies; 
R.B.C. 

W.B.C. 

Sedimentation  rate 

Usually  normal 

Normal 

Normal 

Anemia 

Leukocytosis 

Accelerated 

Clinical  Observations: 
General  Health 
Weight 

Tension  - fatigue 
Infection 

Apparently  good 
Obesity  present 
Present  to  some  degree 
Not  related  to  arthritis 

Systemic  involvement 
Loss  in  weight  common 
Pronounced 

Infection  an  apparent  impor- 
tant etiologic  factor 

ity  adds  an  extra  load,  which  increases  de- 
generative changes.  Sprained  and  torn  lig- 
aments, which  are  daily  occurrences  in  ath- 
letes, definitely  contribute  to  the  develop- 
ment of  definite  articular  changes.  The  dis- 
tinguishing clinical  characteristic  of  osteo- 
arthritis of  the  knee  is  ‘crepitus’,  which  is 
found  almost  invariably.  This  crepitus  is 
often  gritty,  crackling  and  may  be  audible 
for  quite  a distance;  however,  the  degree  of 
crepitus  is  not  necessarily  a measure  of  dis- 
comfort. A knee  with  marked  crepitus  has 
frequently  been  found  to  be  quite  comfort- 
able. 

Osteoarthritis  of  the  hip  might  claim  the 
distinction  of  being  the  most  disabling  form 
of  osteoarthritis  occurring  in  man.  Some 
authorities  claim  the  incidence  of  this  dis- 
ease is  limited  more  or  less  to  senile  pa- 
tients, which  we  believe  to  be  inaccurate. 
We  have  frequently  observed  this  condition 
in  patients  between  fifty  and  sixty  years  of 
age,  and  evidences  of  both  hips  being  in- 
volved. 

Degenerative  changes  of  the  hip  are  also 
observed  in  Marie-Striimpell’s  disease 
(rheumatoid  spondylitis)  in  the  second  and 
third  decades  of  life.  Such  changes  are  com- 
mon complications  in  Still’s  disease,  and 
proceed  to  greater  disability. 

Pain  is  not  necessarily  a diagnostic  fea- 
ture. Pain  may  be  the  result  of  twisting  or 
distention  of  the  joint  capsule  and  of  mus- 
cles fatigued  by  the  effort  of  guarding  the 


joint  against  motion.  Stiffness  is  invariably 
present,  and  overactivity  often  increases 
this  effect. 

Diagnosis  is  aided  by  the  patient’s  gait 
and  the  positions  he  assumes  while  standing 
at  rest. 

In  some  quarters  the  spine  is  considered 
the  most  vulnerable  site  of  osteoarthritis. 
There  is  some  question  attached  to  this 
concept,  since  there  may  be  some  confusion 
between  osteoarthritis  and  spondylosis  de- 
formans. Time  and  space  do  not  permit  us 
to  discuss  this  problem  here  in  detail. 

In  both  forms,  the  sites  most  frequently 
affected  are  the  lower  cervical  area  and  the 
lumbar  region.  Osteoarthritis  of  the  upper 
dorsal  spine  is  a source  of  considerable  mild 
discomfort  about  the  shoulders.  Pain  may 
radiate  so  as  to  be  suggestive  of  angina  — 
the  differentiation  being  that  the  pain  is 
bilateral  and  is  located  superficially  in 
Osteoarthritis.  Osteoarthritis  of  the  lower 
dorsal  spine  may  lead  one  to  suspect  gall 
bladder  disease  or  renal  colic.  The  neces- 
sity of  careful  examination  is  imperative  to 
rule  out  these  conditions.  The  lumbar  spine 
with  evidence  of  osteoarthritis  is  a frequent 
source  of  sciatic  pains  and  complaints.  Of 
course,  we  must  not  overlook  osteoarthritis 
of  the  sacroiliac  spine,  in  which  the  X-ray 
charges  are  unilateral.  Pain  in  this  source 
of  arthritis  is  lancinating,  aggravated  by  the 
merest  motion,  and  is  distributed  through- 
out the  area  covered  by  the  sciatic  nerve. 
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Although  osteoarthritic  patients  may  not 
complain  of  anything  but  their  joint  symp- 
toms, giving  the  impression  that  they  are 
otherwise  well,  a detailed  history  survey  and 
a diligent  examination  will  frequently  re- 
veal some  disease  process  elsewhere  in  the 
body.  Because  of  the  diversity  of  factors 
involved  in  osteoarthritis,  and  because  we 
believe  therapeutic  measures  can  be  more 
intelligently  outlined,  we  have  followed  a 
course  of  classifying  patients  into  categories 
suggestively  indicative  of  the  primary  cause 
of  the  osteoarthritis. 

Primary  Causes  of  Osteoarthritis: 

1.  Traumatic  osteoarthritis:  The  con- 

scious starting  point  in  most  patients  is 
frequently  self-inflicted  traumata,  which 
are  followed  to  a greater  or  lesser  degree 
by  clinical  signs  and  symptoms  of  inflamma- 
tion. Changes  take  place  in  the  joints  as  a 
result  of  repeated  .ninor  traumatic  insults, 
and  in  many  patients  these  changes  may  be 
observed  without  any  symptoms. 

Exposure  to  occupational  hazards  may 
result  in  subsequent  symptoms  of  osteo- 
arthritis. One  of  the  occupations  with  mul- 
tiple hazards  which  might  be  considered  an 
“assembly  line”  for  osteoarthritis  is  “con- 
tact sports”,  such  as  baseball,  football, 
basketball,  soccer,  etc.  We  have  seen  many 
cases  of  acute  traumatic  arthritis  which 
later  developed  into  chronic  joint  disability. 

2.  Dietary  Influences:  Faulty  dietary 

habits  can  be  responsible  for  symptoms  in 
the  articular  tissues  of  many  osteoarthritic 
patients.  Diets  productive  of  obesity,  which 
adds  to  the  load  the  joints  must  bear,  may 
be  attended  with  serious  consequences. 
Tuttle-  has  suggested  that  a disturbance  in 
the  phosphorylation  mechanisms  holds  the 
key  to  factors  at  fault  — as  evidenced  by 
increased  blood  pyruvic  acid  levels.  The 
pyruvic  acid  in  excess  is  a muscle  fatigue 
producing  toxin,  and  is  probably  responsi- 
ble for  the  general  fatigue  associated  with 
the  arthritic  syndrome.  A review  of  dietary 
histories  in  a number  of  our  osteoarthritis 
patients  revealed  that  many  of  them  in- 
dulged in  high  carbohydrate  foods  and  the 
meals  were  in  many  instances  deficient  in 
vitamins,  particularly  ascorbic  acid. 


3.  Fatigue:  The  nervous  system  plays 
an  important  role  in  establishing  joint  dis- 
turbances in  the  body.  Patients  .seem  to 
extend  their  physical  selves  and  their  ner- 
vous selves  beyond  their  limit  of  tolerance, 
and,  as  a consequence,  exhibit  profound 
fatique.  The  importance  of  fatigue  as  a 
factor  cannot  be  ignored.  Any  disturbance 
or  alteration  in  the  normal  physical  or  men- 
tal routine  functions  — for  example,  over- 
work, socioeconomic  disturbances,  dietary 
errors,  infections,  etc.,  generally  results  in 
symptoms  of  fatigue.  In  fact  we  look  upon 
fatigue  as  a preceding  event  influenced  by 
the  patient’s  occupation,  the  patient’s  abil- 
ity to  adjust  himself  to  environmental  haz- 
ards, and  the  physical  and  neurological  sta 
tus  of  the  patient. 

Fatigue  must  be  diligently  searched  for 
in  the  patients,  because  they  either  fail  to 
recognize  this  phenomenon,  or  refuse  to  ad- 
mit to  its  effects.  When  we  search  for  fa- 
tigue, it  is  not  necessarily  the  fatigue  of 
physical  stress  and  strain;  it  can  be  of  an 
exhausted  nervous  system. 

Arteriosclerosis  and  osteoarthritis  have  a 
common  background;  they  are  the  results 
of  degenerative  changes.  These  are  vascu- 
lar conditions  which  result  in  arthritic 
symptoms.  We  have  found  variable  degrees 
of  elevated  blood  pressure  in  our  patients. 
We  have  observed  that  mild  degrees  of  pas- 
sive congestion  often  cause  aches  in  the  legs 
after  a day’s  work,  and  nocturnal  leg 
cramps  are  not  uncommon.  In  these  pa- 
tients, the  status  of  the  arthritis  is  ap- 
parently dependent  to  some  degree  on  the 
existing  cardio-vascular  disease.  Attention 
to  these  cardio-vascular  changes  will  fre- 
quently have  a favorable  effect  on  the  exist- 
ing arthritic  symptoms. 

Climacteric  factors  often  influence  osteo- 
arthritis. We  appreciate  that  the  climac- 
teric is  that  time  in  an  individual’s  life 
when  anticipated,  yet  undesired,  changes 
occur.  It  represents  that  time  in  life  when 
anxiety  tensions  predominate  and  mechani- 
cal factors  begin  to  take  their  toll.  Obesity 
becomes  a problem  in  many  patients,  be- 
cause a majority  of  these  patients  use  in- 
creased dietary  intake  as  an  escape  mech- 
anism from  the  added  burden  of  stress  and 
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strain,  thus  increasing  the  load  on  already 
burdened  joints.  Just  how  much  of  a factor 
the  climacteric  is  in  osteoarthritis  has  not 
been  determined,  but  since  many  patients 
date  their  arthritic  symptoms  from  the  on- 
set of  their  climacteric  syndrome,  we  must 
accept  it  as  a factor.  We  are  convinced  that 
the  male  is  as  susceptible  as  the  female  to 
osteoarthritis  at  the  onset  of  the  climac- 
teric. 

What  can  be  done  for  the  patient  with 
osteoarthritis? 

Treatment  of  Osteoarthritis: 

From  the  standpoint  of  joint  pathology, 
we  know  that  osteoarthritis  cannot  be 
cured.  Once  degenerative  changes  of  the 
cartilage  and  bone  have  become  manifest, 
they  take  on  permanent  characteristics. 
These  changes,  because  of  the  constant  use 
of  the  joints,  tend  to  progress.  In  some 
cases  this  progression  comes  to  a halt  as  a 
result  of  interlocking  of  the  joint,  and  no 
further  activity  is  possible. 

We  know  we  cannot  alter  the  pathologic 
changes;  however,  the  patient  has  definite 
complaints,  symptoms  which  are  amenable 
to  treatment.  The  management  of  these 
complaints  will,  in  a very  large  measure,  de- 
pend upon  the  physician’s  attitude  toward 
the  patient  and  his  knowledge  of  therapeu- 
tic measures  applicable  to  the  patient’s 
symptoms.  The  patient  who  has  a desire  to 
get  well  and  has  an  understanding  of  the 
disease  will  cooperate. 

It  is  important  to  allay  the  patient’s 
fears  by  frankly  discussing  with  him  the 
nature  of  osteoarthritis.  No  doubt  these 
fears  are  aroused  by  contact  with  patients 
with  rheumatoid  disease,  which  develops  a 
picture  of  invalidism.  The  patient  should 
be  assured  that  osteoarthritis  rarely,  if  ever, 
produces  the  crippling  of  the  joints  as  ob- 
served in  the  rheumatoid  patient. 

The  use  of  rest  as  a therapeutic  pro- 
cedure in  osteoarthritis  is  probably  the  most 
essential  phase.  In  those  patients  in  whom 
fatigue  is  a factor,  and  who  must  be  taught 
to  relax,  we  prescribe  the  following  regimen. 

At  the  end  of  each  hour,  by  the  clock, 
after  arising,  the  patient  should  cease  im- 
mediately what  he  is  doing  and  sit  down, 
doing  ABSOLUTELY  nothing  for  five  min- 


utes, by  the  clock.  This  procedure  must  be 
repeated  every  hour  that  the  patient  is  ac- 
tive, other  than  during  social  times. 

Relaxation  is  obtained  by  the  use  of 
Dimethylane,  a compound  with  muscle  re- 
laxing and  tranquilizing  capacities.  This 
drug  is  available  in  enteric  coated  capsules, 
each  capsule  containing  0.25  Gm.  We  start 
patients  on  two  capsules  after  breakfast, 
one  after  lunch,  and  two  at  bedtime.  After 
ten  days  or  two  weeks  on  this  schedule  we 
reduce  the  dose  to  one  capsule  three  times 
daily. 

Rest  is  essential  not  only  for  the  patient 
as  a whole;  it  is  also  necessary  for  the  af- 
fected joint.  Inhibition  of  wear  and  tear  on 
the  joint  will  assure  us  of  less  damage  and 
a possibility  of  some  repair.  If  enforced 
rest  of  a joint  is  indicated,  the  use  of  splints 
or  braces  should  be  in  order.  It  is  sug- 
gested that  since  this  would  represent  an 
orthopedic  procedure,  the  final  decision  be 
left  to  an  orthopedist.  In  osteoarthritis  of 
the  spine,  the  site  of  the  pathology  will 
dictate  the  procedure.  This  will  determine 
whether  the  patient  should  or  should  not 
sleep  on  pillows,  whether  bed-boards  should 
be  used,  and  whether  or  not  a belt  or  strap- 
ping will  aid  in  control  of  the  condition. 

We  have  mentioned  obesity  as  a factor 
in  osteoarthritis.  It  is  not  necessary  to 
stress  the  importance  of  weight  reduction — 
this  is  obvious.  In  dealing  with  this  factor 
we  utilize  psychic  control,  a balanced  diet 
which  will  not  cause  a too  precipitous 
weight  loss,  and  proper  attention  to  bowel 
function. 

Carbohydrates  are  reduced  in  the  diets. 
We  make  use  of  a protein  hydrolysate  of 
high  biologic  value  supplemented  with  vita- 
mins (Vi-Protinal)  in  our  scheme.  We  use 
this  preparation  not  only  as  a food  supple- 
ment, but  also  as  an  appetite  depressant. 
One  or  two  tahlespoonfuls  a half-hour  be- 
fore meals  will  adequately  control  “hunger 
pangs”,  and  as  a consequence  the  desire  for 
more  than  the  permitted  diet  is  satisfied. 

The  psychic  control  is  best  managed  when 
the  patient  is  in  a state  of  relaxation.  As 
was  mentioned  previously,  we  use  Dimethy- 
lane, and  we  are  at  present  trying  a combi- 
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nation  of  Dimethylane  and  Reserpine  for 
this  purpose. 

Many  of  these  patients,  particularly 
those  in  their  menopause,  manifest  evidence 
of  abnormal  capillary  fragility  and  perme- 
ability. To  us,  a normal  capillary  system 
is  essential  for  the  maintenance  of  good 
health  and  nutrition  to  the  joints.  In  our 
extensive  study  over  a period  of  eight 
years  we  have  found  that  a combination 
of  hesperidin  (a  flavonone  glycoside  found 
in  extracts  of  citrus  fruits)  and  ascorbic 
acid  (vitamin  C),  when  given  in  adequate 
doses  over  a period  of  time,  has  the  capacity 
to  correct  abnormal  capillary  fragility  or 
permeability  in  arthritic  patients.  The  use 
of  Hesper-C  apparently  enhances  the  effi- 
cacy of  the  treatments  directed  toward  the 
disease  entity  involved. 

The  use  of  analgesics  to  control  pain 
should  be  dictated  by  the  discomfort  of  the 
patient.  If  the  pain  is  severe  and  interferes 
with  proper  rest,  an  analgesic  should  be 
prescribed.  We  must  realize  that  pain  is  the 
watchman  acquired  by  the  body  to  prevent 
or  guard  against  overuse  of  the  joints.  Our 
choice  of  an  analgesic  is  aspirin;  however, 
it  is  suggested  that  you  use  the  analgesic 
which  has  given  a majority  of  your  patients 
the  desired  effect. 

We  are  ever  alert  to  new  therapeutic  pro- 
cedures which  might  be  profitable  to  the 
patient.  Thus,  we  feel  it  is  to  our  advantage 
and  to  the  advantage  of  the  patients  to 
work  in  close  cooperation  with  the  research 
pharmacologist  and  pharmaceutical  chem- 
ist. 

For  several  years  now,  we  have  been  us- 
ing a preparation,  nicotinyl  salicylate,  be- 
cause it  was  presumed  to  exert  a two-fold 
effect  — that  of  an  analgesic  and  that  of  a 
vasodilator.  We  are  disappointed  with  its 
analgesic  action,  but  we  are  impressed  with 
its  vasodilator  effect.  This  type  of  action 
is  desirable  in  the  patient  showing  disturb- 
ances in  the  peripheral  circulation.  This 
preparation  can  easily  be  supplemented 
with  one  half  the  effective  dose  of  aspirin 
to  produce  a desirable  and  adequate  anal- 
gesia. 

When  joints  other  than  the  spine  are  ex- 
tremely sensitive  and  painful,  we  resort  to 


interarticular  injections  of  Hydrocortone, 
Cyclaine  or  procaine  solution.  This  pro- 
cedure is  limited  to  those  patients  who  do 
not  respond  to  the  conservative  treatment 
described  above.  Caution  must  be  taken 
not  to  infiltrate  the  bursa. 

Sedation  is  sometimes  prescribed  in  com- 
bination with  analgesics.  It  is  suggested 
that  the  physician  use  the  combination 
which  in  his  experience  has  produced  the 
most  desirable  effect.  Since  we  have  been 
using  Dimethylane,  the  muscle  relaxant  and 
tranquilizing  agent,  we  have  found  less  use 
for  such  agents  as  the  barbiturates  and 
bromides. 

The  use  of  heat,  particularly  moist  heat, 
is  recommended  as  a soothing  agent.  Cau- 
tion should  be  stressed  because  of  the  pos- 
sibility of  burns  or  scalding. 

Liniments  and  ointments  have  been  used 
and  are  used  as  heat-producing  and  sooth- 
ing agents.  We  have  recently  started  to 
use  an  unguent  containing  N-Propyl  Nico- 
tinate  for  topical  application.  This  unguent, 
applied  with  very  gentle  massage,  produces 
an  erythema  resulting  in  local  heat.  It  does 
not  produce  any  undue  irritation  nor  have 
we  observed  any  reaction  or  blistering.  This 
preparation  is  on  clinical  trial  with  us,  and 
is  not  available  as  yet  through  regular  chan- 
nels. 

We  agree  with  the  observations  that  “the 
proper  prescription  for  the  patient  should 
include  the  balancing  of  physiological  as- 
sets and  liabilities  resulting  from  the  spe- 
cific effects  of  the  disease,  the  general  re- 
sponse of  the  body  function,  and  the  effects 
of  treatment  procedures.  Balancing  the 
therapeutic  program  for  the  physiologic 
needs  of  the  patient  is  dependent  upon 
clinical  empiricism.”® 

In  conclusion,  may  we  add  that  the 
physician  dealing  with  osteoarthritis  should 
not  permit  his  attention  to  be  distracted 
from  the  whole  patient  by  the  clinically 
established  alterations  in  joint  function. 
The  physician  in  general  practice  is  in  the 
enviable  position  of  being  a “family  doctor”, 
interested  in  his  patients  primarily,  and  the 
disease,  to  be  “cured”  as  quickly  as  possible. 
The  general  practitioner  is  in  the  position  of 
an  adviser  and  a guide  — to  advise  philo- 
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sophically  and  guide  medically.  Attention 
to  minor  injuries  physical  and  mental  can 
be  more  effectively  stressed  by  the  family 
physician,  and  thus  catastrophic  conse- 
quences can  be  prevented  later  in  life. 

REFERENCES 

1.  Stecher.  R.  M.:  Heberden’s  Nodes:  The  Clinical  Char- 

acteristics of  Osteoarthritis  of  the  Fingers.  Ann. Rheum 
Dis.,  7:1  (March)  1948. 

2.  Tuttle.  Esther:  Degenerative  Joint  Disease:  Osteoarthritis 
Process  Therapy  Theory.  Clinical  Medicine.  58:33  (Feb.) 
1951. 

3.  Warter.  P.  J..  Drezner.  H.  L..  and  Horoschak  S.:  Effect 
of  Hesperidin  and  Ascorbic  Acid  on  Capillary  Fragility 
in  Rheumatoid  Arthritis.  Jour.  Med.  Soc.  N.J.,  43:228 
(June)  1946. 

4.  Idem:  The  Influence  of  Hesperidin-C  on  Abnormal  Capil- 
lary Fragility  in  Rheumatoid  Arthritic  Patients.  Del. 
State  M.J..  20:41  (Mar.)  1948. 

5.  Drezner,  H.  L..  Edwards.  W.  R..  Warter.  P.  J.  and 
Horoschak  S:  Capillary  Integrity:  A Review  and  Interim 
Report  after  Five-year  Study  of  Use  of  He.speridin-C. 
American  Pract..  6:912  (June)  1955. 

6.  Spencer.  VV.  A.:  Physiological  Considerations  in  Rehabili- 
tation. Physc.  Therapy  Rev..  .34:61-71  (Feb.)  1954. 


THE  LAWYER  LOOKS  AT  THE  DOCTOR* 

Hon.  John  Biggs,  Jr.,** 

Pre.sident  Shands,  President  Van  Valken- 
burgh.  President  Tunnell  . . . President 
Tunnel,  President  Van  Valkenburgh,  and 
President  Shands.  It  is  hard  to  know  — 
protocol-wise  — which  of  you  should  be 
named  first.  Convention  would  require  that 
the  head  of  the  senior  service  should  be 
first  recognized  but  it  is  impossible  for  me 
to  know  which  is  the  senior  service  here 
since  both  our  disciplines  probably  began 
at  the  same  time  in  the  same  primordial 
cave  in  the  mind  and  under  the  hands  of  a 
medicine  man  who,  and  not  incidentally, 
was  also  a judge  and  a lawmaker.  To  ren- 
der due  obeisance  to  all  of  you,  I bow  to 
all  of  you  at  the  same  time  and  simply  say: 

“Presidents  and  Ladies  and  Gentlemen.” 

There  is  always  excitement  about  a 
“First!”,  the  breaking  of  new  ground,  the 
entry  into  a new  field,  the  laying  of  the 
corner  stone  for  a new  structure!  All  of  us 
today  are  doing  just  that.  It  is  my  pleas- 
ant and  exciting  duty  to  push  that  corner 
stone  a little  bit  forward  toward  its  site. 
Dr.  Hadden  and  Dr.  Polsky,  who  will  speak 
after  me,  will  do  more  than  their  part  to- 
ward the  same  end.  As  will  Judge  Herr- 
mann and  the  distinguished  members  of  his 
panel,  who  will  be  heard  this  afternoon. 
But  you,  doctors  and  lawyers  and  members 

* Addres.s  before  the  Delaware  Medico-I^egal  Symposium. 

April  8.  1956. 

**  Chief  Judge.  United  States  Court  of  Appeals  for  the  Third 

Circuit. 


of  the  general  audience,  will  or  will  not  put 
that  corner  stone  into  its  place  — as  our 
words  and  your  thoughts  move  or  do  not 
move  you.  The  responsibility  is  yours  as 
well  as  ours. 

This  is  the  first  Medico-Legal  Symposium 
ever  to  be  held  in  the  State  of  Delaware. 
And  I have  the  honor  to  be  the  first  speaker. 
To  continue  the  proliferation  of  “Firsts”, 
I have  the  honor  of  being  the  first  speaker 
at  the  first  Medico-Legal  Symposium  given 
in  the  first  City  of  the  first  State. 

He  who  dares  speak  first  on  such  a first 
occasion  bears  a heavy  responsibility.  He 
either  sets  a tone  or  he  does  not  set  a tone. 
If  he  does  the  former  he  is  fortunate  — if 
it  be  that  he  sets  the  right  and  proper 
tone.  Otherwise,  it  would  have  been  better 
if  he  had  not  spoken  at  all.  I have  never 
deemed  myself  a man  worthy  of  contriving 
messages  of  wisdom  to  the  audiences  of  this 
land.  I therefore  crave  your  indulgence,  if 
not  your  mercy. 

I have  given  this  effort  of  mine  the  ra- 
ther too  pretentious  title:  “The  Lawyer 

Looks  at  the  Doctor”.  May  not  a cat  look 
at  a king?  But  there  is  an  obvious,  obverse 
title  which  has  already  come  into  the  minds 
of  most  of  you:  “The  Doctor  Looks  at  the 
Lawyer.”  I,  of  course,  am  not  a doctor  but 
I shall  try  to  be  fair  to  both  professions 
and,  if  what  I say  contains  a little  acid,  I 
hope  that  my  mild  criticisms  may  prove 
helpful. 

There  is  of  course  much  in  common  be- 
tween the  law  and  medicine.  Both  are 
jealous  mistresses  — ladies  who  keep  one 
awake  at  night.  Perhaps  the  doctor  suffers 
a little  more  in  that  respect  than  does  the 
lawyer  for  I have  never  heard  of  a court 
which  called  a case  for  trial  at  two  o’clock 
in  the  morning  — though  judges  are  cer- 
tainly as  unreasonable  as  other  men.  But 
both  professions  deal  with  matters  of  life 
and  death  — the  vital  stuff  of  which  men’s 
lives  are  made.  Lawyers  deal  more  with 
human  rights  than  do  doctors  in  a general 
sense,  though  “the  right  to  live”  conferred 
by  the  doctor  is  the  greatest  right  of  all, 
and  I note  that  when  a lawyer  falls  gravely 
ill  he  calls  for  a medical  man  before  he 
sends  for  his  brother  practitioners.  It  must 
be  admitted  also  that  in  matters  of  life  and 
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death  we  judges  function  — shall  I say  — 
somewhat  negatively. 

Both  disciplines  require  years  of  exacting 
training:  four  years  of  specialized  education 
before  a college  graduate  may  practice  law 
and  at  least  six  years  before  the  man  with 
the  ordinary  university  degree  is  generally 
permitted  to  practice  medicine.  Neither 
profession  can  or  does  command  very  large 
financial  returns.  And  this  is  as  it  should 
be.  The  lawyer  is  an  officer  of  the  court  and 
must  put  his  duty  as  such  before  any  other 
consideration.  Let  me  assure  you  that  this 
obligation,  taken  under  oath,  is  a living 
force  in  the  lives  of  most  attorneys.  And 
all  of  us  are  aware  of  the  dedication  of  the 
doctor  to  service,  and  such  of  us  who  have 
been  in  his  skillful  hands  know  his  zeal  and 
high-mindedness. 

The  doctor  is  the  physician  to  the  indi- 
viduals which  comprise  the  community.  The 
lawyer  is  a physician  to  the  community  as 
a whole,  to  the  State.  A very  substantial 
fraction  of  our  lawmakers  in  both  state  and 
national  legislatures  are  members  of  the  bar. 
The  enforcement  of  the  laws  rests  in  the 
bench  and  bar. 

But  more  and  more  both  the  lawmaker 
and  the  law  giver  must  rely  on  experts 
trained  in  fields  other  than  the  law.  We  live 
in  a great  and  dreadful  age.  The  A bomb 
has  become  the  H bomb,  and  we  are  not  yet 
half  way  down  the  alphabet.  The  public  — 
whom  both  professions  serve  — and  must 
continue  to  serve  — is  faced  with  a tech- 
nological development  burgeoning  with  a 
fantastic  and  alarming  rapidity.  We  law- 
yers, whether  of  the  bench,  the  bar,  or  the 
legislatures,  must  face  the  doctor  squarely 
and  must  call  for  help. 

Statistics  are  rarely  too  exciting  things 
but  on  occasion  they  can  be  more  than 
startling.  They  can  be  terrifying!  In  con- 
nection with  the  work  of  a Committee  of 
the  Judicial  Conference  of  the  United 
States  I have  had  to  consult  some  experts 
known  as  demographers.  Do  any  of  you 
know  what  a demographer  is?  I did  not 
know  myself  until  very  recently.  A demog- 
rapher is  a kind  of  wizard  who  sits  in  the 
bottom  of  a well  neck-deep  in  statistics  of 
all  kinds  and  prophesies  — there  is  no  bet- 


ter word  — what  the  population  will  be  in 
a given  state  or  nation  in  — say  — 5 years, 
10  years  or  20  years.  There  are  at  pre.sent 
about  163,000,000  people  in  the  United 
States.  The  demographers  insist  that  by 
1975  the  population  of  the  United  States 
at  a minimum  estimate  — I repeat,  a mini- 
mum estimate  — will  consist  of  at  least 
227,000,000  souls.  The  problems  created  by 
an  exploding  population  rate  plus  an  ex- 
ploding technological  development  — and  I 
do  not  intend  to  make  a bad  pun  — are 
indeed  tremendous.  And  in  solving  them 
the  doctor  and  the  lawyer  must  play  a great 
part  — cooperatively. 

In  saying  this  I am  not  suggesting  that 
the  lawyer  and  the  doctor  have  not  coop- 
erated in  the  past  and  that  that  coopera- 
tion has  not  been  of  a relatively  high  order. 
I am  saying  that  it  must  be  of  a much 
higher  order  if  the  public  is  to  be  properly 
served. 

What  are  the  aims  of  the  medico-legal 
institutes  and  the  medico-legal  symposiums 
which  are  coming  into  being  all  around  the 
country? 

One  of  the  most  important  of  these  bene- 
fits will  be  the  improvement  of  communi- 
cation between  practitioners  of  law  and 
medicine.  Communication  is  really  a prob- 
lem in  semantics.  It  is  of  little  use  for  a 
doctor  to  testify  as  to  cranio-cerehral  trau- 
ma if  neither  judge  nor  jury  knows  what 
he  is  talking  about,  and  it  is  of  small  aid  in 
the  disposition  of  a criminal  case  for  the 
judge  to  insist  that  the  testifying  psychi- 
atrist must  answer  categorically  whether 
the  accused  knew  the  difference  between 
right  and  wrong  when  he  committed  the 
crime.  Each  profession  has  too  strong  a 
tendency  to  adhere  to  the  rigors  of  its  own 
vocabulary.  A better  knowledge  of  each 
other’s  disciplines  will  cure  that  defect. 

Another  substantial  benefit  to  be  effected 
is  the  providing  of  sufficient  facilities  for 
professional  training  of  the  doctor  and  the 
lawyer  in  each  other’s  fields,  and  the  means 
of  advanced  study  for  the  members  of  both 
professions. 

And,  last,  but  the  most  important  benefit 
of  all,  is  the  employment  of  the  skills  of 
both  professions,  not  only  in  the  court  room 
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and  at  pre-trial,  but  also  in  the  actual  en- 
actment of  legislation  which  the  public  in- 
terest sorely  demands. 

Let  me  deal  first  with  one  of  the  press- 
ing situations  requiring  legislation.  There 
are  over  2,000  narcotic  cases  filed  in  the 
United  States  district  courts  each  year  and 
the  number  is  constantly  rising.  But  the 
narcotic  cases  which  come  into  the  Federal 
courts  are  but  a fraction  of  those  which 
flood  the  State  tribunals. 

According  to  a Preliminary  Report  on  the 
Narcotics  Traffic  in  the  United  States  of  a 
Subcommittee  of  the  Committee  on  the  Ju- 
diciary of  the  United  States  Senate,  filed 
on  January  9,  1956,  there  are  2,000  persons 
arrested  each  month  in  the  United  States 
on  narcotics  charges  and  the  traffic  now 
costs  over  $500,000,000  a year.  Federal, 
State  and  local  enforcement  officers  all  testi- 
fied that  50%  or  more  of  all  crimes  com- 
mitted in  our  larger  cities  are  attributable 
to  narcotic  addiction  or  to  the  illicit  drug 
traffic. 

Moreover  there  is  a problem  of  “conta- 
gion” for  it  appears  that  over  90%  of  the 
addicts  who  came  before  the  Subcommittee 
testified  that  they  began  using  drugs  be- 
cause of  so-called  “friends”  or  “associates”. 
And,  with  the  vast  foreseeable  increase  in 
population,  it  is  obvious  that  if  this  prob- 
lem is  not  dealt  with  soon  it  will  create  a 
vast  community  cancer. 

Standards  of  practice  must  be  set  where- 
by our  courts  may  handle  these  cases  ade- 
quately. But  new  laws  dealing  with  nar- 
cotics must  also  be  formulated  by  our  legis- 
latures. In  both  areas  the  lawmakers  and 
the  law  givers,  accredited  physicians  to  the 
community  and  to  the  State,  must  look  to 
the  medical  profession.  And  both  profes- 
sions must  cooperate. 

In  forensic  medicine,  particularly  in  that 
relating  to  the  criminal  responsibility  of  the 
mentally  incompetent  or  the  “insane”  — as 
we  lawyers  and  judges  insist  on  putting  it — 
there  is  an  appalling  division  — a startling 
and  unwarranted  dichotomy  between  the 
law  and  medical  science.  Most  of  our  courts 
still  make  use  of  the  M’Naghten  formula, 
laid  down  in  England  in  1843.  The 
M’Naghten  test  is:  Did  the  accused  know 


the  difference  between  right  and  wrong 
when  he  committed  the  crime?  If  he  did, 
he  must  suffer  the  penalty. 

Most  psychiatrists  say  that  the  test  has 
no  recognizable  relation  to  reality.  It  is  a 
lawyer’s  dream;  the  psychiatrist’s  night- 
mare. Most  of  the  doctors  who  are  psychi- 
atrists will  tell  you  that  our  asylums  are 
full  of  mentally-ill  persons  — who  know 
the  difference  between  right  and  wrong  and 
yet  are  largely  uncontrollable  in  their  so- 
cial reactions. 

Leaving  out  any  moral  issue,  the 
M’Naghten  formula,  and  its  attendant 
psychological  atmosphere,  presents  a great 
danger  to  the  public  welfare. 

I say  this  because  it  is  very  frequently 
the  case  that  the  mentally-ill  criminal  goes 
from  small  crimes  to  large  ones:  for  ex- 
ample, from  simple  assaults  to  rape  or  mur- 
der. When  he  commits  the  smaller  crime, 
in  most  instances  he  is  treated  as  an  ordi- 
nary criminal:  if  he  receives  any  psychiatric 
tests  at  all,  the  M’Naghten  rule  of  knowl- 
edge of  right  and  wrong  is  applied.  He  is 
found  mentally  competent,  and  guilty,  is 
sentenced,  serves  his  term  and  emerges  from 
prison  a more  dangerous  individual  than 
when  he  went  in.  He  then  goes  on  to  graver 
crimes.  I could  name  many  cases  which 
have  turned  out  that  way  — Smith,  Elliott, 
McGee,  Willard,  or  that  “pleasant”  young 
man  who  blew  up  a United  Air  Lines  plane 
because  he  did  not  like  his  mother. 

Putting  it  bluntly,  the  fault  here  lies 
primarily  with  the  lawyers  and  the  judges. 
To  paraphrase  an  old  adage:  “He  who  sits 
may,  but  will  not,  read.”  The  problem, 
however,  can  be  solved  by  the  doctor,  par- 
ticularly the  psychiatrist,  making  the  law- 
yer and  the  judge  aware  of  the  facts  of  life. 
The  problem  remains  primarily  one  of  com- 
munication, of  semantics. 

But  the  efficiency  of  forensic  psychiatry — 
important  as  it  is  — is  only  a small  part  of 
a very  much  larger  medico-legal  scene.  We 
are  today  greatly  harassed  — to  put  it  mild- 
ly — by  that  socially  unassimilable  individ- 
ual known  as  the  “psychopath”.  And  let 
me  instantly  apologize  to  all  the  psychi- 
atrists present  for  the  use  of  such  a “dirty” 
word. 
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The  so-called  psychopathic  group  may 
include  the  actual  or  incipient  drunkard, 
the  dope-user  who  is  or  is  about  to  become 
an  addict,  the  bad  check  passer,  the  “mad” 
motorist,  and  the  sex  deviate. 

In  this  field  medicine  and  the  law  have 
not  yet  brought  forth  realistic  methods  of 
diagnosis  or  treatment  and  criminal  sanc- 
tions. Most  of  our  present  statutes  are 
quite  inadequate.  To  use  an  example,  the 
chronic  sex  deviate  and  molester  of  children 
is  not  cured  by  a prison  sentence.  Yet  we 
very  frequently  send  him  to  prison  — to 
have  him  emerge  and  repeat  his  offense.  He 
should  be  institutionalized  until  his  aberra- 
tion has  been  cured.  If  it  cannot  be  cured, 
he  must  remain  permanently  in  an  institu- 
tion. Such  proceedings  will  require  new 
laws,  and  the  lawmakers  cannot  enact  them 
without  the  intelligent  aid  of  the  medical 
profession. 

As  our  population  increases  so  our  psy- 
chotics  and  psychopaths  will  grow  in  num- 
bers. I can  foresee  a time  when  the  com- 
munity, with  the  aid  of  the  medical  and 
legal  professions,  will  be  able  to  devise  pre- 
ventive statutes  — statutes  which,  consti- 
tutionally, may  permit  the  discovery  of  the 
abnormal  individual  at  an  early  age  and  re- 
quire his  treatment  before  he  can  become  an 
actual  social  danger.  Minnesota  passed  a 
statute  of  this  general  kind  relating  to  the 
sexual  psychopath  in  1939.  It  was  held 
constitutional  by  tbe  Supreme  Court  of  the 
United  States  in  an  unanimous  opinion 
written  by  Mr.  Chief  Justice  Hughes.  Bear 
in  mind,  my  friends,  that  if  the  juvenile 
delinquent  is  not  cured  inevitably  he  will 
become  the  adult  delinquent. 

Before  concluding  I wish  to  deal  briefly 
with  the  doctor  and  the  civil  side  of  our  law 
and  law  courts.  In  the  86  Federal  trial 
courts,  7,000  cases  were  filed  last  year  aris- 
ing out  of  motor  vehicle  accidents.  It  is  a 
very  conservative  estimate  to  say  that  at 
least  10  times  as  many  motor-vehicle  acci- 
dent cases  were  brought  in  the  Courts  of 
the  48  States.  In  other  words  a total  of 
75,000  such  cases  are  filed  each  year  in  the 
courts  of  our  States  and  Nation.  It  is  es- 
timated that  by  1975  tbe  number  of  motor 
vehicles  in  the  United  States,  now  63,- 


000,000,  will  grow  to  at  least  100,000,000, 
or  an  increase  of  approximately  60%.  There 
will  therefore  be  approximately  120,000 
motor-vehicle  accident  cases  a year.  As  you 
know,  such  suits  involve  almost  every  type 
of  personal  injury,  from  whiplash  injuries 
of  the  neck,  to  maxillo-facial  injuries,  to 
old  fashioned  fractures  of  tibia  and  fibia. 
When  these  cases  are  being  tried  the  judge 
sees  almost  as  many  doctors  as  lawyers. 

We  are  glad  to  see  you  there,  gentlemen. 
You  are  pleasant  companions  for  our  busi- 
ness hours,  as  well  as  for  our  periods  of  so- 
cial relaxation,  and  we  listen  to  you.  And 
we  could  not  understand  many  cases  with- 
out your  assistance!  But  on  one  occasion  I 
heard  two  skillful  physicians  alternately 
prove  and  disprove  secondary  complications 
following  a “traumatic  episode”.  I have 
gotten  very  fond  of  the  word  “episode”  as  it 
is  used  in  medical  testimony.  The  plaintiff 
in  the  case  in  question  had  driven  his  car 
at  a high  rate  of  speed  head-on  into  a sta- 
tionary steam  roller.  I would  have  said 
that  the  occurrence  was  a little  more  than 
an  “episode”,  rising  almost  to  the  dignity  of 
an  “incident”. 

The  foregoing  is  not  said  despitefully, 
but  by  way  of  a gentle  nudge.  Let  me  make 
it  clear  that  I am  not  objecting  to  even 
skillful  physicians  differing  in  their  diag- 
noses. Heaven  knows  they  differ  less  than 
lawyers  and  judges.  I am  simply  trying  to 
point  a very  small  moral.  The  vocabulary 
of  the  testifying  physician  is  often  as  un- 
intelligible to  the  jury  as  are  the  instruc- 
tions of  the  judge.  Through  symposiums 
and  medico-legal  institutes  we  will  learn 
the  rudiments  of  each  other’s  disciplines 
and  we  can  simplify  our  language  — per- 
haps to  an  extent  where  it  can  be  under- 
stood by  the  laymen  who  perforce  must 
frequent  our  courts. 

The  practice  in  tort  cases,  motor-vehicle 
accident  cases,  can  be  standardized  and  so 
improved  that  the  average  juror  can  find 
the  facts  with  accuracy.  Clearer  and  more 
precise  medical  reports  would  — I am  con- 
vinced — result  in  a very  much  greater  per- 
centage of  settlements  and  would  save  the 
time  of  the  doctors,  the  lawyers  and  the 
judges.  And  on  the  other  side  of  the  coin. 
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a more  earnest  and  intelligent  effort  on  the 
part  of  lawyers  and  judges  to  understand 
medical  testimony  would  be  of  tremendous 
aid  in  the  speedy  administration  of  justice. 

One  more  “episode”  and  I am  through. 
It  is  very  probable  that  because  of  increas- 
ing economic  pressure,  the  great  number  of 
motor-vehicle  accident  cases,  and  the  un- 
certainty of  verdicts,  that  a system  some- 
what similar  to  that  employed  under  the 
Workmen’s  Compensation  Acts  will  come 
into  use  in  these  cases.  If  such  a system  is 
to  be  employed,  the  doctor  and  the  lawyer 
must  play  the  leading  roles  in  creating  it. 

The  speakers  who  follow  me  will  — I 
know  — develop  in  more  detail  some  of  the 
ideas  which  I have  touched  on  so  cursorily. 

May  I add  my  hope  that  this  symposium 
will  open  a door  through  which  the  doctors 
and  lawyers  of  Delaware  may  freely  pass 
into  a common  meeting  room  for  the  good 
of  their  professions  and  for  the  public  weal. 

Thank  you. 


TOTAL  JUSTICE  — CAN  IT  BE  ATTAINED?* 

by 

Samuel  B.  Hadden,  M.D.,** 
Philadelphia 

One  of  the  reasons  for  introductory  re- 
marks of  this  sort  is  to  justify  the  invitation 
to  participate  which  the  chairman  of  your 
program  committee  extended  to  me.  It  may 
be  that  because  of  those  things  mentioned 
by  him  I am  regarded  as  an  expert  on  for- 
ensic medicine.  However,  I wish  to  dismiss 
from  your  collective  minds  any  thought 
that  I can  qualify  as  an  expert  on  medico- 
legal matters.  My  appearances  in  court 
have  been  so  infrequent  that  I am  sure  few 
judges  in  the  courts  of  Philadelphia  have 
any  recollection  of  my  ever  having  appeared 
before  them.  There  are  several  reasons  for 
this.  Early  in  my  career  I had  a chief  who 
was  a profoundly  scientific  man;  he  im- 
pressed upon  me  his  strong  feelings  that 
one  should  not  voluntarily  accept  cases 
from  lawyers  for  the  purpose  of  examining 
and  testifying  in  courts.  During  nine  years 
of  close  relationship  with  him  I appeared 

* Address  before  the  Delaware  Medico-I^gal  Symposium, 
April  8,  1956. 

Associate  Professor  of  Psychiatry.  University  of  Pennsyl- 
vania School  of  Medicine. 


in  court  only  in  those  cases  where  I was 
called  upon  to  examine  and  treat  patients 
during  their  hospitalization.  During  those 
early  years  my  greatest  interest  was  in  the 
field  of  organic  neurology  but  gradually  my 
activities  in  the  psychiatric  field  developed 
to  a point  where,  although  I am  certified 
by  the  American  Board  of  Psychiatry  and 
Neurology  in  both  specialties,  my  practice 
has  evolved  into  one  that  is  essentially 
psychotherapeutic.  This  is  so  time  consum- 
ing and  my  days  are  committed  so  far  in 
advance  that  I do  not  accept  cases  in  which 
litigation  is  anticipated. 

Although  certain  of  my  experiences  in 
court  might  justify  the  development  of  con- 
tempt of  legal  procedures,  I have  always 
had  great  interest  in  and  profound  sym- 
pathy for  all  efforts  aimed  to  improve  the 
understanding  between  the  two  professions 
represented  here  today.  While  I would  be 
regarded  by  many  as  a relatively  inexperi- 
enced expert  witness,  I do  hope  that  you 
will  not  consider  me  naive.  The  problems 
that  confront  us  are  so  enormous  that  I 
should  like  to  present  one  restricted  facet 
for  our  consideration.  Theoretically,  our 
system  of  trial  by  jury  is  excellent  but,  like 
many  other  aspects  of  our  democratic  way 
of  life,  it  has  shortcomings  because  it  in- 
volves human  beings;  human  beings  whose 
state  of  development  is  not  adequate  for 
the  complex  roles  they  are  called  upon  to 
play  in  our  society.  While  many  lack  in- 
tellectual endowments  for  their  role,  their 
emotional  immaturity  is  the  most  glaring 
shortcoming.  I might  therefore  take  the 
privilege  of  titling  my  presentation  “Being 
Human  — How  This  Influences  Court  Pro- 
ceedings”. 

The  court  of  trial  is  presided  over  by  the 
judge.  He  is  usually  a distinguished  law- 
yer who,  after  endorsement  by  his  bar  as- 
sociation, has  been  elected  by  his  political 
party  to  this  office  of  trust.  His  chief  func- 
tion is  to  see  that  justice  is  served  in  the 
deliberations  in  his  court.  He  is  called  upon 
to  see  that  a set  of  rules  is  followed  in  pre- 
senting evidence  before  the  court,  and 
eventually  to  charge  the  jury  with  the  task 
of  bringing  in  a verdict  in  keeping  with  the 
indictment  and  with  the  evidence  presented 
in  his  court.  He  is  charged  with  clarifica- 
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tion  of  evidence.  Within  certain  prescribed 
limits  he  may  comment  upon  evidence  and, 
when  he  feels  there  is  a lack  of  evidence,  he 
may  actually  direct  a verdict  in  order  that 
justice  may  be  expeditiously  administered. 

The  litigants  before  the  court  are,  as  a 
rule,  represented  by  one  or  more  attorneys. 
These  gentlemen  have  followed  the  pre- 
scribed course  of  training  and  by  examina- 
tion have  proved  their  competence,  and  the 
local  bar  association  has  accepted  them  in- 
to membership  — if  the  rolls  are  not  com- 
petitively overcrowded.  They  are  all  called 
upon  to  comply  with  a certain  code  of  eth- 
ics, with  which  the  legal  members  present 
are  familiar  but  of  which  I know  relatively 
little.  The  Bar  Association  in  most  in- 
stances is  permitted  by  law  to  discipline 
members  by  suspension  of  privileges  or  dis- 
missal. 

Since  we  are  interested  in  those  court 
proceedings  in  which  medical  testimony  is 
involved,  let  us  now  turn  to  the  medical 
witness  and  his  role  in  the  court.  The  phy- 
sician has  been  trained  in  prescribed  man- 
ner in  the  prevention,  recognition  and  treat- 
ment of  disease,  and  has  some  competence 
in  evaluating  the  future  course  of  disease 
entities.  His  competence  has  in  a fashion 
been  determined  by  a medical  school  fac- 
ulty, a board  of  examiners,  and  he  is,  as  a 
rule,  a member  of  medical  societies,  the 
most  important  of  which  is  his  County 
Medical  Society.  Membership  in  this  makes 
him  a member  of  the  medical  society  of  his 
state  and  of  the  American  Medical  Associa- 
tion. Few  if  any  of  these  societies  have 
power  comparable  to  that  of  the  Bar  Asso- 
ciation which  ordinarily  can  exclude  a man 
from  the  practice  of  law  in  his  community. 
Medical  societies  cannot  do  so;  this  power 
is  the  exclusive  right  of  the  state  in  which 
the  physician  is  licensed  to  practice.  Please 
remember  that  medical  societies  do  not  have 
the  power  to  exclude  from  practicing  medi- 
cine physicians  who  are  licensed  by  the 
state.  The  most  severe  penalty  they  can 
inflict  upon  an  unworthy  member  is  de- 
privation of  membership  in  the  organiza- 
tion. As  a group,  therefore,  we  have  no 
power  to  keep  out  of  the  courts  unscrupu- 
lous physicians  whose  testimony  is  not 
above  reproach,  and  you  may  be  sure  it  is 


this  same  individual  who  is  responsible  for 
much  of  the  criticism  of  the  testimony  of- 
fered by  physicians  in  courts.  Like  the  law- 
yer, the  average  physician  is  acquainted 
with  a code  of  ethics  that  should  determine 
his  action  in  the  court  as  well  as  in  the 
handling  of  a patient. 

Another  important  individual  in  the  court 
procedure  under  consideration  is  the  plain- 
tiff. I shall,  with  your  permission,  try  to 
present  a composite  picture  of  such  a plain- 
tiff. It  is  my  aim  to  show  the  effects  of  two 
different  treatments  of  basically  the  same 
situation.  In  the  first,  the  situation  is  the 
chief  concern  of  those  involved;  in  the 
other,  it  is  the  individual  who  is  the  chief 
consideration.  In  one  situation  he  is  the 
plaintiff,  while  in  the  other  he  is  wholly 
a patient.  In  the  first  instance  the  plaintiff 
is  usually  an  honest,  hard-working  man 
with  a wife  and  three  or  four  kids.  He  is 
respected  in  his  community,  pays  his  bills — 
even  his  doctor’s  bills.  He  goes  to  church 
and,  like  some  physicians  and  even  lawyers, 
may  chisel  a little  on  his  income  tax.  He 
has  an  occasional  row  with  his  wife;  in  the 
ten  or  twelve  years  of  his  marriage  he  has 
not  succeeded  in  convincing  his  wife’s  moth- 
er that  her  daughter  was  not  an  idiot  for 
marrying  such  a bloke  as  she  considers  him 
to  be.  He  has  some  ambition  to  educate 
his  children  and  give  them  opportunities  he 
did  not  enjoy.  In  order  to  keep  up  with 
the  Jones’  his  wife  has  probably  pressured 
him  into  buying  a second  hand  car,  on 
which  there  are  still  several  payments  to  be 
made.  There  is  a 21"  television  set  in  the 
living  room,  with  many  more  payments  due. 
He  has  put  his  foot  down  on  a new  fur  coat 
for  his  wife,  and  this  act  stirs  up  another 
tirade  from  the  mother-in-law.  The  wife 
agrees  with  her  mother  that  he  is  a stingy 
old  miser,  but  on  this  matter  of  a fur  coat 
he  is  adamant.  He  is  known  to  be  stubborn 
and  immovable  but  when  stopped  by  a traf- 
fic light  at  Broad  and  Main  he  was  tossed 
violently  about  as  the  truck  of  a utility 
company  slammed  into  the  rear  of  his  car, 
when  it  could  not  stop  on  the  icy  pavement. 

As  he  regained  consciousness  in  the  hos- 
pital a few  hours  later  his  wife  and  her 
mother  tearfully  petitioned  God  to  spare 
his  life.  A few  weeks  later  when  he  had  re- 
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turned  home,  they  were  thankful  for  the 
progress  he  had  made  and  were  thinking 
of  further  “recovery”,  not  only  enough  for 
a new  car  but  maybe  enough  for  that  fur 
coat  — and  perhaps  a little  nest  egg  to  take 
care  of  part  of  the  kids’  education.  His 
wife  and  her  mother  ridicule  him  for  even 
thinking  of  accepting  the  figure  offered  by 
the  utility  company;  the  lawyer  they  have 
engaged  agrees  with  them  and  speaks  in 
terms  of  a verdict  many  times  larger  than 
the  sum  proffered.  The  attorney  does  not, 
however,  stress  his  fee  of  50%  of  the  ver- 
dict. 

The  injured  one  is  assured  by  all  his 
relatives  and  friends  that  if  he  goes  back  to 
work  too  soon  he  will  never  get  much  out 
of  the  company,  and  so  he  and  his  family 
skimp  along  during  the  early  weeks  of  his 
unemployment.  He  is  humiliated  when  the 
TV  is  repossessed  by  the  finance  company 
in  broad  daylight  and  he  swears  that  some- 
one is  certainly  going  to  pay  for  the  wreck 
they  have  made  out  of  him.  You  see,  the 
plaintiff  is  behaving  like  a human  being;  he 
is  angry.  “Those  whom  the  gods  would  de- 
stroy they  first  make  mad”. 

The  plaintiff’s  sound,  honest  physician 
has  been  calling  upon  him  with  reasonable 
frequency  and  has  tried  to  reassure  him 
that  he  is  going  to  be  all  right.  The  failure 
of  his  patient  to  recover  is  frustrating  to  the 
physician;  he  knows  that  all  the  man’s  con- 
tusions have  healed;  the  callus  is  strong  en- 
ough to  be  weight-bearing  and  although 
the  patient  had  a concussion  it  was  not 
severe  and  should  be  clearing  by  this  time. 
As  the  symptoms  continue,  the  patient 
seems  to  be  a bit  dissatisfied,  and  when  he 
says  “Doc,  I thought  I’d  be  out  of  this  long 
ago”,  his  trusted  physician  may  defensively 
say:  “Well,  Joe,  you  got  a hell  of  a going 
over  when  you  were  socked”,  and  Joe  will 
reply:  “You’re  telling  me?”.  You  see,  the 
doctor  behaved  like  a human  being,  and 
now  that  he  and  his  patient  are  once  again 
on  a basis  of  agreement.  They  are  behav- 
ing like  human  beings,  feeling  human  be- 
ings. By  this  time  the  utility  company 
knows  Joe  is  not  going  to  settle  and  feel 
they  had  better  protect  themselves  by  hav- 
ing Joe  looked  over  by  their  own  doctor. 


Like  Joe’s  physician,  he  is  a competent, 
honest  person.  His  examination  is  careful 
and  painstaking;  his  attitude  toward  the 
patient  may  or  may  not  be  a considerate 
one.  He  sends  his  report  to  the  company 
and  states  that  he  finds  a well  healed  frac- 
ture that  should  bear  the  patient’s  weight 
easily,  and  sees  no  other  signs  of  organic 
disease.  He  concludes  his  report  by  stating 
the  patient’s  symptoms  are  basically  those 
of  a psychoneurosis,  and  are  not  due  to  or- 
ganic injury  of  the  nervous  system,  will  not 
be  permanent  and  do  not  constitute  a real 
disability.  He  may  run  into  Joe’s  doctor 
and  honestly  say  he  couldn’t  find  a thing 
wrong  with  Joe  and  he  thinks  the  patient  is 
just  neurotic,  possibly  gold-bricking.  Joe’s 
doctor  says  that  Joe  got  a hell  of  a going 
over  by  that  truck  and  is  entitled  to  much 
more  than  the  companv  is  offering.  The 
doctors  are  behaving  like  human  beings; 
they  are  emotionally  involved  in  the  situa- 
tion. 

By  this  time  Joe’s  lawyer  feels  he  ought 
to  be  fortified  with  the  opinion  of  an  expert 
neurologist.  He  wants  a report  he  can  use 
in  court  to  support  Joe’s  claim.  The  neu- 
rologist’s findings  are  appropriately  record- 
ed and  he  reports  no  evidence  of  destructive 
disease  of  the  nervous  system.  He  has 
elicited  from  Joe  a long  list  of  subjective 
symptoms,  all  of  which  are  found  as  prom- 
inent symptoms  of  a post-concussion  syn- 
drome — headache,  giddiness,  buzzing  in 
the  ears,  blackout  spells,  weakness,  irritabil- 
ity, lack  of  initiative,  lack  of  confidence,  loss 
of  sexual  power.  To  the  members  of  a male 
jury,  this  last  symptom  alone  is  worth  at 
least  $10,000.00.  He  has  become  seclusive, 
has  lost  all  his  friends  and  is  indeed  a pa- 
thetic person.  The  doctor  is  supported  by 
many  theses  in  the  literature  that  these  are 
the  usual  symptoms  of  a post-concussion 
svndrome.  He  may  even  bring  in  the  fact 
that  the  patient  mav  develop  convulsive 
.seizures  in  later  life.  (Some  years  ago,  when 
I was  acting  as  an  impartial  witness  for  a 
compensation  referee,  I was  asked  to  ex- 
amine a patient  whose  lawyer  insisted  on 
being  present.  He  was  indeed  very  useful 
for  he  reminded  the  patient  of  every  single 
symptom  he  had  had  from  the  time  of  the 
injury  until  that  hour.  This  was  obviously 
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necessary  because  among  other  complaints 
offered  by  the  patient  was  loss  of  memory). 

The  utility  company  responds  by  having 
an  examination  of  the  patient  by  their  neu- 
rological expert.  His  findings  are  in  agree- 
ment with  those  of  Joe’s  expert  — no  evi- 
dence of  destructive  disease  of  the  nervous 
system.  Joe  has  given,  possibly  with  the 
assistance  of  his  attorney,  the  same  long 
list  of  subjective  symptoms.  The  company’s 
expert,  however,  may  play  up  the  fact  that 
Joe’s  nails  are  closely  bitten,  and  that  Joe 
admitted  he  has  bitten  his  nails  as  long  as 
he  can  remember.  He  may  have  examined 
Joe’s  service  record  a little  closer  and  found 
that  while  Joe  didn’t  have  a Purple  Heart, 
he  was  evacuated  from  North  Africa  to  an 
NP  clinic  and  discharged  about  April,  1944 
with  a diagnosis  of  combat  fatigue.  His  re- 
port indicates  that  Joe  was  always  neurotic. 
He,  too,  is  a human  being  with  feeling  of 
strong  identification  with  the  authority  that 
his  company  represents.  He  is  like  so  many 
people  who  always  vote  the  straight  Dem- 
ocratic or  Republican  ticket;  the  cause  is 
always  just. 

Like  a medical  witness  before  the  courts, 
it  is  possible  that  I have  used  a word,  neu- 
rotic, that  is  not  fully  understood  by  mem- 
bers of  this  group.  As  a matter  of  fact,  I 
know  that  many  fine  physicians  do  not  un- 
derstand very  well  the  meaning  of  this  term 
and,  like  many  of  the  lawyers  present,  re- 
gard the  neurotic  as  some  kind  of  a weak- 
ling or  a malicious  individual  who  is  feigning 
illness  for  gain.  I am  sure  that  I could  not 
find  many  of  my  neuropsychiatric  conferes 
who  would  agree  en  toto  with  my  definition 
of  a neurosis  as  a group  of  symptoms  that 
may  be  either  of  a physical  or  mental  na- 
ture which  occur  in  an  individual  at  a time 
when  he  is  unable  to  cope  successfully  with 
the  circumstances  of  his  life.  The  symptoms 
may  bring  about  a varying  degree  of  dis- 
ability. The  individual  is  incapable  of  deal- 
ing effectively  with  current  situations  be- 
cause he  unconsciously  utilizes  patterns  of 
behavior  that  were  forced  upon  him  in 
earlier  life.  They  were  not  effective  patterns 
of  behavior  when  he  acquired  them,  and 
they  never  will  be.  (We  all  know  that 
“man  lives  not  by  bread  alone”,  but  in  his 
struggle  for  existence,  eating  with  regu- 


larity is  indeed  most  important.)  In  addi- 
tion to  mere  existence  on  the  physical  plane, 
man  in  the  course  of  his  growth  acquires 
some  concepts  of  what  he  ought  to  be  and 
develops  within  a picture  of  what  he  him- 
■self  would  like  to  be.  It  is  necessary  for 
his  comfort  that  he  feel  wanted,  that  he 
feel  significant,  that  his  efforts  be  appreci- 
ated, and  that  he  be  loved  by  someone.  De- 
mands of  society  are  such  that  he  knows  he 
is  expected  to  succeed  and  to  carry  out  du- 
ties that  may  be  assigned  to  him,  and  all 
through  his  growing  up  period  he  knows 
that  only  illness  is  a completely  acceptable 
excuse  for  not  carrying  out  those  expected 
duties.  As  a child,  whenever  he  misses 
school  he  must  bring  a medical  excuse; 
when  Dad  expects  him  to  cut  the  grass, 
only  illness  will  exempt  him  from  doing  it; 
if  he  is  too  sick  to  perform  his  accustomed 
duties,  not  only  is  he  excused  from  work 
but  he  gains  the  sympathy  of  his  family 
and  friends.  If  it  appears  that  one  has  con- 
tributed to  his  own  disability  through  such 
acts  as  drinking  to  excess  or  negligence, 
then  sympathies  are  somewhat  withdrawn. 
However,  if  disability  is  the  result  of  some- 
one else’s  behavior,  especially  their  negli- 
gence, the  degree  of  sympathy  is  intensified. 
For  this  reason  when  a person  is  injured  as 
a result  of  another’s  negligence,  not  only 
is  the  disability  understood  and  accepted 
but  it  is  implied  that  the  person  responsible 
for  it  should  be  punished  and  made  to  pay. 

It  is  rather  a normal  thing  to  prefer  com- 
fort to  discomfort,  and  many  times  when  an 
individual  — like  our  hypothetical  Joe  — 
whose  daily  struggle  is  becoming  less  and 
less  attractive  and  less  rewarding,  is  injured 
by  a great  big,  powerful  authoritarian  figure 
such  as  a public  utility  company,  he  not 
only  obtains  the  pity  of  himself  but  of  his 
neighbors  as  well.  He  is  reinforced  in  his 
neurotic  retreat  by  cultural  indorsement 
almost  to  the  same  degree  as  the  poor  boy 
who  developed  neurotic  symptoms  while 
serving  in  the  army. 

I hope  you  will  permit  me  a few  moments 
to  speak  of  the  second  situation,  of  neu- 
rotic disability  in  the  armed  services.  We 
live  in  a great  democracy  where  much  em- 
phasis is  placed  upon  the  rights  of  the  in- 
dividual, but  unfortunately  where  very  little 
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in  the  treotnient  of 

infections  in  surgery 


The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout'  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates- used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic. 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 


Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


^Albertson.  H.  A.  and  Trout,  H.  H.,  Jr. ; Antibiotics  Atmitol  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 
^Prigot.  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid,  pp.  603-607. 
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stress  is  put  on  the  obligations  of  a citizen 
in  the  democracy;  consequently  when  a 
boy’s  number  is  pulled  out  of  a hat  by  his 
draft  board  it  is  considered  a tragic  calam- 
ity. The  boy  is  called  upon  to  give  a period 
of  his  life  in  the  service  for  his  country,  and 
it  is  felt  to  be  a damned  shame  that  he 
can’t  continue  doing  what  he  wanted  to  do. 
But,  being  healthy,  he  is  shipped  off  to  a 
training  center.  Fully  aware  of  the  fact 
that  while  he  is  able  to  do  so  he  will  be 
called  upon  to  continue  his  service,  when 
he  twists  his  back  upon  the  obstacle  course 
he  feels  he  has  justifiable  cause  for  dismis- 
sal from  the  service,  but  the  harsh  army 
doctors  keep  him  in  training.  If  he  reaches 
a combat  area  the  fear  of  enemy  guns  en- 
gendered in  every  one  of  us  produces 
strange  and  disabling  feelings;  he  feels 
weak;  he  blacks  out;  he  shakes;  he  bursts 
into  tears,  vomits,  and  develops  a whole 
gamut  of  distressing  symptoms.  Certainly 
in  this  condition  he  cannot  continue  in  the 
combat  area;  he  must  be  evacuted.  He 
reaches  a hospital  remote  from  the  lines  and 
there  a sympathetic  physician  acknowledges 
that  the  kid  has  sure  had  his  fill  and  can’t 
take  any  more.  He  is  evacuated  still  further 
to  the  rear,  and  eventually  comes  home,  a 
neuropsychiatric  casualty.  All  during  the 
chain  of  evacuation  he  feels  that  once  he 
gets  home  he  will  be  all  right,  hut  he  will 
bring  with  him  a feeling  that  will  never 
leave,  a feeling  that  he  did  not  do  what  was 
expected  of  him;  he  failed.  He  cannot  be- 
come healthy  again;  he  cannot  become  nor- 
mal; the  rest  of  his  days  he  must  continue 
to  have  bad  nerves  and  function  below  the 
peak  of  his  actual  efficiency,  to  be  sick,  to 
be  a failure,  for  only  by  remaining  ill  can 
he  justify  his  being  excused.  When  he  comes 
home  we  pay  him  for  being  a failure.  We 
might  say  this  was  the  picture  during  the 
early  stages  of  World  War  I and  World 
War  II.  During  the  late  stages  of  World 
War  I,  psychiatrists  in  the  forward  area 
knew  that  if  a boy  once  got  behind  the  lines 
he  would  never  return  to  the  field  and 
would  continue  to  be  a failure  throughout 
the  rest  of  his  life.  They  became  hard- 
boiled,  and  sent  him  back  to  the  combat 
area,  but  this  hard-earned  lesson  was  for- 
gotten by  the  time  World  War  II  began. 


Again  over-identification  with  the  disturbed 
boy  caused  the  psychiatrist  to  send  him 
home  as  one  who  had  done  his  bit  and 
couldn’t  take  any  more.  Before  the  end  of 
World  War  II,  psychiatrists  once  more  real- 
ized they  were  doing  such  a boy  no  favor, 
and  he  was  sent  back  to  combat  areas  to 
succeed.  Korea  came  on  so  soon  after  World 
War  II  that  not  only  had  we  not  forgotten 
the  lesson  but  the  medical  personnel  who 
had  handled  these  problems  toward  the  end 
of  World  War  II  were  on  the  scene  in  Ko- 
rea. A more  realistic  program  was  carried 
out,  as  a result  of  which  few  boys  are  go- 
ing to  be  compensated  for  neuropsychiatric 
disabilities  developed  in  the  Korean  cam- 
paign, and  fewer  of  the  flower  of  American 
manhood  will  have  to  continue  to  live  lives 
of  failure  for  paltry  sums  given  as  compen- 
sation, paltry  sums  in  the  sense  that  they 
are  totally  inadequate  to  compensate  for 
the  loss  sustained  and  the  restricted  life 
resulting  from  neurotic  handicap  to  do  and 
to  succeed.  Fewer  wives  and  children  will 
be  sacrificed  to  save  poor  Dad’s  ego  in  or- 
der that  his  semi-invalidism  may  continue 
to  be  a demonstration  of  the  horrible  acts 
of  war.  As  a consultant  to  the  Office  of  the 
Surgeon  General  I saw  boys  with  supposed- 
ly shattered  nerves  as  a result  of  the  ordeal 
of  combat;  within  a few  hundred  yards  of 
the  main  line  of  resistance  I saw  them 
treated  by  division  psychiatrists  who  knew 
that  these  soldiers  were  reacting  to  fear. 
They  did  not  riducle  them  as  gold-brickers; 
they  were  not  treated  with  scorn.  The  psy- 
chiatrist was  sympathetic  and  reassured 
them  that  their  response  was  understand- 
able. They  were  justifiably  scared  but  they 
had  a job  to  do;  they  were  reassured  that 
they  would  recover  in  a matter  of  hours, 
that  they  would  regain  composure  and 
would  go  back  and  join  their  buddies  and 
carry  out  the  job  assigned  to  them.  The 
boys  soon  knew  that  it  was  necessary  to  do 
so  because  their  replacements  were  nine 
thousand  miles  away.  They  went  back,  and 
most  of  them  completed  their  assignment. 
I had  a dramatic  experience  of  being  in  a 
Janeway  hut  of  the  division  psychiatrist 
when  a portion  of  a unit,  made  up  of  men 
who  had  served  their  allotted  number  of 
months  and  gained  sufficient  points  for  re- 
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I lief,  came  down  from  the  lines.  These  three 
I boys,  under  twenty-one,  sought  the  division 
I psychiatrist,  and  when  they  came  into  his 
! presence  they  threw  their  arms  around  him 
and  hugged  him,  and  when  at  last  they 
could  speak  they  thanked  him  profusely  for 
sending  them  back  to  combat  when  he  had 
seen  them  weeks  earlier  after  they  “cracked 
up.”  They  had  succeeded  and  they  knew 
that  they  would  not  need  to  spend  the  rest 
of  their  lives  living  out  the  excuse  for  their 
failure,  nervous  disability.  They  returned  to 
civilian  life  healthy  men  with  an  experience 
that  was  the  big  thing  in  their  lives.  They 
were  salvaged  by  a group  of  medical  men 
who  were  interested  in  effecting  the  re- 
covery of  their  health,  not  their  financial 
recovery. 

In  our  medico-legal  deliberations  we 
should  keep  these  experiences  in  mind. 
Please,  gentlemen,  try  and  become  inter- 
ested in  the  physical  and  emotional  re- 
covery of  the  injured  rather  than  his  finan- 
cial recovery.  Physicians  and  lawyers  are 
equally  responsible  for  the  invalidism  of 
many  individuals  who  can  always  explain 
their  partial  failure  on  the  basis  of  an  in- 
jury that  was  the  fault  of  someone  else.  The 
mere  fact  that  such  a group  of  prominent 
attorneys  and  doctors  are  deliberating  here 
this  morning  is  a clear  indication  of  the  fact 
that  it  is  recognized  as  a serious  problem. 

For  the  sake  of  discussion  I am  going  to 
present  to  you  a procedure  which  I feel 
would  free  our  courts  of  most  of  the  litiga- 
tion revolving  around  injuries.  We  might 
teach  our  medical  students  and  physicians 
first,  that  they  are  completely  responsible 
for  obtaining  the  quickest  degree  of  mental 
and  physical  efficiency  in  patients  who  have 
sustained  injury;  second,  that  they  shall 
discourage  such  patients  from  engaging 
counsel  until  the  greatest  possible  recovery 
has  been  obtained,  and  third,  that  they 
shall  encourage  patients,  with  or  without 
counsel,  to  work  out  a settlement  with  the 
party  who  caused  the  injury.  It  is  my  firm 
belief  that  under  such  procedure  nine  out 
of  ten  cases  now  brought  into  the  courts 
could  be  settled  without  legal  intervention, 
and  a vast  pool  of  manpower  saved  for  in- 
dustry. I make  these  suggestions  because 
I know  that  if  men  get  together  in  the  ab- 


.sence  of  stress  to  work  out  a fair  settlement, 
they  will  do  so  as  objective  and  intelligent 
human  beings.  When  they  once  become  in- 
volved in  a contest,  however,  identifications 
on  an  emotional  basis  are  stirred  up  and 
then  they  will  behave  like  human  beings, 
human  beings  who  have  not  reached  the 
high  stage  of  maturity  required  in  the  cir- 
cumstances. The  injured  litigant  is  so  often 
further  traumatized  by  evidence  brought 
out  to  “strengthen  his  case”  but  which  al- 
most is  certain  to  weaken  the  confidence 
with  which  he  faces  the  future. 

I hope,  gentlemen,  that  we  can  begin  to 
appreciate  that  we  are  naive  to  believe  that 
attorneys  always  behave  in  keeping  with 
the  highly  conceived  code  of  ethics  of  the 
American  Bar  Association,  and  that  phy- 
sicians are  consistently  objective  and  fact- 
ual in  their  testimony,  and  that  even  our 
judges  are  completely  detached. 


NEW  BRIDGES  BETWEEN  LAW  AND  MEDICINE 

Samuel  Polsky,  LL.B.,  Ph.D.,* 

Judge  Biggs  was  speaking  on  behalf  of 
organized  law  in  Delaware,  and  Doctor 
Hadden  was  speaking  on  behalf  of  organized 
medicine  both  in  Delaware  and  Pennsyl- 
vania. I am  not  sure  that  anything  is  left 
except  talking  on  behalf  of  what  seems  to 
be  the  majority  of  this  audience,  the  as- 
sociated presidents  that  are  assembled  here. 

The  law  does  rely  on  medicine  to  a great- 
er extent  than  medicine  relies  on  law.  We 
must  have  the  aid  of  the  medical  expert  in 
the  administration  of  justice.  But  medi- 
cine, too,  relies  on  others.  Medicine  has 
been  relying  on  electrical  experts  here  for 
about  an  hour.  And  these  electrical  ex- 
perts, representing  as  they  do  the  lay  pub- 
lic, must  in  time  come  to  rely  upon  both 
lawyers  and  physicians  as  they  attempt  to 
work  out  problems  that  are  common  to 
both  groups. 

Each  profession,  law  and  medicine,  has 
developed  its  own  particular  intraprofes- 
sional code.  In  law  there  are  canons  of  the 
bench  and  bar;  in  medicine  there  are  codes 
of  medical  ethics. 

Each  profession  has  backed  its  standards 
by  an  oath.  In  law  there  is  the  oath  of  ad- 
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mission  to  the  bar,  and  in  medicine  there 
is  the  Hippocratic  Oath.  And  each  profes- 
sion has  been  careful  to  stress  the  duties  of 
the  members  to  each  other,  to  the  public 
in  general,  and  to  an  ideal.  In  law  the  ideal 
is  justice.  In  medicine  the  ideal  is  healing 
mankind. 

Each  profession  has  also  stressed  its  own 
methodology.  In  law  the  method  is  that  of 
the  adversary  process.  In  medicine  there  is 
the  scientific  method. 

Apparently  what  we  have  are  parallel 
lines  of  development  that,  like  the  old 
Euclidean  parallels,  are  destined  never  to 
meet  no  matter  how  far  extended.  How- 
ever, we  no  longer  live  in  a Euclidian  age. 
This  is,  we  are  told,  the  age  of  quantum 
mechanics;  this  is  the  age  of  Einstein’s  rela- 
tivity. And  Judge  Biggs  pointed  out  that 
this  is  also  the  age  of  atomic  energy,  the 
atom  bomb. 

Today  we  are  taught  by  our  mathemati- 
cal physicists  that  parallel  lines,  when  ex- 
tended sufficiently  far  into  space,  do  tend  to 
meet  and  that  they  aren’t  even  straight, 
they  tend  to  curve  toward  each  other,  or 
perhaps  in  other  directions. 

Each  Workman’s  Compensation  case — 
and  they  are  growing  in  frequency  in  every 
state  of  the  Union  — creates  a quantum 
of  energy  bringing  law  and  medicine  to- 
gether. Motor  vehicle  accidents,  compris- 
ing as  they  do  more  than  70%  of  all  civil 
litigation,  and  involving  as  they  do  to  some 
degree  or  another  the  utilization  of  medical 
testimony,  have  become  the  Einsteinian 
relativity,  forcing  the  parallels  of  law  and 
medicine  together.  Not  just  bringing  them 
together,  but  forcing  them  together. 

We  must  learn  to  live  with  each  other. 
Personal  injury  litigation  is  the  principal 
business  of  the  courts  now,  and  it  requires 
the  skills  of  both  law  and  medicine. 

Nuclear  fission  occurs  every  time  a law- 
yer calls  a doctor  and  says,  “Doc,  that  pa- 
tient you  have  been  treating  has  his  case 
coming  up  tomorrow.  I am  sorry  I haven’t 
had  a chance  to  talk  to  you  before,  being 
pretty  busy,  but  I would  like  you  to  be 
present  at  ten  o’clock  in  court.” 

Nuclear  fission  also  occurs  every  time  the 
lawyer  talks  to  the  doctor  — who  has  been 


treating  his  client  for  about  eighteen 
months,  seeing  him  rather  regularly  — 
and  is  sharply  told,  “Well,  I’m  sorry.  I 
don’t  like  to  get  into  court  and  I would 
rather  not  get  mixed  up  in  this  thing.  And 
don’t  subpoena  me;  I am  not  going  to  be 
there,  I am  too  busy,  I have  other  things 
that  are  more  important  to  my  patients.” 

You  have  your  own  A bombs  and  your 
own  H bombs  of  this  nature.  The  real  Hir- 
oshima of  these  incidents  — and  they  do 
rise  to  incidents,  they  are  not  mere  episodes 
— were  catalogued  best  by  Judge  Herr- 
mann in  an  article  that  he  wrote  recently. 
If  any  of  you  missed  it  you  should  read  it. 
It  is  in  the  Delaware  State  Medical  Journal, 
in  the  January,  1956,  issue.  It  isn’t  just  a 
catalogue  of  the  episodes  or  incidents,  but 
it  has  some  good,  sound,  practical  advice  on 
what  to  do  about  it  and  how  to  avoid  these 
incidents. 

I think  this  meeting  is  in  itself  perhaps 
the  strongest  indication  that  medico-legal 
energy,  like  all  energy,  can  be  utilized  for 
good  as  well  as  evil;  and  it  is  my  purpose 
this  morning  to  chart  some  of  the  construc- 
tive utilizations,  if  possible,  of  that  energy. 

We  may  begin  with  any  one  of  three 
methods  for  integration  of  medico-legal 
knowledge  and  correlation  of  medico-legal 
function.  Whichever  model  is  selected  will 
inevitably,  in  the  long  run,  lead  to  the 
others.  Each  partakes  of  the  others.  The 
three  models  are:  First,  the  professional 

model;  second,  the  educational  model;  and 
third,  the  research  model. 

Let  us  look  at  this  professional  model  for 
a moment,  since  that  is  essentially  the  na- 
ture of  the  group  that  meets  here  today. 

By  this  I mean  cooperative  effort  of  bar 
associations  and  medical  societies  trying  to 
work  out  their  joint  problems.  These  co- 
operative efforts  stem  from  a realization 
that  our  separate  codes  of  living  in  the  two 
professions  are  no  longer  sufficient;  that  we 
must  have  some  kind  of  interprofessional 
code  of  life  as  well. 

But  mere  recognition  of  the  mutuality  of 
problems  which  this  entails,  although  it  is 
a good  first  step,  is  not  sufficient  and  is  a 
long  distance  away  from  a mutually  satis- 
factory solution.  Any  solution  that  you  at- 
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tempt  to  work  out  will  pose  preliminary 
questions. 

Any  solution,  or  any  attempt  to  work  out 
a solution,  poses  the  question:  What  are 
the  chances  for  success?  Is  this  meeting 
merely  an  opportunity  to  drink  coffee  to- 
gether, and  to  hear  three  people  on  a Sun- 
day morning?  Or  is  there  some  really  sub- 
stantial hope  that  there  can  be  success? 

There  are  some  good  reasons  for  asking 
such  questions  when  the  goal  of  law  is  jus- 
tice and  the  goal  of  medicine  is  healing 
mankind.  What  do  the  two  professions 
have  in  common?  Is  there  a common  de- 
nominator? 

One  of  the  virtues  of  asking  rhetorical 
questions  is  that  you  may  answer  them 
yourself.  My  answers  are  in  the  affirmative. 
Both  cur  professions  ultimately  seek  the 
same  thing,  whatever  special  name  we  like 
to  give  our  own  efforts,  and  that  common 
goal  is  truth.  You  can  not  heal  mankind 
without  knowing  the  facts  of  life  and  death, 
and  the  facts  of  trauma  and  diseases,  and 
all  this  is  simply  the  determination  of 
truth. 

As  facts  create  medicine  as  a profession, 
equally  facts  create  law  as  a profession. 
What  our  judges  and  lawyers  seek  in  the 
court  room  under  the  scales  and  sword  held 
by  that  prepossessing  lady  known  as  “Jus- 
tice,” are  simply  the  bare  facts  that  add  up 
to  truth.  Rules  of  law  are  merely  the  rough 
tools  that  we  have  evolved  to  uncover  truth. 
And  sometimes  the  lawyer’s  tools  get  in  the 
way  of  his  objectives,  just  as  sometimes  the 
physician’s  tools  on  the  operating  table 
lead  to  shock  and  death  rather  than  life  and 
health. 

Granting  a common  goal,  are  not  our 
methods  so  vastly  different  that  we  can 
never  think  in  the  same  way,  let  alone  com- 
municate intelligently  with  each  other?  Is 
the  adversary  process  different  from  the 
scientific  method?  Perhaps  it  is.  And  isn’t 
one,  the  scientific  method,  a surer  means  of 
achieving  truth  than  the  other?  Perhaps 
again,  but  actually  we  don’t  know.  And  it 
may  be  that  we  shall  never  know. 

I suspect  there  is  more  than  one  road  to 
truth,  and  there  is  no  royal  highway  that 


is  straighter  or  less  bumpy  than  all  the 
others. 

Some  of  you  may  have  reacted  to  these 
suggestions  with  that  ringing  of  alarm  bells 
in  the  cerebral  cortex  that  betokens  a good 
healthy  skepticism. 

At  this  point  I owe  it  to  you  to  stop 
preaching,  even  though  this  is  Sunday,  and 
to  start  proving. 

Item  1 in  the  order  of  proof  is  the  fact 
that  neither  profession  utilizes  only  the 
scientific  method  or  the  adversary  process 
alone.  Physicians,  for  example,  after  their 
rigorous  pursuit  in  the  laboratory  have 
been  known  to  publish  their  findings.  In- 
deed such  dissemination  of  data  and  conclu- 
sions is  a necessary  part  of  science;  and  per- 
haps distinguishes  the  medical  scientists 
from  the  medical  quacks. 

What  happens  then?  Why,  the  adver- 
sary process  may  be  said  to  begin.  Doctor 
“X”  in  another  city  and  Doctor  “Y”  in 
another  country  attack  the  data  and  or 
the  conclusions  and  advance  their  counter- 
vailing data  and  reasons.  Someone  else 
rushes  to  the  defense;  still  another  critical- 
ly questions  the  theory;  all  of  which  the 
originators  try  to  meet.  The  theory  may 
not  be  attacked  and  overthrown  for  a gen- 
eration or  may  die  in  the  next  issue  of  the 
next  scientific  publication.  Whatever  its 
fate,  it  is  decided  by  what  may  fairly  be 
called  the  adversary  process.  Perhaps  then 
the  adversary  process  is  just  another  phase 
of  the  scientific  process,  rather  than  some- 
thing totally  foreign  to  science. 

Item  2 in  the  order  of  proof  is  that  law 
has  begun  to  recognize  itself  as  one  of  the 
social  sciences.  Dealing  with  man  in  the 
aggregate  is,  of  course,  more  difficult  than 
dealing  with  man  as  an  individually  func- 
tioning unit.  Until  recently  the  multipli- 
city of  variables  tended  to  defeat  laboratory 
experiments  with  man  in  the  aggregate,  but 
progress  is  being  made. 

At  the  University  of  Chicago,  for  ex- 
ample, law  teachers  are  investigating  what 
happens  in  the  jury  room,  and  are  using 
the  techniques  of  controlled  experiment  in 
group-function  to  do  so.  The  scientific 
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method  is  therefore  a part  of  the  modern 
legal  investigator’s  armamentarium  as  well 
as  the  medical  scientist’s. 

Item  3 in  the  proof  is  the  simple  fact 
that  scientific  method  is  not  confined  to 
the  laboratory.  Einstein  was  no  less  a sci- 
entist because  he  used  a pencil  and  pad  of 
paper  rather  than  a cyclotron  in  working 
out  his  theories  and  in  his  investigations. 

Item  4 in  the  proof  is  that  practicing 
physicians  have  each  had  to  do  what  the 
legal  process  does  every  day;  namely,  to 
come  to  conclusions  on  insufficient  evidence. 
The  physician’s  clinical  judgments  in  a 
given  case  may,  of  necessity,  be  based  on 
appallingly  little  information.  Yet,  because 
a life  may  be  in  danger  he  is  required  here 
and  now  to  do  the  best  he  can  with  the 
evidence  that  he  has. 

In  a similar  way  law  must  make  its  clin- 
ical judgments  in  the  court  room  on  evi- 
dence that  is  often  appallingly  imperfect. 

By  this  time  you  undoubtedly  have  better 
illustrations  of  your  own  and  better  data 
than  mine  to  support  the  thesis  that  neither 
our  goals,  our  ideals,  nor  our  methods  are 
antithetical.  Therefore,  we  may  reasonably 
anticipate  a satisfactory  mutuality  and  suc- 
cess in  the  solution  of  our  joint  problems. 
Where  we  begin  in  working  out  solutions  is 
far  less  important  than  just  plain  beginning. 

At  the  professional  level  there  is  avail- 
able as  one  guide  the  Cincinnati  code  for 
interprofessional  behavior.  This  is  in  many 
respects  simply  a restatement  of  what  many 
lawyers  and  doctors  have  worked  out  as 
a practical  medico-legal  way  of  life  of  their 
own.  Restatement,  however,  is  badly 
needed  and  serves  an  important  function 
when  it  can  have  the  sanction  of  organized 
medicine  and  the  organized  bar  rather  than 
individual  precept  to  back  it  up. 

As  a supplement  to  such  an  interprofes- 
sional code  you  may  wish  to  consider  the 
Minnesota  plan,  or  the  malpractice  plan 
that  has  been  adopted  in  one  of  the  coun- 
ties of  Southern  California.  In  California, 
when  a malpractice  case  is  brought  to  the 
attention  of  the  County  Medical  Society 
a group  of  physicians  meets  and  deter- 
mines whether  the  doctor  has  or  has  not 


lived  up  to  the  ordinary  standards  of  care 
in  that  community.  If  the  County  Medical 
Society  finds  that  there  has  been  malprac- 
tice they  do  a number  of  things. 

First,  they  provide  hospital  care  for  as 
long  as  it  may  be  needed,  and  full  medical 
attention.  This  means  the  best  surgeons  in 
the  community  and  best  physicians  in  the 
community,  without  any  cost  to  the  indi- 
vidual. 

And,  further,  they  provide  expert  med- 
ical testimony  having  the  sanction  and 
force  of  all  organized  medicine  behind  it  in 
that  community,  without  any  charge  to  the 
individual  who  has  been  harmed  by  a mem- 
ber of  the  medical  profession. 

Of  course,  when  that  happens  the  case 
is  usually  settled.  No  defense  attorney  will 
willingly  risk  trial  under  those  circum- 
stances. 

Many  plaintiffs’  lawyers  feel  that  the  mal- 
practice plan  just  mentioned  excludes  the 
lawyer  at  the  operative  stage,  and  that  the 
individual  should  have  the  right  of  repre- 
sentation by  someone  who  is  concerned 
with  his  welfare  legally,  as  well  as  medically. 

You  may  wish  to  enlarge  your  inter- 
professional code  by  legislation,  such  as 
some  states  have  adopted,  which  permits 
the  courts  to  tax  expert  testimony  fees, 
when  a doctor  has  been  subpoenaed  and  is 
asked  for  an  expression  of  opinion. 

Or  you  may  wish  to  call  upon  a supple- 
mental project  such  as  the  New  York  Ex- 
pert Testimony  Project  that  has  been  des- 
cribed in  a recent  book.  This  project  was 
carried  out  under  a two-year  grant  of  the 
Sloan  Foundation  and  Ford  Motor  Com- 
pany Fund.  The  practice  has  now  been 
adopted  by  the  Supreme  Court  of  New 
York  as  a regular  way  of  life,  with  the 
costs  of  providing  experts  met  as  part  of  the 
annual  budget  of  the  court. 

Under  this  plan  a medical  record  office 
has  been  established  in  New  York.  In  the 
first  pre-trial  conference  when  the  attorneys 
and  judge  get  together,  the  judge  gener- 
ally has  a fairly  accurate  idea  of  the  plain- 
tiff’s medical  position.  But  there  may  have 
been  changes  in  that  position,  and  if  so  they 
are  made  known  to  the  judge  either  in  en- 
largement or  in  diminution  of  what  was 
claimed  in  the  complaint. 
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The  defendant  then  makes  known  his 
medical  position.  If  the  judge  feels  that 
there  is  a serious  medical  issue  involved, 
and  that  what  is  keeping  the  two  sides 
apart  is  primarily  the  resolution  of  this 
medical  issue  in  terms  of  damages,  he  calls 
upon  an  impartial  medical  expert. 

A group  of  men  have  been  selected  by 
the  judges  after  consultation  with  the 
County  Medical  Society.  These  men  have 
their  names  placed  on  a list  and  the  expert 
that  is  selected  in  a given  field  is  simply 
the  next  expert  in  rotation  on  that  list.  If 
he  is  not  available  for  some  reason  or 
another  then  the  succeeding  name  on  the 
list  is  selected. 

He  does  an  independent  investigation, 
submits  his  report  to  the  court  and  to  each 
set  of  attorneys,  and  the  judge  then  calls 
both  sets  of  attorneys  in  for  a second  pre- 
trial conference.  At  that  conference  the 
experience  in  New  York  has  been  that  al- 
most all  cases  are  settled.  That  does  not 
always  mean  that  the  impartial  expert  has, 
as  Doctor  Hadden  points  out  so  often  must 
be  the  case,  placed  the  complaints  in  their 
proper  light  by  cutting  down  on  the  scope 
and  area  of  that  which  is  a real  disability 
or  real  injury. 

It  was  very  revealing  to  find  at  least  five 
cases,  that  I can  recall,  where  the  impartial 
expert  not  only  found  more  than  was 
claimed  in  the  complaint  but  established 
substantial  injury  that  had  been  totally 
overlooked  by  the  expert  — if  you  wish  to 
call  him  that  — that  had  been  consulted 
by  the  plaintiff.  So  often  the  expert  that 
is  consulted  by  the  plaintiff  is  simply  the 
family  physician  who  may  not  always  be 
competent  to  ferret  out  all  the  possible  dis- 
ability that  may  be  present,  or  to  evaluate 
the  full  seriousness  of  the  case. 

None  of  these  five  cases  could  be  settled 
at  the  first  conference;  nor  would  the  settle- 
ment have  been  a just  and  fair  solution  at 
that  stage.  At  the  second  pre-trial  confer- 
ence, after  there  had  been  an  impartial 
investigation,  the  case  was  settled  at  sub- 
stantially more  than  had  been  asked  in 
settlement  at  the  first  pre-trial  conference. 
This  idea  of  impartial  expert  testimony 
works  both  ways. 


Baltimore  has  a somewhat  similar  plan 
that  has  just  gone  into  effect  after  a long 
period  of  study.  There  the  costs  are  not 
borne  by  the  court,  they  are  taxed  by  the 
court  on  one  or  another  of  the  parties,  de- 
pending on  the  result.  Three  names  are 
given  to  both  sets  of  attorneys  and  the  at- 
torneys select  a name  out  of  the  three  that 
they  can  agree  upon.  If  they  can  not  agree 
the  judge  simply  does  the  job  of  selecting 
for  them. 

The  Philadelphia  Medico-Legal  Institute 
is  contemplating  a plan  somewhat  similar 
to  both  of  these  but  more  experimental  in 
nature.  It  is  designed  to  determine,  for  ex- 
ample, whether  it  would  make  any  differ- 
ence if  more  than  one  impartial  expert 
were  consulted  by  the  court;  whether  there 
would  still  perhaps  be  a significant  area  of 
difference  of  opinion  that  ought  to  be  made 
known  to  the  court  and  the  parties.  And 
other  matters,  such  as  the  use  of  interroga- 
tories or  questions  submitted  to  the  doctors, 
will  be  tested  under  the  Philadelphia  pro- 
ject. 

We  may  find,  once  having  embarked  on 
such  a plan,  that  interrogatories  are  im- 
practical because  the  lawyers  swamp  the 
doctors  with  questions.  But,  since  this  is 
all  under  the  control  of  the  court,  perhaps 
the  interrogatories  could  be  kept  within 
reasonable  limits;  and  it  may  be  that  these 
interrogatories  would  serve  as  a useful  sup- 
plement or  an  economical  alternative. 

We  are  stressing  the  experimental  aspect 
in  Philadelphia,  rather  than  attempting  to 
adopt  a pre-made  plan,  even  though  it  is  a 
plan  that  in  the  opinion  of  the  lawyers  and 
judges  does  work  very  well,  whether  in 
New  York  or  in  Baltimore. 

These  are  all  practical  plans  that  may  be 
expected  to  have  an  immediate  appeal  to 
the  practioner  in  law  and  medicine.  They 
do  not,  however,  fully  meet  the  challenge 
of  communication  and  the  communication 
barrier  between  the  two  professions. 

Since  both  professions  are,  in  the  highest 
sense  of  the  word,  learned  professions  I 
may,  with  confidence,  turn  to  the  second 
model,  the  educational  model.  The  long- 
range  aspect  of  medico-legal  education  be- 
gins in  the  curricula  of  the  law  and  med- 
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ical  schools  leading  to  the  LL.B.  and  M.D. 
degrees  respectively. 

You  will  be  interested  to  know  that 
strides  are  already  being  made  in  that  di- 
rection. The  recommendation  of  the  Com- 
mittee on  Medico-Legal  Problems,  of  the 
American  Medical  Association,  provide  as 
follows: 

1.  An  effective  department  or  division 
of  legal  medicine  should  be  developed  in 
every  medical  school; 

2.  The  department  or  division  of  legal 
medicine  in  each  medical  school  should 
teach  a required  course  in  legal  medicine, 
dealing  with  basic  material  of  general  in- 
terest and  importance  to  all  physicians; 

3.  Elective  courses  dealing  with  foren- 
sic specialties  or  with  particular  areas  of 
interest  should  be  developed; 

4.  Teaching  should  not  be  restricted  to 
undergraduate  medical  students,  but  oppor- 
tunity should  be  provided  for  the  training 
of  graduate  physicians  in  such  special  tech- 
niques of  medico-legal  investigation  as 
forensic  pathology,  toxicology,  hematology, 
and  immunology; 

5.  Postgraduate  seminars  should  be 
provided  to  meet  the  need  of  those  engaged 
in  medico-legal  work,  such  as  coroners, 
medical  examiners,  pathologists,  practicing 
physicians,  technicians  in  police  science 
laboratories,  and  representative  members  of 
the  district  attorneys’  staffs; 

6.  The  staff  of  the  department  or  divi- 
sion of  legal  or  medicine  should  encourage 
the  development  and  participate  in  the  con- 
duct of  courses  in  the  neighboring  law 
schools; 

7.  There  should  be  a close  working  re- 
lationship between  the  staff  of  the  depart- 
ment or  division  of  legal  medicine  in  the 
medical  school  and  the  local  office  of  the 
coroner  or  the  medical  examiner.  Further, 
it  is  desirable  that  one  or  more  members 
of  the  professional  staff  of  that  office  have 
appointments  on  the  teaching  staff  of  the 
department. 

The  Association  of  American  Law  Schools 
is  also  vitally  concerned.  The  last  meeting 
of  that  Association,  in  Chicago  in  December 


of  1955,  had  a round  table  meeting  con- 
cerned with  forensic  medicine  in  legal  edu- 
cation. There  were  a number  of  schools 
that  participated  directly.  That  round 
table  is  being  continued  through  1956  be- 
cause of  the  interest  shown  by  other  schools 
who  were  not  yet  teaching  courses  in  this 
area. 

All  the  individuals  who  participated 
stressed  the  lack  of  teaching  materials.  If 
there  were  more  teaching  materials  we 
could  expect  more  courses  to  be  offered  by 
more  law  schools;  but  you  can  not  expect 
any  law  school  simply  to  take  a member  of 
its  staff,  ask  him  to  educate  himself  in  these 
problems,  at  the  same  time  educate  stu- 
dents in  these  problems,  and  at  the  same 
time  work  out  teaching  materials.  When 
teaching  materials  have  been  worked  out 
we  will  have  courses  of  this  nature  in  most 
law  schools. 

One  of  those  schools  that  participated  in 
the  round  table  discussion  in  terms  of  pre- 
senting speakers  was  Harvard  University, 
which  first  became  interested  in  this  prob- 
lem in  this  country  and  is  doing  excellent 
work  under  the  direction  of  Professor  Ford 
and  Professor  Hamlin,  in  both  the  law 
school  and  the  medical  school.  Boston  Col- 
lege is  participating  by  lending  Professor 
Curran,  who  is  a member  of  the  Boston 
College  Law  School,  to  Harvard  for  these 
purposes. 

The  University  of  Maryland,  under  Pro- 
fessor Farenholt  and  his  staff,  is  doing  out- 
standing work.  Western  Reserve  Univer- 
sity, with  Professor  Moritz,  who  was  form- 
erly Professor  of  Legal  Medicine  at  Har- 
vard, and  who  started  the  Harvard  Depart- 
ment and  is  now  Director  of  the  Institute 
of  Pathology  and  Pathological  Research  at 
Western  Reserve,  and  his  colleague.  Profes- 
sor Schroeder  of  the  Law  School,  are  head- 
ing up  a project  of  this  nature,  with  bril- 
liant results. 

Temple  University,  where  I am  now  en- 
gaged, offers  three  courses  in  the  Law 
School  at  the  present  time:  One  in  psycho- 
pathology in  lav/,  one  in  medico-legal  prob- 
lems of  personal  injury  litigation,  and  a 
third  in  scientific  proof  in  criminal  cases. 
We  are  presently  at  work  revising  our  ap- 
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proach  in  the  Medical  School  so  that  the 
objectives  of  the  American  Medical  Associ- 
ation may  be  met,  perhaps  next  year,  in  the 
Medical  School. 

And  elsewhere  there  is  significant  work 
being  done.  The  Law-Science  Institute  of 
the  University  of  Texas,  under  Professor 
Hubert  Winston  Smith,  has  undoubtedly 
done  more  than  anyone  else  in  this  country 
in  developing  interest  and  short  courses  on 
medico-legal  problems  of  personal  injury 
litigation.  The  Law-Medicine  Center  of 
the  University  of  Kansas  City,  and  other 
work  at  other  institutions  swells  the  list. 

Not  only  universities  but  professional  or- 
ganizations have  gone  into  the  field  of  edu- 
cation by  having  these  short  institutes,  of 
one  to  three  days,  sometimes  longer,  de- 
signed to  educate  lawyers  with  respect  to 
medicine.  California  is  particularly  active 
in  this  kind  of  thing. 

All  of  the  educational  ventures  suffer 
from  lack  of  materials  for  instruction,  at  the 
present  time.  Moreover,  a firm  foundation 
in  the  universities  requires  graduate  stu- 
dents willing  to  enter  into  medico-legal  re- 
search as  part  of  a program  of  higher  edu- 
cation, working  for  degrees  beyond  the 
LL.B.  and  the  M.D.  We  can  not  forever 
rely  on  the  law  and  medical  teachers  to 
undertake  these  problems  on  a part-time 
basis,  stealing  time  from  their  other  lines 
of  research.  We  must  create  continuing 
full-time  medico-legal  faculties,  cutting 
across  school  lines,  such  as  they  have  in 
Europe. 

These  needs  for  teaching  materials,  for 
full-time  graduate  students  and  full-time 
medico-legal  faculties  can  be  met  in  a num- 
ber of  ways.  A school  as  wealthy  as  Har- 
vard can  set  up  a department  and  work  out 
its  problems  in  creating  that  department, 
slowly,  over  a number  of  years. 

Perhaps  the  fastest  and  most  certain  way 
of  accomplishing  our  goals  is  that  method 
reflected  by  establishment  of  the  Philadel- 
phia Medico-Legal  Institute.  This  Institute 
came  into  being  as  a result  of  recommen- 
dations of  the  Medico-Legal  Committee  of 
the  Bar,  which  were  unanimously  adopted 
at  an  annual  meeting  of  the  Bar  Associa- 
tion. 


The  Bar  Association  instructed  its  Chan- 
cellor to  get  in  touch  with  the  deans  of  all 
the  law  schools  and  medical  schools  in  the 
immediate  area  and  with  the  President  of 
the  County  Medical  Society,  to  see  whether 
these  individuals  would  be  interested  in  a 
research  organization  such  as  the  Philadel- 
phia Medico-Legal  Institute  has  become. 
There  was  unanimous  interest  and  based 
on  that  the  Philadelphia  Medico-Legal  In- 
stitute came  into  being. 

Its  purposes  are,  as  I said,  primarily  re- 
search, but  whether  you  start  with  research 
or  education  or  professional  activity,  all  of 
these  things  must  come  to  pass;  they  all 
interweave  and  tend  to  lead  to  one  another. 

The  Philadelphia  Medico-Legal  Institute 
is  stressing  research  in  a number  of  fields 
now  — in  law  and  the  behavioral  sciences, 
for  example.  A study  of  the  sanctions  that 
the  law  uses  to  control  human  behavior, 
is  to  be  conducted  in  light  of  what  the  be- 
havioral sciences  tell  us  is  known  about 
human  behavior;  the  investigators  are  a 
team  composed  of  lawyers  and  physicians. 

I have  already  mentioned  the  automobile 
personal  injury  project.  There  is  another 
project  in  causation;  a study  of  medico- 
legal causation,  in  Workman’s  Compensa- 
tion cases  where  causation  is  perhaps  to  be 
seen  in  its  broadest  manifestation  in  both 
law  and  medicine;  and  a number  of  other 
projects. 

While  all  these  basic  materials  for  re- 
search are  being  collected,  teaching  ma- 
terials are  to  be  set  aside  and  ultimately 
collated.  Materials  will  in  part  come  from 
the  files  of  practicing  lawyers  and  physi- 
cians, with  adequate  safeguards  as  to  identi- 
ty of  the  individuals  involved,  of  course,  in 
each  instance.  It  is  important  to  get  files 
that  never  reach  the  appellate  courts,  when 
perhaps  the  reason  they  never  reached  the 
appellate  courts  is  that  the  medico-legal  or 
the  medical  problem  was  so  well  resolved 
at  the  trial  stage,  or  before,  that  settlement 
resulted;  or  a verdict  that  was  not  appealed 
resulted. 

These  files  are  important  basic  materials 
of  research  and  they  are  also  important,  in 
fact  the  only  real  materials  for  teaching. 
We  can  not  teach  courses  of  this  nature  on 
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the  basis  of  even  the  most  distinguished 
appellate  court  opinions.  And  I say  that 
having  in  mind  what  is  certainly  a classic 
medico-legal  opinion;  there  has  not  been 
anything  like  it  in  this  country  at  any  time: 
Judge  Biggs’s  dissent  in  U.  S.  ex  rel  Smith 
V.  Baldi.  But  even  that  kind  of  thinking 
and  writing  is  not  sufficient  for  teaching 
purposes,  although  it  is  incomparably  better 
than  what  we  usually  find  in  appellate  de- 
cisions when  we  are  trying  to  use  cases  to 
teach  either  law  students  or  medical  stu- 
dents. We  must  go  back  to  the  original  re- 
cords, the  actual  testimony  and  actual  re- 
ports, hospital,  medical  and  otherwise,  of 
the  individuals  involved. 

To  conclude,  let  me  note  that  integration 
of  law  and  medicine  is  not  so  new  and  revo- 
lutionary as  it  may  at  first  seem.  I wish  I 
had  time  to  go  into  some  of  the  instances 
of  that;  there  are  many  of  them.  All  the 
important  instances  so  far  as  law  and  psy- 
chiatry are  concerned  are  collected  in  Judge 
Biggs’s  book,  “The  Guilty  Mind,’’  but  there 
are  others  in  other  areas  of  forensic  medi- 
cine. 

Let  me  end  with  this.  Imhotep,  who 
lived  about  3,000  B.C.,  was  both  chief  jus- 
tice and  chief  physician  to  King  Zoser.  It 
is  perhaps  .something  of  an  anticlimax  to 
add  that  he  later  became  a god  of  the 
Egyptians. 

Question  and  answer  period  following  the 
morning  session  of  the  Medico-Legal  Sym- 
posium. 

The  Chairman:  Now  we  have  thirty 

minutes  left  in  the  morning  session  for 
questions  and  answers,  and  I will  ask  the 
three  speakers  if  they  will  come  up  on  the 
platform. 

Dr.  Abel  Klaw:  Mr.  Chairman,  I will 
raise  a question  that  perhaps  might  explode 
a little  bit.  I was  very  interested  in  what 
Doctor  Polsky  had  to  say  about  the  New 
York  system  for  reference  of  cases  to  an 
impartial  physician. 

It  has  always  been  one  of  my  firm  con- 
victions that  until  proven  otherwise,  all 
physicians  are  presum.ed  to  be  impartial. 
Therefore,  I raise  this  question:  Under 

what  circumstances  can  we  justify  a system 
whereby  we  say  in  this  sort  of  a case  the 


court  is  going  to  appoint  an  impartial  phy- 
sician? Why  isn’t  the  physician  who  has 
already  had  to  do  with  the  curing  or  the 
treatment  of  this  injured  person  — why 
isn’t  he  impartial? 

Why  is  it  necessary  to  discard  the  attend- 
ing physician,  for  example,  the  man  who 
knows  more  about  what  went  on  than  any 
other  physician?  Why  is  it  necessary  to 
cast  him  aside  and  say,  “We  have  to  have 
somebody  else,  who  has  never  seen  this  pa- 
tient before,  because  he  is  impartial”? 

What  is  an  impartial  physician  as  dis- 
tinguished from  the  ordinary  physician? 
That  is  the  question  I raise. 

The  Chairman:  Doctor  Polsky,  can  you 
answer  that? 

Doctor  Polsky:  Yes.  Let  me  digress 
before  I attempt  a direct  answer.  On  any 
of  the  New  York  cases  that  do  go  into 
court,  the  testimony  of  the  physicians  se- 
lected by  each  side  is  presented,  as  well  as 
the  testimony  of  the  so-called  impartial  ex- 
pert. The  impartial  expert  may  be  called 
by  either  side  or  called  by  the  court,  but 
no  physician  is  denied  the  opportunity  to 
appear  and  speak  in  behalf  of  one  view  or 
the  other  when  the  case  goes  to  court.  Very 
few  of  them  actually  get  to  court,  how^ever, 
since  the  procedure  leads  to  a high  incidence 
of  settlement. 

Secondly,  I must  say  also  in  confession 
and  avoidance,  that  perhaps  the  nomencla- 
ture is  errant;  perhaps  we  should  talk  about 
court-appointed  rather  than  impartial  phy- 
sicians. 

But  I am  willing  to  meet  the  problem  on 
the  basis  of  partiality  and  impartiality.  Let 
us  assume  that  three  doctors  are  involved, 
all  of  whom  are  absolutely,  scientifically 
qualified  in  the  highest  sense,  and  all  of 
whom  are  as  honest  as  any  human  being 
can  possibly  be.  Yet  I would  still  call  the 
court-appointed  physician  the  impartial 
physician,  and  neither  of  the  other  two  im- 
partial, in  one  important  sense  and  only  in 
this  sense. 

What  happens  ordinarily  — and  this  ac- 
counts for  part  of  the  conflict,  part  of  the 
battle  of  experts  that  we  have  in  the  court 
room — is  this.  When  the  plaintiff’s  attorney 
selects  an  expert  to  examine,  he  very  often 
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has  that  expert  not  only  examine  but  treat, 
unless  this  expert  specialist  can  refer  the 
case  back  to  the  family  doctor  under  proper 
instructions  for  treatment.  But  whether  the 
expert  specialist  treats  the  patient  or  not, 
the  relationship  that  he  enters  into  with  this 
individual  is  very  close  to  the  ordinary  re- 
lationship that  a physician  enters  into  with 
a patient. 

It  is  necessary  to  build  up  a certain  rap- 
port to  practice  medicine  properly.  A bed- 
side manner  isn’t  just  a means  of  getting 
patients  and  getting  people  to  pay  you  fees; 
it  is  part  of  the  therapy.  This  relation  be- 
tween physician  and  patient,  getting  him  to 
believe  that  you  really  can  help  him,  in- 
volves a reciprocal  function.  There  is  a cer- 
tain natural  sympathy  built  up  toward  him 
and  toward  his  problems  and  toward  his 
case,  a very  human  kind  of  sympathy,  as 
Doctor  Hadden  pointed  out. 

Therefore,  he  comes  into  court  not  only 
with  his  objective  findings  and  the  past 
medical  history  as  obtained  from  the  indi- 
vidual, but  also  with  a certain  unconscious 
sympathetic  leaning  toward  this  individual, 
trying  to  do  what  he  can  for  him  and  his 
case.  I am  assuming  it  is  all  unconscious, 
there  is  nothing  willful  about  it. 

On  the  other  hand,  when  the  defense  asks 
a given  expert  to  examine  the  same  individ- 
ual, generally  the  request  is  preceded  with 
this  kind  of  a statement: 

“Doctor,  this  individual  is  causing  us 
some  trouble.  I frankly  think  he  is  a liar 
or  he  is  grossly  exaggerating,  and  I’ve  got  a 
lot  of  reasons  for  thinking  that.  We  want  to 
know  objectively,  scientifically,  what  you 
can  find  wrong.  Not  what  he  tells  you  now; 
we  have  heard  all  that,  we  have  all  that  in 
the  complaint;  particularly  not  v/hat  he  tells 
you  after  he  has  been  talking  to  his  lawyer, 
who  might  have  told  him  what  to  tell  you. 
We  want  to  know  only  what  you  can  find 
objectively.” 

Therefore,  that  physician  bases  his  opin- 
ion on  half  a case.  He  not  only  has  elim- 
inated sympathy,  he  has  also  eliminated  the 
subjective  elements  of  the  case,  the  symp- 
toms. He  brings  only  the  findings  based  on 
objective  signs  into  the  court  room. 


In  ordinary  treatment  of  the  patient  the 
physician  does  not  have  these  problems.  He 
may  assume  that  what  the  patient  says 
hurts,  really  hurts,  and  that  it  is  not  some- 
thing that  has  just  been  magnified  into  a 
hurt  in  his  mind  because  of  the  automobile 
accident. 

In  the  ordinary  situation  also  the  physi- 
cian can  approach  his  patient  in  the  ordi- 
nary therapeutic  manner,  without  worrying 
too  much  about  how  much  weight  he  is  to 
give  this  question  of  past  medical  history, 
or  the  question  of  unconscious  sympathy. 

In  the  forensic  situation  the  problem  of 
evaluation,  of  deliberation,  becomes  an  all- 
important  one.  If  there  is  no  relation  of  the 
physician  to  either  side,  I think  the  physi- 
cian can,  on  his  own,  without  any  instruc- 
tions from  the  court,  take  the  proper  mid- 
dle course.  As  soon  as  you  set  up  this  kind 
of  artificial  side  relationship  you  are  dis- 
torting to  some  extent.  That  distortion  is, 
I think,  reflected  in  many  instances  in  the 
battle  of  experts  in  court. 

That  is  why  I would  be  willing  to  call  the 
court-appointed  physician  an  “impartial” 
medical  expert,  even  though  the  other  two 
might  be  equally  impartial  when  called  by 
a court  rather  than  by  the  parties  directly. 

H.  Albert  Young,  Member  of  the  Dela- 
ware Bar:  Doctor  Hadden,  you  gave  us 

that  illustration  of  Joe,  who  was  involved 
in  that  accident,  and  I believe  you  stated 
he  had  a concussion  of  the  brain.  He  suf- 
fered certain  disability,  and  you  stated  he 
also  had  residual  effects  of  post-traumatic 
pain  syndrome. 

You  also  mentioned  something  about  coin 
of  the  realm  and  I got  a certain  impression 
from  that,  that  either  the  injured  party,  or 
the  lawyer  representing  the  injured  party, 
was  more  interested  in  the  coin  of  the  realm 
than  he  was  in  the  recovery  of  that  particu- 
lar patient. 

Now  I want  to  ask  you,  are  you  of  the 
opinion  that  a diagnosis  of  a post-traumatic 
pain  syndrome,  following  a concussion  of 
the  brain  and  a brain  injury,  is  not  com- 
pensable, for  which  the  lawyer  should  seek 
ultimate  recovery? 
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Doctor  Hadden:  I did  not  mean  to 

create  the  impression  that  one  should  not 
be  compensated  for  injuries.  What  I do 
wish  to  do  is  enter  a plea  for  the  person 
most  intimately  involved,  the  plaintiff,  who 
is  lost  sight  of  in  this  conflict  of  which  Doc- 
tor Polsky  spoke.  I feel  that  before  the 
conflict  is  established  by  the  engaging  of 
counsel,  that  w’e,  as  physicians,  ought  to 
exert  every  effort  for  the  recovery  of  the 
patient,  the  medical  recovery,  and  postpone 
any  involvement  in  the  contest  by  getting 
the  lawyer  in  the  situation  too  early.  It 
implies,  “Look.  You  have  a good  case.” 
You  see?  And  as  soon  as  that  occurs  then 
the  individual  begins  to  visualize  secondary 
pecuniary  gain,  which  may  obstruct  his  re- 
covery. 

And  that  is  why  it  is  somewhat  similar 
to  the  compensation  of  the  G.I.,  for  neuro- 
psychiatric disability.  As  long  as  he  is  go- 
ing to  be  compensated  it  is  very  difficult  to 
have  him  give  up  that  compensation.  So  I 
feel  that  we  ought  to  focus  our  attention  on 
the  fact  that  if  real  justice  is  to  be  done  we 
ought,  first  of  all,  to  try  and  obtain  the 
highest  degree  of  medical  recovery  of  the 
individual.  Then  let  the  secondary  phase 
be  the  compensation  for  those  residual 
symptoms,  for  loss  of  time,  and  so  on.  Let 
us  focus  first  on  the  medical  recovery  of  the 
individual. 

Mr.  Young:  Doctor,  ruling  out  malinger- 
ing, if  you  find  that  sort  of  condition,  do 
you  think  the  doctor  ought  to  recognize 
that  traumatic  pain  syndrome  as  a real  in- 
jury and  a real  result,  or  residual  to  that 
accident? 

Doctor  Hadden:  Here,  of  course,  we  get 
into  a very  interesting  situation.  But  what 
is  real?  For  example,  the  symptom,  every 
symptom  of  a neurotic,  or  the  malingerer, 
is  absolutely  real.  I think  that  the  pains, 
all  the  complaints,  of  the  neurotic  are  very 
real.  The  palpitation  of  the  heart,  that  is 
real.  The  nausea,  the  vomiting,  all  of  those 
symptoms  are  real. 

Now  many  times  I think  a lawyer  feels 
that  they  are  just  imagining  those  things. 
I am  sure  that  most  of  you  here  have  had 
some  degree  of  stage  fright.  Was  that  short- 


ness of  breath  real?  Was  your  mouth  really 
dry?  And  did  your  knees  get  kind  of  rub- 
bery? And  things  got  kind  of  hazy  before 
your  eyes?  Or  were  you  just  imagining  it? 
I have  had  stage  fright,  and  those  things 
are  very  real. 

So  all  of  the  symptoms  of  the  neurotic 
are  real;  they  are  not  imaginary;  they  are 
produced  by  the  emotion  that  is  involved 
in  the  situation. 

I don’t  know  whether  I have  answered 
your  question  but  they  are  real,  certainly 
they  are  real. 

Clement  C.  Wood:  Doctor  Hadden,  do 
you  have  a feeling  that  traumatic  neurosis 
occurs  only  in  the  anti-traumatic  malad- 
justment? 

Doctor  Hadden:  Well,  I do  feel  that  as 
a matter  of  fact  all  of  us  have  a certain 
amount  of  neurotic  potential;  that  when  we 
are  injured  that  may  be  activated. 

I am  sure  we  know  individuals  who  will 
sustain  certain  types  of  injuries  and,  even 
where  others  are  responsible,  not  develop  a 
disabling  group  of  symptoms.  And  so  I 
think  it  depends  upon  the  adjustment  of 
the  individual  prior  to  the  injury.  But  I 
think  all  of  us  have  some  degree  of  potential 
under  certain  circumstances  and  may  have 
neurotic  symptoms  following  trauma. 

Doctor  H.  T.  McGuire:  I am  from  New 
Castle,  where  we  usually  have  peace  and 
tranquility.  I find  a little  hostility  welling 
up  to  Doctor  Polsky’s  constant  application 
of  the  family  physician  as  a poor  relation 
to  the  case,  since  it  has  been  made  plain 
here  that  we  are  dealing  only  with  types 
who  say,  “Please  don’t  tell  me  the  facts;  I 
have  made  up  my  mind.” 

It  would  seem  to  me  that  you,  in  the 
legal  profession,  are  making  a serious  error 
in  denying,  and  not  accepting  the  knowl- 
edge and  the  information  that  the  family 
physician  or  general  practitioner,  or  the 
journalist,  or  whatever  other  opprobrium 
you  may  give  him,  has  when  you  call  out 
of  the  blue  a fellow  to  make  only  an  ob- 
jective determination.  Because  that  ob- 
jectivity in  illness  is  only  in  relation  to 
about  three  to  ten,  that  it  shows  up  any- 
way. 
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So  I am  curious  to  know,  because  I have 
had  this  happen  not  too  long  ago,  where  I 
was  in  the  position  of  the  family  physician, 
twenty-three  years  of  relationship  with  an 
individual,  and  I had  an  expert  — he  was 
a Philadelphia  expert,  he  wasn’t  far  out  of 
town,  but  he  was  an  expert,  and  his  fee  was 
expert.  I’m  sure. 

I again  became  a little  hostile  to  the  dis- 
parity because  probably  my  hostility — well, 
I had  more  than  he  did  because  I knew 
more.  But  it  seems  to  me  that  there  is  an 
inequity  both  to  the  plaintiff  and  to  the 
defendant  as  well  as  to  the  court,  and  to 
all  people  who  are  attempting  to  make  a 
determination. 

So  I would  like  to  know  now.  Doctor 
Polsky  being  a teacher,  I am  sure  he  can 
use  this  method,  or,  as  it  is  frequently 
called,  methodology,  with  reckless  abandon, 
but  it  seems  to  me  to  be  inherent  in  his 
thinking  because  he  said  it  three  times.  I 
would  like  to  know  just  why  one  who  has 
a Blackstonian  background,  or  just  came 
out  of  Harvard,  why  he  makes  that  such  a 
substantial  part  of  his  defense? 

Doctor  Polsky:  First  of  all,  my  apolo- 
gies to  all  family  physicians.  I did  not  mean 
to  disparage  them  as  a group.  The  reasons 
I used  them  as  examples,  undoubtedly  ill- 
advisedly,  were  these.  There  is  a tendency 
to  over-evaluate,  in  my  judgment,  the  fam- 
ily physician’s  testimony  in  the  court  room. 
Generally  the  plaintiff’s  attorney  — at  least 
in  Philadelphia  and  I assume  that  much 
the  same  thing  takes  place  in  Delaware — 
will  stress  to  the  jury  the  fact  that  Doctor 
“X,”  for  the  defense,  may  be  an  expert  but 
he  saw  the  patient  only  once.  But  Doctor 
Jones  has  been  treating  this  family  for 
thirty  years,  and  brought  this  boy  into  the 
world,  has  known  him  through  every  ill- 
ness. 

Doctor  Jones  was  also  the  first  doctor  to 
see  him,  and  saw  him  every  week  thereafter 
for  a period  of  many  months.  Doctor 
Jones’s  testimony  is  therefore  the  only  re- 
liable criterion.  What  the  jurors  must  do 
in  effect,  the  plaintiff’s  attorney  tells  them, 
is  cancel  out  the  examining  experts,  the 
one-shot  fellows.  One  says  one  thing,  one 


the  other;  cancel  them  out.  And  you  are 
left  with  that  paragon  of  virtue,  the  family 
doctor,  who  can’t  go  wrong  because  he  has 
seen  the  individual  so  often.  I have  found 
this  situation,  which  happens  all  too  often, 
in  examining  transcripts  in  attempting  to 
get  teaching  materials  together. 

Futhermore,  the  expert,  qualified  as  an 
expert  in  a certain  field,  and  dealing  with 
a problem  that  is  outside  of  his  field  will 
say,  “I’m  sorry,  that  is  beyond  my  range  of 
examination.  I am  an  expert  in,”  whatever 
his  field  is.  Unless  he  is  an  internist,  and 
even  there  he  may  draw  a line.  He  may 
say,  “I  am  not  a chest  man,  I am  a radi- 
ologist.” He  is  generally  well  able  to  stand 
the  test  of  cross-examination  without  any 
difficulty. 

The  fellow  who  gets  into  trouble  most 
of  the  time  — and  I offer  this  simply  on 
the  basis  of  very  limited  experience  in  ex- 
amining these  transcripts,  but  will  have 
more  when  we  have  this  Institute  actually 
functioning  and  we  are  examining  tran- 
scripts in  the  thousands  — the  fellow  who 
gets  into  trouble  is  the  family  physician, 
who  is  presumed  by  the  court  and  by  the 
jury  and  by  everyone  to  be  expert  in  all 
things. 

Not  all  family  physicians  get  into  trouble; 
some  of  them  acquit  themselves  extremely 
well;  and  some  of  them  actually  do  impart 
more  knowledge  than  the  experts,  to  the 
jury,  because  they  have  a tendency  to  try 
to  relate  to  the  jury  and  to  explain  to  the 
jury. 

But  in  an  appreciable  number  of  in- 
stances where  I think  the  course  of  justice 
goes  off  the  rails,  it  goes  off  the  rails  be- 
cause the  family  physician  comes  in  think- 
ing that  simply  because  he  is  a physician, 
does  have  an  M.D.  degree,  he  will  be  able 
to  cope  with  the  lawyer  on  better  than 
equal  terms. 

The  lawyer,  who  has  prepared  himself  by 
consulting  experts  and  books  on  a very 
narrow  area  of  medicine,  can  frequently 
make  the  family  doctor  look  silly,  when  he 
should  not  look  silly.  His  testimony  is  im- 
portant, and  if  he  had  taken  just  a little  bit 
of  time,  perhaps  fifteen  minutes  of  prepara- 
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tion,  as  compared  to  the  attorney’s  five 
hours  of  preparation,  he  would  be  able  to 
meet  the  cross-examination  head  on,  and 
still  get  across  his  point  to  the  jury. 

Instead  of  that  he  either  is  discredited 
or  he  begins  to  backwater,  and  this  action 
of  backing  water  is  worse  than  being  dis- 
credited as  far  as  I am  concerned.  For  then 
he  is  ready  to  admit  practically  anything 
to  get  off  the  hook  the  cross-examiner  has 
him  on.  The  examiner  throws  something 
at  him,  “Couldn’t  this  probably  be  due  to 
something  else,  Doctor?’’  “Well,  yes,  I sup- 
pose it  could  be.”  He  is  anxious  to  get  out 
of  that  court  room  now. 

I think  it  is  a fact  that  the  general  practi- 
tioner does  create  more  problems  than  the 
expert  in  the  court  room.  For  whatever  it 
is  worth  that  has  been  my  conclusion  in  ex- 
amining the  records. 

Hiram  Warder:  I would  like  to  ad- 

dress a question  to  Doctor  Polsky  on  this 
line:  I gather  that  the  process  that  he  has 
been  outlining  to  us  goes  in  more  or  less 
for  determining  the  actual  disabilities  that 
have  been  suffered  by  this  person. 

We  have  been  described  here  in  America 
by  some  European  psychiatrists  as  being 
compulsive  neurotics,  and  Doctor  Hadden 
said  v'e  are  all  potential  neurotics.  Be  that 
as  it  may.  During  the  last  war,  in  psychoso- 
matic medicine  it  was  pretty  well  developed 
that  among  the  medical  profession,  not  only 
in  the  military  service  but  also  among  civil- 
ians, a very  high  proportion  of  ailments  is 
caused  either  directly  or  indirectly  by  emo- 
tional causes. 

Now  assuming  that  you  have  a plaintiff 
who  is  involved  in  an  accident,  and  assum- 
ing that  he  develops  these  neuropsychiatric 
conditions  which  produce  these  very  real 
symptoms  referred  to  by  Doctor  Hadden, 
and  which  do  disable  this  man;  assuming 
that  it  is  the  desire  also  as  a matter  of  pub- 
lic policy,  and  should  be  the  desire  of  both 
professions  to  rehabilitate  this  man,  don’t 
you  think  that  a defendant  whose  negli- 
gence causes  this  man  to  be  injured  should 
be  required  to  compensate  him  for  any  dis- 
ability he  may  have?  even  though  it  so  hap- 
pens that  a large  amount  of  that  disability 


can  be  pinned  on  to  a neurosis  where,  in 
fact,  the  accident  was  the  ultimate  cause? 
Don’t  you  think  that  is  a just  risk? 

Doctor  Polsky:  I haven’t  the  slightest 
disagreement  with  you,  and  I hope  that 
what  I said  did  not  give  the  impression  to 
others  that  I was  advocating  stopping  short 
with  the  findings,  or  resting  only  on  ob- 
jective results  that  the  physician  is  able  to 
obtain. 

As  a matter  of  fact  I am  strongly  of  the 
opinion  that  the  traumatic  neurosis  is  and 
properly  should  be  compensable.  The  ques- 
tion is  not  whether  the  traumatic  neurosis 
should  be  compensable,  but  whether  some- 
thing can  be  done  to  keep  this  from  becom- 
ing a permanent  psychiatric  condition. 
There  is  this  real  problem  of  secondary 
gain. 

The  process  of  litigation  is  itself  a trau- 
matic factor,  an  additional  traumatic  fac- 
tor, after  physical  trauma,  and  we  have  got 
to  recognize  it  as  such  sooner.  As  a matter 
of  fact  perhaps  the  easiest  way  to  sum  this 
whole  thing  up  is  to  paraphrase  what  a very 
eminent  neurologist  once  said  on  the  wit- 
ness stand  when  he  was  asked  whether  all 
this  didn’t  really  amount  to  a greenback 
poultice  that  he  wanted  applied  to  the 
plaintiff. 

The  answer  was,  “Yes.  As  a matter  of 
therapy,  and  as  a physician,  forgetting  all 
about  the  law,  simply  as  a physician,  I 
would  prescribe  a greenback  poultice  for 
these  reasons  and  to  this  degree.  That  if  it 
is  prescribed  soon  enough,  and  if  it  is  pre- 
scribed in  large  enough  amount,  and  the 
soonness  has  a relationship  to  the  largeness, 
that  is  the  sooner  the  lesser  the  amount 
needed,  it  will  cure  this  individual. 

“And  if  it  is  not,  this  individual  will  not 
be  cured.  And  the  longer  the  period  of  time 
that  intervenes  and  the  smaller  the  poultice 
that  is  applied,  the  more  certain  you  are  to 
wind  up  with  something  that  is  going  to 
make  this  individual  a cripple  for  the  rest 
of  his  life.” 

We  have  a duty  to  mitigate  damages,  as 
lawyers,  and  part  of  that  duty  is  to  try  to 
get  these  cases  disposed  of  as  quickly  as 
possible.  We  can’t  eliminate  the  legal  pro- 
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cess  altogether,  or  keep  it  in  limbo  forever. 
This  is  one  of  the  hazards  of  working  with 
the  kind  of  tools  that  we  work  with.  We 
have  got  to  subject  individuals  to  that  ad- 
ditional trauma.  The  problem  is  to  keep 
that  trauma  as  small  as  possible. 

Now  something  like  this  New  York  pro- 
ject which  results  in  speedy  settlements, 
seems  to  me  to  be  about  all  we  can  do  right 
now,  short  of  comparative  negligence.  If 
you  add  comparative  negligence  I think  you 
have  gotten  still  another  technique  for  deal- 
ing with  this  kind  of  thing. 

How  far  you  go  in  comparative  negli- 
gence in  cutting  down  on  the  amount  of  the 
award  because  of  the  pre-existing  neurosis, 
or  neurotic  pre-disposition,  or  because  of  the 
added  trauma  of  the  legal  process,  are  all 
difficult  problems  to  assay  right  now;  but 
certainly  comparative  negligence  would 
help.  Much  more  important  than  compara- 
tive negligence  is  getting  this  kind  of  case 
disposed  of  quickly;  quickness  is  the  im- 
portant thing  here. 

Herbert  L.  Cobin:  I am  interested,  as 
a practicing  attorney,  in  these  civil  negli- 
gence cases,  and  I would  like  to  address 
this  to  any  member  of  the  panel:  Isn’t  it 
true  that  the  medico-legal  problems  really 
encompass  a much  wider  field  than  the  last 
few  minutes  of  discussion  on  negligence 
cases  might  indicate? 

For  example,  most  states  now  have  fam- 
ily courts,  juvenile  courts,  where  domestic 
problems  arise,  your  divorce  problems.  As 
Judge  Biggs  pointed  out,  the  criminal  prob- 
lems. Isn’t  that  a very  wide,  fertile  field, 
the  surface  of  which  has  hardly  been 
scratched,  for  the  relationship  and  the  close 
association  needed  between  lawyers  and 
physicians  in  determining  in  the  interest 
of  society  how  those  problems  should  be 
handled? 

In  the  Attorney  General’s  office  I observe 
the  great  number  of  juvenile  and  family 
cases  that  are  brought,  before  they  get  up 
to  the  higher  courts,  where  certainly  the 
fields  of  law  and  medicine  are  not  working 
together  closely  enough  to  do  a job  that 
ought  to  be  done.  I am  just  wondering  if 


the  panel  speakers  might  care  to  comment 
on  it. 

Judge  Biggs:  I tried  to  touch  that  a 

little  bit  in  the  limited  time  that  was  at  our 
disposal.  In  my  mind  that  is  the  $64,000 
problem. 

The  handling  of  negligence  cases  is,  of 
course,  a very  substantial  part  of  your  prob- 
lem, as  Dotcor  Hadden  and  Doctor  Polsky 
have  pointed  out,  and  as  I tried  to  do,  too. 
But,  of  course,  it  seems  to  me  that  there 
will  have  to  be  some  long-range  solution 
worked  out  for  the  problems  which  lie  in 
the  field  of  what  you  might  call  general 
citizenship  of  the  individual. 

What  makes  a juvenile  delinquent?  What 
about  family  relations?  And  do  we  need 
additional  statutes?  I am  convinced  that 
we  do.  I don’t  mean  to  imply  that  passing 
a statute  is  a cure-all,  but  there  must  be 
some  machinery  which  the  lawyer  and  the 
doctor,  between  them,  probably  will  have  to 
supply.  Unfortunately,  to  try  to  do  that 
by  way  of  a brief  speech  is  to  my  mind 
impossible.  One  would  have  to  spend  many 
hours  of  lecturing;  it  is  a whole  course,  a 
course  over  years,  which  would  have  to  be 
demonstrated. 

But  the  need,  I think,  is  becoming  acute, 
much  more  acute  than  it  was,  for  example, 
when  I came  to  the  Bar  in  1922.  The  prob- 
lem of  juvenile  delinquency  then  — if  it  was 
not  non-existent  — was  at  least  attracting 
no  popular  attention.  Perhaps  the  auto- 
mobile has  contributed  not  only  in  the  field 
of  personal  injury  but  also  in  the  field  of 
injury  to  personality.  That  is  to  say,  it  is 
very  easy  for  a boy  to  go  out  on  a joy  ride 
these  days;  in  my  day  it  was  not. 

These  problems,  I think,  are  such  that 
the  medical  profession  and  the  legal  pro- 
fession of  necessity  must  work  together. 
And  I don’t  believe  the  lawyer  can  possibly 
solve  these  problems  without  the  aid  of  a 
physician.  I think  the  corelation  between 
the  two  professions  has  to  be  so  close  that 
I would  expect  to  see  within  twenty  years 
almost  an  emergent  of  the  functioning  of 
the  two. 

So  that  automatically  one  might  have 
even  at  grade  school  level  some  sort  of  ex- 
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amination  made,  for  example,  by  Rorschach 
tests  given  to  a class  generally,  where  you 
could  know  your  problem  people  and  begin 
to  treat  them  at  that  level.  Of  course,  that 
presents  a very  serious  question  of  possible 
interference  with  personal  liberty  that 
would  have  to  be  handled.  That  is  the  legal 
side  of  it. 

I think  that  most  of  the  material  in  the 
forthcoming  years  whereby  simplification  of 
our  problems  of  the  law  are  concerned  must 
be  literally  supplied  by  the  physicians.  I 
think  it  is  absolutely  essential  that  both 
some  law  be  taught  in  medical  schools  and 
a good  deal  of  medicine  be  taught  in  law 
schools.  I think  it  is  a very  long-term  prob- 
lem and,  of  course,  I think  today  of  neces- 
sity we  have  merely  touched  the  surface. 

The  Chairman:  Thank  you.  Judge  Biggs. 

We  have  no  further  time  in  this  morning 
session. 

I wish  to  thank  the  three  speakers,  and 
thank  you  all  for  your  attention. 

(Whereupon  the  meeting  was  adjourned 
for  the  luncheon  recess.) 

^ 

Tuberculosis  death  rates  generally  are 
high  in  the  large  cities.  Cities  of  100,000 
population  and  over  have  a tuberculosis 
death  rate  approximately  80  per  cent  higher 
than  that  of  the  remainder  of  the  country. 
Robert  J.  Anderson,  M.D.,  Pub.  Health 
Rep.,  Feb.,  1956. 

^ ^ ^ 

It  would  appear  that  there  are  well  au- 
thenticated instances  where  malnutrition 
was  the  only  probable  cause  of  a rise  in 
tuberculosis  morbidity  and  mortality, 
though  in  most  instances  it  is  one  of  several 
associated  possible  causes.  There  are  also 
indications  that  malnutrition  becomes  op- 
erative as  an  etiological  factor  in  tubercu- 
losis only  when  a critical  level  is  reached. 
On  the  other  hand,  it  is  recognized  that 
optimum  nutrition  gives  no  absolute  pro- 
tection against  tuberculosis,  if  other  circum- 
stances are  unfavorable.  Alton  S.  Pope, 
M.D.,  and  John  E.  Gordon,  M.D.  Am.  J. 
Med.  Sciences,  Sept.,  1955. 


Mortality  is  not  the  real  yardstick  to 
measure  the  importance  or  judge  the  control 
of  a disease.  Even  if  there  were  drugs  cap- 
able of  preventing  the  sudden  deaths  re- 
sulting from  hypertension  and  arteriosclero- 
sis, these  conditions  would  remain  a tre- 
mendous medical  and  social  problem.  Sim- 
ilarly, adults  do  not  commonly  die  of  mental 
disorders,  arthritis,  or  peptic  ulcers.  Yet, 
no  one  would  claim  that  these  afflictions 
have  been  conquered.  Neither  has  tubercu- 
losis been  conquered.  Instead,  the  forces 
which  have  been  at  work  during  the  past 
century  have  slowly  converted  it  from  a 
killing  to  a chronic  disease.  Rene  J.  Dubos, 
Ph.D.,  Nat.  Tuberc.  A.  Tr.,  May,  1954. 

Supplying  necessary  rehabilitative  serv- 
ices emphasizes  more  than  any  other  in- 
stance the  combined  role  of  the  physician, 
hospital,  and  health  department  in  meeting 
community  needs.  L.  E.  Burney,  M.D., 
Calif.  Med.,  Jan.,  1956. 

^ ^ 

It  would  seem  to  be  elementary  that,  if  a 
patient  with  an  acute  lower  respiratory  in- 
fection were  ill  enough  to  require  hospitali- 
zation, an  initial  diagnostic  chest  X-ray 
would  be  mandatory,  and  that  for  pneu- 
monias, additional  progress  films  would  be 
in  order.  C.  Wesley  Eisele,  M.D.,  Vergil 
N.  Slee,  M.D.,  and  Robert  G.  Hoffmann, 
Ph.D.,  Ann.  Int.  Med.,  Jan.,  1956. 

^ ^ ^ 

Despite  a gratifying  decline  in  the  death 
rate,  the  tuberculosis  problem  in  this  coun- 
try will  not  approach  acceptable  solution 
until  the  morbidity  rate  demonstrates  a cor- 
responding decline.  Over  the  last  five  years, 
deaths  from  tuberculosis  have  declined  be- 
tween 15  and  20  per  cent  each  year.  The 
morbidity  rate,  however,  has  declined  only 
three  to  four  per  cent  per  year  over  the 
same  period  of  time.  At  this  rate,  more 
than  a quarter  century  will  be  required  to 
equal  the  same  per  cent  reduction  in  mor- 
bidity that  has  been  achieved  in  mortality 
in  the  past  five  years  alone.  An.  Rep.  Div. 
Special  Health  Services,  U.  S.  Department 
of  Health,  Education,  and  Welfare,  Wash- 
ington, D.  C.  (1954-1955) 
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The  Art  and  Science  of  Medicine 

Much  has  been  written  about  the  art  and 
the  science  of  medicine  as  if  they  were  an 
incompatible  couple  heading  medicine  for 
the  divorce  courts.  Those  who  hail  the  art 
of  medicine  as  paramount  tend  to  bolster 
their  argument  with  derisive  examples 
where  the  science  seemingly  has  failed. 
Those  on  the  other  side  who  have  no  room 
for  art  in  their  scientific  approach  speak 
deprecatingly  of  pill  pushers,  injection  spe- 
cialists and  the  laying  on  of  hands.  The 
argument  is  reminiscent  of  the  debates 
among  the  sociologists  a generation  ago 
concerning  heredity  versus  environment  as 
the  sole  determinant  to  behavior,  an  argu- 
ment which  resolved  itself  into  an  apprecia- 
tion that  both  operated  inseparably  to  fash- 
ion the  end  results.  Whether  art  and  science 
can  resolve  themselves  similarly  depends 
upon  a number  of  things. 

Science  is  derived  from  vhe  Latin  “scien- 
tia”  meaning  knowledge.  Art  is  also  from 


rials 

the  latin  “ars”  meaning  skill.  Some  usage 
has  transposed  one  into  the  other  at  various 
times.  And  in  the  application  of  knowledge 
certainly  skill  becomes  an  important  part 
of  the  whole.  Medical  science  is  certainly 
an  applied  science  which  utilizes  a number 
of  basic  sciences  for  its  support.  As  defined, 
a science,  which  is  the  study  of  a body  of 
facts  systematically  arranged  and  showing 
the  operation  of  general  laws,  would  hardly 
be  useful  unless  applied  with  skill  or  art. 
A marriage  between  science  and  art  would 
seem  inevitable.  Then  whence  the  dicho- 
tomy in  thinking,  wherefore  the  schizoid 
attitude,  the  divisive  arguments  of  art  ver- 
sus science  in  the  practice  of  medicine. 

Much  of  the  difficulty  seems  to  stem  from 
the  rapid  advances  made  in  the  body  of 
medical  knowledge  concerning  the  facts  of 
disease  and  means  of  treatment  arising  from 
basic  research  which  has  moved  medicine 
so  rapidly  in  the  past  fifty  years  and  seems 
to  be  gaining  speed  at  an  incredible  rate 
in  this  age  of  antimicrobial  drugs,  radio- 
isotopes and  ataractics.  Medicine  has  come 
a long  way  from  purgatives,  emetics,  stoma- 
chics and  the  rare  specifics  of  our  grand- 
father’s day.  The  diagnostic  assists  to 
medical  practice  have  taken  over  a tremen- 
dous area  of  hitherto  uncertain  diagnostic 
problems  to  such  an  extent  that  “Explor- 
atory Laparotomy”  is  considered  a dirty 
word  by  our  Hospital  Tissue  Committees 
and  an  “error  in  diagnosis”  brings  the 
trembling  surgeon  abjectly  to  his  knees  in 
order  to  explain  how  this  mistake  came  to 
be.  Seriously  speaking,  however,  the  lab- 
oratory and  the  X-ray  departments  have 
added  terrifically  to  what  we  can  find  out 
about  a patient  over  and  above  the  simple 
techniques  of  palpation,  percussion  and 
auscultation.  The  temptation  to  depend 
and  rely  upon  them  has  been  irresistible 
since  their  accuracy  so  far  exceeds  the  fal- 
lible five  senses  with  which  we  have  been 
endowed.  This  dependence  on  objective 
techniques  has  further  aided  the  decline  in 
the  use  of  these  senses  as  has  the  auto- 
mobile reduced  the  number  of  pedestrians  in 
one  way  or  another. 

What  does  it  matter  if  breath  sounds  are 
absent,  when  a chest  x-ray  will  show  the 
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exact  area  of  pulmonary  consolidation? 
What  does  the  character  of  the  sputum 
mean  when  the  patient’s  pneumonia  will  re- 
spond to  penicillin  without  even  typing  the 
pneumococcus?  The  science,  the  knowledge 
of  disease  and  drugs,  the  use  of  diagnostic 
and  therapeutic  techniques  in  all  branches 
of  medicine  and  surgery  has  singlehandedly 
reduced  mortality,  morbidity,  maternal  and 
infant  mortality  and  increased  life  span  so 
much  in  the  past  half  century  that  a cat- 
alogue of  serious  and  as  yet  incurable  dis- 
eases seems  brief  today  when  compared  to 
those  one  would  have  had  to  encounter  in 
1900.  These  changes  in  the  spectrum  of 
prevalent  and  challenging  disease  has  been 
due  to  the  expanding  science  of  medicine. 
The  mycobacterium  of  tuberculosis  is  killed 
by  the  streptomycin  and  the  patient  bene- 
fits without  art.  The  gonococcus  is  killed 
by  penicillin  no  matter  who  administers  the 
drug,  without  art.  The  list  of  examples  is 
long  and  the  conclusion  is  irresistible.  The 
art  of  medicine  declines  in  importance,  de- 
creases in  its  scope  as  the  science  of  medi- 
cine increases  its  ability  to  cure  disease  by 
the  direct  action  of  drugs  and  techniques 
upon  the  disease  itself.  The  patient  is  mere- 
ly the  accidental  host  for  the  disease  whose 
treatment  is  predicated  upon  a knowledge 
of  the  action  of  the  disease  upon  the  patient 
in  terms  of  the  nature  of  the  disease  itself. 
It  matters  little  who  administers  the  peni- 
cillin or  the  poliomyelitis  vaccine,  or  re- 
moves the  appendix  or  excises  the  tumor 
as  long  as  these  things  are  done  at  the 
proper  time  in  the  standard  manner  for  the 
proper  indications  and  with  sound  judg- 
ment. The  diseased  patient  will  get  well 
despite  the  doctor  if  given  the  scientifically 
designated  treatment.  He  doesn’t  have  to 
like  the  doctor  to  get  well.  No  bedside 
manner  is  needed  to  cure  meningitis  when 
the  laboratory  reports  a tetracycline  sensi- 
tive organism  in  the  spinal  fluid. 

Is  the  art  of  medicine  then  to  be  left 
only  for  those  patients  whose  diseases  are 
as  yet  incurable?  Is  the  art  of  medicine 
a shrinking,  ever  contracting  area  of  prac- 
tice destined  to  be  eventually  extinguished 
by  the  avalanche  of  scientific  knowledge? 
Such  fate  would  seem  on  the  surface  to  be 
inevitable  and  logically  inescapable.  Yet 


the  derivation  of  the  word  “Art”  comes 
from  the  word  “skill”  and  without  skill  the 
practice  of  medicine  would  hardly  have 
achieved  the  marvels  of  today’s  triumphant 
victories  over  disease.  The  practice  of  sur- 
gery without  skill  would  be  unthinkable; 
the  practice  of  medicine  without  judgment 
(a  form  of  non-surgical  skill)  would  lead 
to  indiscriminate  testing  and  drug  admin- 
istration. The  consequences  on  both  these 
practices  would  be  catastrophic  to  patients 
and  the  medical  profession  alike. 

The  art  of  medicine  is  the  handmaiden 
of  the  science.  The  two  are  inseparable. 
The  disease  is  not  operating  in  a vacuum 
but  within  or  upon  a patient  and  the  pa- 
tient is  a person  who  must  be  treated  as 
a whole.  The  medical  judgment  gained 
from  experience,  from  preceptors,  from  hon- 
est error  and  from  creative  thinking  about 
the  practice  of  medicine  represents  an  in- 
tangible skill,  an  art  of  healing  which  is  to 
be  integrated  with  the  body  of  knowledge 
systematically  arranged  and  showing  the 
operation  of  general  laws  known  as  the 
science  of  medicine. 

The  art  of  medicine  is  that  intangible 
quality  which  affects  the  entire  practice  of 
medicine  from  the  moment  the  patient  and 
the  doctor  come  into  contact.  It  applies 
to  the  taking  of  the  patient’s  history,  to 
the  physical  examination,  the  selection  of 
special  laboratory  tests  and  to  their  inter- 
pretation in  the  light  of  all  the  accumulated 
knowledge  about  the  patient.  The  seeming- 
ly casual  small  talk  with  the  patient  is  part 
of  this  art  in  providing  the  doctor  with  ad- 
ditional insight  concerning  the  character 
of  the  patient  and  his  background.  All  of 
this  and  more  is  necessary  for  treating  the 
patient  as  a person  rather  than  as  a case 
of  glomerulonephritis  or  leukemia. 

So  far,  the  sociologists  and  the  psycholo- 
gists have  not  been  able  to  provide  us  with 
a body  of  facts  and  laws  by  which  this 
phase  of  medical  practice  can  be  learned 
from  texts.  This  is  not  the  sort  of  informa- 
tion which  has  been  catalogued  for  the 
guidance  of  every  medical  student  in  a 
handbook.  It  must  be  learned  by  experi- 
ence and  observation  and  the  teachers  are 
often  the  patients  themselves  if  only  we 
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know  when  and  where  to  look  for  guidance. 
The  clues  for  learning  the  art  of  medicine 
often  come  in  the  unlikeliest  places  and  the 
teachers  are  often  unconscious  that  they 
are  imparting  some  bit  of  their  art  to  us. 
But  the  realization  that  there  is  more  to 
the  practice  of  medicine  than  the  applica- 
tion of  text  book  knowledge  and  the  lab- 
oratory screening  of  diseases  for  diagnosis 
more  than  the  administration  of  appropri- 
ate drugs  or  the  execution  of  the  indicated 
surgery  will  elevate  the  art  in  medicine  to 
a constant  companionship  with  science 
which,  after  all,  is  still  the  sina  qua  non 
in  the  treatment  of  people  with  physical 
and  mental  disease. 


Annual  Meeting 

The  Annual  Meeting  of  the  Medical  So- 
ciety of  Delaware  will  be  held  at  the  Hotel 
Henlopen  in  Rehoboth,  Delaware  on  Sep- 
tember 13  and  14.  The  arrangements  for 
this  year  represent  some  slight  variations 
from  previous  years.  In  the  first  place  the 
meeting  will  be  concentrated  in  an  evening 
session  Thursday  night,  the  13th,  followed 
by  an  all  day  session  on  Friday  the  14th. 
The  fact  that  the  meeting  is  in  Rehoboth 
means  that  we  shall  meet  a month  earlier 
than  usual  and  it  is  expected  that  a good 
turnout  of  Physicians  will  attend  all  the 
sessions.  Holding  the  meeting  on  Thurs- 
day and  Friday,  rather  than  the  customary 
beginning  of  the  week  dates,  offers  to  all 
the  doctors  the  opportunity  of  combining 
the  session  with  a weekend  of  relaxation 
in  Rehoboth.  It  is  hoped  that  this  bait  will 
attract  a large  number  of  physicians  and 
their  families  for  the  entire  meeting.  These 
dates  are  just  past  the  end  of  the  “season” 
and  the  weather  should  be  fine.  Rehoboth 
has  many  resort  attractions  in  addition  to 
its  beaches.  Please  plan  ahead  and  mark 
September  13  and  14  on  your  calendar  as 
a must  for  Rehoboth.  Make  a weekend  of 
it  while  you  are  at  it.  An  excellent  scientific 
program  has  been  planned  and  the  time 
spent  at  the  meetings,  the  exhibits  and  in 
Rehoboth  will  be  well  worth  your  while. 


Science  Fair 

Delaware  was  well  represented  at  the  Na- 
tional Science  Fair  held  last  May  in  Okla- 
homa City  by  the  two  top  winners  of  the 
Delaware  State  Science  Fair,  Robert  Arms- 
by  and  Whitney  Adams.  These  two  young 
men  from  Sanford  Preparatory  School  and 
Alexis  I.  Du  Pont  School,  respectively  took 
their  exhibits,  after  winning  here  in  com- 
petition with  686  entrants,  into  the  larger 
and  stiffer  competition  of  the  National 
Science  Fair  and  did  very  well.  Of  particu- 
lar interest  to  the  Physicians  of  Delaware, 
is  the  fact  that  Robert  Armsby  with  an 
exhibit  titled  “A  Respiration  Calorimeter” 
won  third  prize  at  the  National  Fair  and 
was  runner-up  in  the  special  competition 
held  by  the  AMA  for  the  best  exhibit  in  the 
Medical  field,  the  winner  of  which  was  to 
be  awarded  a trip  to  Chicago  where  he 
would  exhibit  at  the  AMA  Convention  in 
June. 

It  may  be  coincidence,  but  the  fact  is 
inescapable,  that  the  first  time  Delaware 
has  had  a high  honor  on  the  National  level 
in  a biological  subject  four  Delaware  Doc- 
tors participated  in  the  judging  at  the  Del- 
aware Science  Fair  held  in  last  April  at 
Tower  Hill  School.  These  were  Doctor  Jack 
Alden,  Doctor  Allen  Fleming,  Doctor  Otto 
Poliak  and  Doctor  Karl  Russell.  They  spent 
a busy  and  fruitful  evening  going  over  the 
many  exhibits  in  conjunction  with  more 
than  twenty  other  judges  evaluating  the 
work  and  interviewing  the  exhibitors  before 
they  came  to  their  final  decisions  which 
meant  so  much  to  these  many  fine  young 
boys  and  girls. 

The  work  of  the  Delaware  State  Science 
Fair  is  important  to  the  development  of 
scientific  brains  for  the  future  of  our  coun- 
try. We  Doctors  have  a real  part  to  play 
in  this  effort  and  this  program  represents 
a fertile  and  challenging  incentive  to  us  as 
doctors  for  next  year  and  the  years  to  come. 
We  would  like  to  see  more  and  more  doc- 
tors get  closer  to  the  work  of  the  Science 
Fair  through  their  communities  up  and 
down  the  State  and  also,  should  the  oc- 
casion arise,  serve  as  a judge  or  on  a com- 
mittee so  that  the  work  can  benefit  from 
your  medical  background.  The  competition 
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for  brain  power  is  keen  in  this  country  and 
throughout  the  world.  Medicine  needs  the 
best  brains  it  can  attract  for  the  myriad  of 
as  yet  unsolved  problems  still  facing  us. 
By  stimulating  interest  and  directing  ac- 
tivity during  these  formative  years  among 
the  youth  we  shall  be  providing  a hopeful 
reservoir  upon  which  the  future  generations 
may  draw. 


BOOK  REVIEWS 

P.A.THOLOGY  FOR  THE  SURGEON.  By  William 
Boyd,  M.D.,  F.R.C.S.,  former  Professor  of 
Pathology,  University  of  Manitoba,  Univer- 
sity of  Toronto,  University  of  British  Colum- 
bia. William  B.  Sanders  Co.,  Philadelphia  & 
London.  1955. 

As  stated  by  the  author  in  his  preface, 
this  book  has  been  written  primarily  for  the 
“graduate  rather  than  undergraduate,  the 
surgeon  rather  than  the  pathologist,  the 
young  rather  than  the  old,  in  other  words 
the  interne  or  the  resident  who  has  to  re- 
fresh his  memory  of  pathology  for  examina- 
tions of  the  specialty  boards — Dr.  Boyd 
has  rewritten  his  textbook  in  a rather 
unique  manner  so  that  it  is  essentially  a 
comprehensive  and  concise  review  of  pa- 
thology from  a surgeon’s  standpoint  rather 
than  a reference  text  for  those  primarily 
interested  in  pathology. 

It  is  an  up-to-date,  modern  textbook  of 
pathology,  which  is  written  in  a readable 
manner  which  combines  the  clinical  aspects 
of  surgery  with  the  underlying  pathology 
to  an  exceptional  degree. 

Its  arrangement  and  organization  is  ex- 
cellent and  the  preliminary  outline  or  classi- 
fication heading  each  chapter  is  of  great 
benefit  to  anyone  endeavoring  to  glean  the 
essentials  of  the  context  of  the  subject  in 
question. 

For  anyone  interested  in  surgery  and  the 
basic  pathology  pertaining  to  the  various 
aspects  of  it,  this  textbook  is  invaluable. 
The  material  covered  in  this  book  is  not 
only  comprehensive  but  unusually  concise 
and  well  organized  and  clarifies  many  com- 
plex aspects  of  the  subjects  discussed  to  a 
degree  seldom  seen  in  any  recent  textbook. 
The  chapter  on  the  general  pathology  of 
tumors  with  particular  reference  to  the  car- 
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cinogens  and  the  radiomimetic  chemo-thera- 
putic  agents  is  most  illuminating  and  funda- 
mental. It  supplies  the  post-graduate  stu- 
dent and  the  practicing  surgeon  with  a 
readily  understandable,  comprehensive  epit- 
ome of  the  whole  approach  to  the  modern 
attack  on  the  problem  of  cancer. 

The  only  criticism  which  one  might  make 
regarding  this  volume  is  that,  in  its  treat- 
ment of  certain  subjects,  e.g.  branchiogenic 
cysts  and  the  thyroid  gland,  it  is  too  concise 
and  too  comprehensive  to  be  entirely  clear 
to  someone  not  thoroughly  familiar  with  the 
subject  in  hand. 

This  volume  is  of  value,  as  has  been 
stated,  chiefly  to  surgeons  or  would-be  sur- 
geons, inasmuch  as  the  clinical  aspect  of 
disease  is  emphasized  to  a greater  extent 
than  the  histo-pathology.  With  its  excel- 
lent index  and  references,  it  will  be  indis- 
pensable in  the  armentarium  of  the  busy, 
px’acticing  surgeon  as  well  as  to  the  post- 
graduate student  during  his  course  of  hos- 
pital training,  and  it  should  be  equally  as 
valuable  in  bringing  the  specialized  pathol- 
ogist in  closer  contact  with  the  clinical  as- 
pects of  surgery  in  general. 

Its  scope  is  as  amazing  as  it  is  limitless, 
and  one  can  scarcely  begin  the  perusal  of 
this  volume  without  feeling  compelled  to 
continue  on  to  the  very  end  of  this  master- 
piece or  compendium  of  academic  and  prac- 
tical surgery.  This  work  might,  perhaps,  be 
disappointing  to  those  who  are  in  a highly 
specialized  and  limited  field  of  either  sur- 
gery or  pathology. 

Therapy  of  Fungus  Diseases.  An  Interna- 
tional Symposium.  Edited  by  Thomas  H. 
Sternberg,  M.D.,  Professor  of  Medicine 
(Dermatology)  and  Assistant  Dean  for  Post- 
graduate Medical  Education,  and  Victor  D. 
Newcomer,  M.D.,  Associate  Professor  of 
Medicine  (Dermatology).  University  of  Cali- 
fornia, at  Los  Angeles.  Cloth.  $7.50.  Pp.  337, 
with  illustrations.  Little,  Brown  & Company. 

34  Beacon  St.,  Boston  6:  J.  & A.  Churchill 
Ltd.,  104  Gloucester  PI.,  Postman  Sq.,  London 
W.l,  England.  1955. 

This  volume  by  83  contributors  consists 
of  55  papers  which  were  presented  at  a sym- 
posium on  fungus  infections  presented  June 
23  to  25,  1955,  under  the  auspices  of  the 
Division  of  Dermatology,  Department  of 
Medicine,  School  of  Medicine  and  Medical 
Extension,  University  Extension,  University 
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of  California  at  Los  Angeles.  It  was  made 
possible  by  the  financial  assistance  of  the 
Squibb  Institute  for  Medical  Research. 

The  collected  papers  are  an  up-to-date 
review  of  laboratory  and  clinical  research 
on  superficial  and  deep  mycoses.  They  are 
intended  only  for  those  interested  in  my- 
cology in  general  or  in  a specific  problem 
associated  with  a particular  fungus.  An 
international  point  of  view  is  presented  by 
a discussion  of  fungus  diseases  in  India, 
France,  Argentina,  Brazil,  Mexico,  The 
Philippines,  and  The  Ukraine.  Though  some 
of  the  articles  are  clinical,  many  are  tech- 
nical laboratory  studies. 

Of  the  55  papers  presented,  16  are  con- 
cerned with  the  chemistry,  experimental 
background,  and  clinical  activity  of  Nysta- 
tin. This  antibiotic  has  been  shown  to  be 
quite  effective  in  the  treatment  of  monilia- 
sis, and  shows  promise  in  sporotrichosis  and 
coccidiordomycosis.  To  the  reviewer  is 
knowledge,  this  volume  is  the  most  complete 
summary  of  the  literature  on  Nystatin  that 
has  been  assembled  to  this  time. 


TID  BITS 

Vague  and  insignificant  forms  of  speech, 
and  abuse  of  language,  have  so  long  passed 
for  mysteries  of  science;  and  hard  or  mis- 
applied words  with  little  or  no  meaning 
have,  by  prescription,  such  a right  to  be 
mistaken  for  deep  learning  and  height  of 
speculation,  that  it  will  not  be  easy  to  per- 
suade either  those  who  speak  or  those  who 
hear  them,  that  they  are  but  the  covers  of 
ignorance  and  hindrance  or  true  knowledge. 

(JOHN  LOCKE) 

One  cannot  but  wonder  at  this  constant- 
ly recurring  phrase  “getting  something  for 
nothing”  as  if  it  were  the  peculiar  and 
perverse  ambition  of  disturbers  of  society. 
Except  for  our  animal  outfit,  practically  all 
we  have  is  handed  to  us  gratis.  Can  the 
most  complacent  reactionary  flatter  him- 
self that  he  invented  the  art  of  writing  or 
the  printing  press,  or  discovered  his  reli- 
gious, economic,  and  moral  convictions,  or 
any  of  the  devices  which  supply  him  with 
meat  and  raiment  or  any  of  the  sources 
of  such  pleasure  as  he  may  derive  from 
literature  or  the  fine  arts?  In  short,  civili- 


zation is  little  else  than  getting  something 
for  nothing. 

(JAMES  HARVEY  ROBINSON) 

A well  chosen  anthology  (of  verse)  is  a 
complete  dispensary  of  medicine  for  the 
more  common  mental  disorders,  and  may 
be  used  as  much  for  prevention  as  cure. 

(ROBERT  GRAVES) 

That  we  should  practice  what  we  preach 
is  generally  admitted;  but  anyone  who 
preaches  what  he  and  his  hearers  practice 
must  incur  the  gravest  moral  disapproba- 
tion. 

(LOGAN  PEARSALL  SMITH) 

People  who  stay  healthy  will  be  those 
who  realize  that  there  is  no  escape  from 
conflict.  Where  there  is  no  conflict,  there 
is  death. 

(EDUARD  C.  LINDEMAN) 

All  human  history  reveals  that  trans- 
cendental metaphysics  is  not  only  futile 
but  dangerous.  Those  who  have  foisted, 
frequently  by  not  too  honest  means,  their 
unsupported  speculations  upon  the  naive 
and  gullible  as  truths  have  served  to  re- 
tard man’s  self-realization  more  than  any 
other  misfortune  that  has  ever  befallen  him. 
History  also  reveals  that  man  does  not 
need  any  brand  of  transcendental  meta- 
physics — his  lasting  contentments  and 
achievements  he  has  found  wholly  within 
the  frame  of  reference  that  takes  things 
as  they  are  in  the  here  and  now.  No  pat- 
tern of  living  is  written  in  the  stars;  each 
may  be  tried  and  esteemed  according  to 
the  individuals  as  a reasoned  compromise. 
No  value  can  be  capitalized:  all  values  are 
fluxions  in  vital  dynamics.  No  supernal 
power  can  aid  him:  he  must  find  within 
himself  the  creative  vision,  the  courage  and 
the  will  for  his  fulfillment . . . Man  does  not 
need  a machine  to  manufacture  happiness, 
or  any  oracle  to  tell  him  where  to  find  it; 
it  is  a by-product  of  life  needing  only  to  be 
separated  from  the  dross  of  want  and  pain. 
When  the  scales  weigh  down  beneath  the 
latter,  his  self-reliance  will  not  fail  him,  he 
will  fall  back  on  that  most  elemental  of 
animal  virtues  — courage.  A man  can  lose 
his  God  but  he  cannot  lose  himself. 

(from  MAN  AND  HIS  GODS 
by  HOMER  W.  SMITH) 
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Science  is  a way  of  life  which  can  only 
flourish  when  men  are  free  to  have  faith. 
A faith  which  we  follow  upon  orders  from 
outside  is  no  faith,  and  a community  which 
puts  its  dependence  upon  such  a pseudo- 
faith is  ultimately  bound  to  ruin  itself  be- 
cause of  the  paralysis  which  the  lack  of  a 
healthily  growing  science  imposes  upon  it. 

(NORBERT  WEINER— The  Human 
Use  of  Human  Beings) 

“Notes  on  an  Attack  of  Coronary 
Artery  Disease” 

During  my  first  sixty  years,  I think  it 
might  be  fairly  safe  to  say,  I enjoyed  good 
health.  There  were  a few  illnesses,  but 
none  of  these  were  of  the  variety  that 
leaves  a residuum;  I prided  myself  on  the 
ability  to  work  six  and  a half  days  a week, 
and  the  hours  of  work  were  long.  It  has 
always  seemed  to  me  that  involvement  in 
interesting  problems  is  a safeguard  of 
health  because  it  counteracts  any  tendency 
to  subjectivity. 

In  1940,  in  anticipation  of  our  entering 
World  War  II,  my  activities  were  stepped 
up  by  association  in  Washington  with  the 
National  Research  Council  and  particularly 
with  the  Chemical  Warfare  Service.  Dur- 
ing the  new  few  years  they  were  also  very 
considerably  increased  in  New  Haven,  with 
teaching  and  service  responsibilities  made 
heavy  by  a reduction  in  the  staff  person- 
nel and  the  assumption  of  other  duties  by 
those  members  that  were  left  to  carry  on. 
One  has  little  realization  of  fatigue  under 
such  circumstances,  in  a time  like  that. 

Be  that  as  it  may,  I was  undoubtedly 
fatigued,  and  with  the  end  of  the  academic 
year  there  were  other  responsibilities,  as- 
sociated with  the  university,  that  deprived 
me  of  a good  deal  of  rest  over  the  week 
prior  to  my  acute  illness.  I distinctly  re- 
member leaving  the  Commencement  very 
tired  and  very  hungry,  and  wondering 
whether  it  would  be  more  advisable  to  get 
something  to  eat  or  take  a nap  — finally 
deciding  on  the  latter.  It  was  a hot  June 
day,  and  after  sleeping  for  an  hour  or  so, 
I woke  up  with  an  acute  precordial  pain. 
This  was  annoying,  but  I put  a hot  pad  on 
my  chest,  phoned  and  went  home.  My  wife 


became  worried  and  called  in  my  physi- 
cian, who  insisted  that  I go  to  the  hospital. 
By  the  time  I got  there  I felt  perfectly  well 
and  wondered  whether  the  pain  was  actual- 
ly due  to  interference  with  coronary  cir- 
culation or  was  one  of  the  myalgic  affairs 
that  I have  had  in  many  other  regions  over 
the  years. 

A few  days  later  the  electrocardiogram 
apparently  satisfied  the  physicians  that  it 
was  a coronary,  and  so  I was  given  strict 
orders  to  discontinue  my  ramblings  around 
the  room,  smoking  and  even  feeding  my- 
self. 

Then  the  story  became  a little  more 
clear,  for  I slept  most  of  the  first  week, 
terribly  fatigued  undoubtedly,  and  glad  for 
the  rest.  The  amount  of  food  I ate  was 
very  small,  and  with  absolutely  no  activ- 
ity, not  even  raising  my  arm  to  shave  or 
to  feed  myself,  I slowly  began  to  change 
from  a colloidal  to  a noncolloidal  mass.  By 
the  end  of  three  weeks  I felt  very  much 
like  a sack  of  salt  water  held  up  by  the 
apex. 

In  another  three  weeks,  when  they  be- 
gan to  let  me  put  a foot  out  of  the  bed,  it 
seemed  almost  impossible  for  it  ever  again 
to  assume  its  original  purpose.  But  I slow- 
ly regained  my  strength,  very  definitely 
convinced  that  I had  never  had  a coronary, 
very  definitely  convinced  that  I had  been 
very  greatly  fatigued  but  that  some  kind 
of  physiotherapy  might  have  been  not  only 
permissible  but  also  desirable,  to  avoid  the 
complete  skeletal  debilitation  that  followed 
a protracted  inactivity.  It  took  several 
months  to  overcome  this  weakness  and  the 
fear  that  developed  with  every  sort  of  evi- 
dence of  dyspnea;  but  as  time  went  on  and 
this  shortness  of  breath  did  not  develop, 
except  from  overexertion,  I had  greater  and 
greater  confidence  and  became  increasingly 
active.  I do  not  believe  that  I suffered  any 
great  psychological  hurt. 

Five  years  have  now  elapsed,  and  while 
I am  rarely  conscious  of  any  fear  of  recur- 
rence, I think  I do  tend  to  avoid  fatigue — 
more  perhaps  when  I am  not  active  than 
when  I am  working  hard. 

(M.  C.  WINTERNITZ,  M.D.  from 
When  Doctors  are  Patients) 
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IMPORTANT  RESEARCH  CONTRIBUTION 


Searle  Introduces: 

A Practical  New  Steroid 
for  Protein  Anabolism 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 

PROTEOGENIC  EFFECTIVENESS  • The  newest  Searle  Research 
development,  Nilevar,  exerts  a potent  force  in  protein  anabo- 
lism. Yet  it  is  without  appreciable  androgenic  effect  (approxi- 
mately one-sixteenth  of  that  exerted  by  the  androgens). 

Investigations  with  Nilevar  show  that  nitrogen,  potassium 
and  phosphorus  are  retained  in  ratios  indicating  protein  anab- 
olism. Nilevar  is  thus  the  first  steroid  which  is  primarily  ana- 
bolic and  which  provides  a practical  means  of  meeting  the 
numerous  demands  for  protein  synthesis. 

NILEVAR  IS  ORALLY  EFFECTIVE  • Clinical  response  to  Nilevar 
is  characterized  not  only  by  protein  anabolism  but  also  by  an 
increase  in  appetite  and  an  improved  sense  of  well-being. 

SAFETY  AND  PRECAUTIONS  • Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic  effects  after 
six  months  of  continuous  administration  of  high  dosages. 
Nilevar  should  not  be  administered  to  patients  with  prostatic 
carcinoma.  Nausea  or  edema  may  be  encountered  infrequently. 

DOSAGE  • The  daily  adult  dose  is  three  to  five  Nilevar  tablets 
(30  to  50  mg.)  but  up  to  100  mg.  may  be  administered.  For 
children  the  daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight.  Individual  dosages  depend  on  need  and  response  to 
therapy.  Nilevar  is  available  in  10  mg.  tablets.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


INDICATIONS: 

Nilevar  is  indicated  in  the  vast 
area  of  surgical,  traumatic  and 
disease  states  in  which  protein 
anabolism  is  desirable  for  has- 
tening recovery.  The  specific 
indications  are: 

1.  Preparation  for  elective  sur- 
gery. 

2.  Recovery  from  surgery. 

3.  Recovery  from  illness:  pneu- 
monia, poliomyelitis  and  the 
like. 

4.  Recovery  from  severe 
trauma  or  burns. 

5.. Nutritional  care  in  wasting 
diseases  such  as  carcinoma- 
tosis and  tuberculosis. 

6.  Domiciliary  care  of  decubi- 
tus ulcers. 

7.  Care  of  premature  infants. 


^Trademark  of  G.  D.  Searle  & Co. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
yonr  elidible  dependents. 


"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


in  very  special  cases 
a very  superior  brandy... 
specify 

mimMIsst 

COGNAC  BRANDY 

84-  Proof  j Schteffelin  & Co.,  New  York 
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DAVIS  TECHNIQUE  USING 
Vagisec®  jelly  and  LIQUID 


AND  EXPLODES 
TRICHOMONADS 
HIDDEN  AWAY  IN  RUGAE 

merits.  “A  few  women  have  infected  cervical,  vestib- 
ular or  urethral  glands  and  require  other  types  of 
treatment.  . . .”2  It  is  well  to  remember  the  role  of 
the  male  as  carrier  of  the  organism  and  prescribe 
protection  against  re-infection  from  the  husband.- 

Office  treatment.  Expose  vagina  with  speculum. 
Wipe  walls  dry  with  cotton  sponges  and  wash  thor- 
oughly for  about  three  minutes  with  a I :!()()  dilution 
of  Vagisec  liquid.  Remove  excess  fluid  with  cotton 
sponges.  Dr.  Davis  recommends  six  office  treatments, 
three  the  first  week,  two  the  second,  and  one  the 
third. 


Phase-contrast  microscope  shows  a trichomonad  in  a 
mucinous  vaainal  smear. 

ANY  trichomonacides  failed  in  years  past  largely 
because  they  reached  only  the  parasites  swim- 
ming freely  in  the  vaginal  canal  — not  those  hiding 
under  enithelial  cells  deep  among  the  vaginal  rugae. 
In  fact,  some  agents  actually  coagulated  the  albumi- 
nous material  lining  the  surface  and  protected  the 
trichomonads!’ 

Success  at  last.  Today,  however,  you  can  overcome 
this  nroblem  because  Vagisec  jelly  and  liquid 
quickly  penetrate  to  trichomonads’  hideaways.  You 
can  now  treat  vaginal  trichomoniasis  successfully, 
using  the  Davis  technique.  Carl  Henry  Davis,  M.D., 
eminent  gynecologist  and  author,  and  C.  G.  Grand, 
research  physiologist,  introduced  Vagisec  liquid  as 
“Carlendacide”  and  had  it  tested  by  over  100  well- 
known  obstetricians  and  gynecologists.  Dr.  Davis 
states,  “.  . . over  90%  of  apparent  cures  have  been 
obtained.  . . 

Overpowering  action.  A chelating  agent  and  two 
surface-acting  agents  in  Vagisec  liquid,  combined 
in  balanced  blend,  not  only  reach  trichomonads  but 
explode  them!®  The  three  chemicals  act  to  weaken 
the  parasites’  cell  membranes,  to  remove  waxes  and 
lipids,  and  to  denature  the  protein.  With  their  cell 
walls  destroyed,  trichomonads  imbibe  water,  swell 
and  explode. 


Tdome  treatment.  Patient  douches  with  solution  of 
Vagisec  liquid  every  night  or  morning  and  then 
inserts  Vagisec  jelly.  Treatment  is  continued  through 
two  menstrual  periods,  but  is  omitted  on  office  treat- 
ment days.  Gontinued  douching  two  or  three  times  a 
week  after  therapeutic  success  helps  prevent  re- 
infection. Douching  is  contraindicated  in  pregnancy. 

Summary.  The  unique  action  of  a combination  of 
three  agents  comprising  Vagisec  liquid  reaches 
and  explodes  hidden  as  well  as  surface  trichomonads. 
This  therapy  has  a high  rate  of  success  and  results  in 
fewer  flare-ups.  Vagisec  jelly  and  liquid  are  non- 
toxic and  non-irritating,  and  leave  no  messy  dis- 
charge or  stain. 

Vagisec  is  a registered  trade-mark  of  Julius  Schmid,  Inc.  tPat.  App.  for 

JULIUS  SCHMID,  INC. 

gynecological  division 

423  West  55th  Street  New  York  19,  N.  Y. 

Jlctive  ingredients:  Polyoxyethylene  nonyl  phenol,  Sodium  ethy- 
lene diamine  tetra-acetate,  Sodium  dioetjd  sulfosucdnate.  In 
addition,  Vagisec  jelly  contains  Boric  acid,  Alcohol  5%  by 
weight. 


7he  Davis  technigue.f  Dr.  Davis  recommends  a com- 
bination of  office  treatments  and  home  treatments, 
using  both  Vagisec  jelly  and  liquid  in  home  treat- 


1.  Davis,  C.  II.:  Am.  J.  Obst.  & Gynec.  68:559  (Aug.)  1954. 

2.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 

3.  Davis,  C.  H.:  J.A..M.A.  157:126  (Jan.  8)  1955. 
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Orand 


POLYMYXIN  B~BACITRACIN  OINTMENT 


6Ji& 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  Vt  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., 


Tuckahoe,  N.  Y. 


The 

NEW 

Phenothiazine 

Derivative 


For  the  Management  of  the 
Acutely  Agitated  Patient 

• The  acute  alcoholic  • The  acute  psychotic  • The  drug  addict 


A promising  new  agent  in  chemopsychotherapeutics, 
Sparine  has  demonstrated  impressive  effectiveness 
in  controlling  acute  excitation  without  inducing 
significant  side-reactions. 


Philadelphia  1,  Pa. 


Sparine  is  a new,  clinically  effective  phenothiazine 
derivative,  which  may  be  administered  intravenously, 
intramuscularly,  or  orally.  The  route  and  dosage  are 
determined  by  the  extent  of  central-nervous-system 
excitation  and  by  the  patient’s  response. 

Supplied;  Tablets,  25,  50,  and  100  mg.,  bottles  of  50  and  500;  200  mg., 
bottles  of  500.  Injection,  50  mg.  per  cc.,  vials  of  2 and  10  cc. 

1.  Seifter,  J.,  et  al.:  To  be  published.  2.  Fazekas,  J.F.,  et  al.:  M.  Ann. 

District  of  Columbia  25:67  (Feb.)  1956.  3.  Mitchell,  E.H.:  J.A.M.A.  In  press. 

•Trademark 


An  Exclusive  Development  of  Wyeth  Research 
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i^MiiiTiPnTnTinrT-n — - 

''...WHEN  CONTINUOUS  | 

DIURESIS  IS  MANDATORY  TO  I 
CONTROL  HEART  FAILURE,  | 

NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 

*Moyer,  J.  H.,  and  Hughes,  W.  M.; 

J.  Chron.  Dis.  2:678,  1955. 

00656 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
ILMINGTON,  DELAWARE 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


CIBA 

Summit^  N,  J, 
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clinically  proved  in  many  common  infections'*^^ 

Hemolytic  streptococcal  infections 

Pharyngitis/Tonsillitis/Sinusitis 

Otitis  media/Mastoiditis 

Scarlet  fever/Lymphadenitis/Erysipelas 

Staphylococcal  infections/Pneumococcal 
infections/Gonococcal  infections / 

Vincent’s  Infection/Prevention  of 
streptococcal  infection  in  individuals 
with  a history  of  rheumatic  fever/ 

Prevention  of  secondary  infection  due  to 
penicillin-susceptible  organisms 

in  dosage  of  just  1 or  2 tablets  t.i.d. 


and  is  far  less  costly  than  other  penicillin  salts 


Pentids 

SQUIBB  200,000  UNIT  BUFFERED  PENICILLIN  G POTASSIUM  TABLETS 

Recommended  dosage:  1 or  2 tablets  t.i.d.  without  regard  to  meals.  Bottles  of  12  and  100. 


References:  1.  Boger,  W.  P.,  J.  Amer.  Ger.  Soc.  3:556,  Aug. 
1955.  2.  Lapin,  J.  H.,  Ann.  Allergy  13:169,  March-April  1955. 
3.  Andelman,  M.  B.  and  Fischbein,  W.  I,,  Antibiotic  Med.  1: 
136,  March  1955.  4.  Statements  of  American  Heart  Associa- 
tion, Council  on  Rheumatic  Fever  and  Congenital  Heart  Dis- 
ease, Circulation  11:317,  Feb.  1955.  5.  Miller.  J.  M.  et  al., 
Antibiotics  Annual  1954-55.  Medical  Encyclopedia  Inc.,  N.  Y., 
p.  105.  6.  Seal.  J.  R.  et  al.,  J.  Lab.  & Clin.  Med.  44:831,  Dec. 
1954.  7.  Martin,  W.  J.  et  al..  Am.  Pract.  & Dig.  Treat.  5:813, 
Oct.  1954.  8.  Henner,  R.,  Eye.  Ear,  Nose  & Throat  Monthly 
33:530,  Sept.  1954.  9.  Rodstein,  M.  and  Young,  D.,  Clin.  Med. 
61:695,  Sept.  1954.  10.  Bernstein.  S.  H.  et  al..  A.  M.  A. 
Arch.  Int.  Med.  93:894,  June  1954.  11.  Craige,  E.,  North  Caro- 
lina M.  J.  14:593,  Dec.  1953.  12.  Barach,  A.  L.,  J.  Amer.  Ger. 
Soc.  1:616,  Sept.  1953.  13.  Barach,  A.  L.,  Geriatrics  8:423, 
Aug.  1953.  14.  Boger,  W.  P..  Indus.  Med.  & Surg.  22:283, 
July  1953.  15.  Young,  D.  and  Rodstein,  M.,  J.A.M.A.  152:987, 
July  1953.  16.  Queries  and  Minor  Notes,  J.A.M.A.  152:1083, 
July  1953.  17.  Roberts,  E.,  A.  M.  A.  Amer.  J.  Dis.  Child.  85: 
643,  June  1953.  18.  Spink,  W.  W.,  J.A.M.A.  152:585,  June 
1953.  19.  Huang,  N.  N.  and  High,  R.  H.,  J.  Pediat.  42:532, 
May  1953.  20.  Antibiotics:  Round  Table  Discussion,  Pediatrics 
11:270,  March  1953.  21.  Feinberg,  B.,  Rhode  Island  M.  J.  36: 
138,  March  1953.  22.  Flippin,  H.  F.,  Delaware  State  M.  J.  25: 
55,  March  1953.  23.  Denny,  F.  W.  Jr.,  Postgrad.  Med.  13:153, 
Feb.  1953.  24.  Flood.  J.  M.,  A.  M.  A.  Arch.  Dermat.  & Syph. 
67:42,  Jan.  1953.  25.  Kohn,  K.  H..  Milzer,  A.  and  MacLean,  H., 
J.A.M.A.  151:347,  Jan.  1953.  26.  Siegal,  S.  et  al.,  J.  Allergy 
24:1,  Jan.  1953.  27.  Statements  of  American  Heart  Associa- 
tion, Council  on  Rheumatic  Fever  and  Congenital  Heart  Dis- 
ease, J.A.M.A.  151:141,  Jan.  1953.  28.  Keefer,  C.  S.,  Pennsyl- 
vania M.  J.  55:1177,  Dec.  1952.  29.  Kerrell,  W.  E..  J.A.M.A. 

'PENTIOS'®  IS  A SQUIBB  TRADEMARK 


150:1450,  Dec.  1952.  30.  Levy,  D.  F.,  Connecticut  State  M.  J. 
16:899,  Dec.  1952.  31.  Romansky,  M.  J.  and  Kelser,  G.  A.. 
J.A.M.A.  150:1447,  Dec.  1952.  32.  Thomas  L.,  Minnesota  Med. 
35:1105,  Dec.  1952.  33.  Jones,  C.  C.,  J.  Iowa  M.  Soc.  42:533, 
Nov.  1952.  34.  Reimann,  H.  A.,  Postgrad.  Med.  12:255,  Sept. 
1952.  35.  Bunn,  P.  A.,  N.  Y.  State  J.  Med.  52:2005,  Aug.  1952. 

36.  Finland,  M.,  New  England  J.  Med.  247:557,  Oct.  1952. 

37.  Babione,  R.  W.  et  al.,  U.  S.  Armed  Forces  M.  J.  3:973, 
July  1952.  38.  Hansen,  A.  E.,  South.  M.  J.  45:423,  May  1952. 
39.  Dowling,  H.  F.,  G.  P.  5:53,  Feb.  1952.  40.  Rhoades,  P.  S., 

G.  P.  5:67,  Feb.  1952.  41.  Dov/ling,  H.  F.  and  Lepper,  M.  H.. 
Med.  Clin.  North  Amer.,  Jan.  1952,  p.  247.  42.  Karelitz,  S. 
and  Schifrin,  N.,  Postgrad.  Med.  11:17,  Jan.  1952.  43.  Panel 
Discussion,  Pennsylvania  M.  J.  55:42,  Jan.  1952.  44.  Flippin, 

H.  F.  et  al.,  J.A.M.A.  147:918.  Nov.  1951.  45.  Massell.  B.  F., 
Mod.  Concepts  Cardiovas.  Dis.  20:105,  Sept.  1951.  46.  Wein- 
stein, L.,  Boston  Med.  Quarterly  2:1,  Sept.  1951.  47.  Massell, 
B.  F.  et  al..  J.A.M.A.  146:1469,  Aug.  1951.  48.  Finland,  M.. 
Bull.  New  York  Acad.  Med.,  27:199,  April  1951.  49.  Wheatley, 
D.,  Brit.  M.  J.  1:703,  March  1951.  50.  Keefer,  C.  S.,  Postgrad. 
Med.  9:101,  Feb.  1951.  51.  Bunn,  P.  A.  et  al.,  J.A.M.A.  144: 
1540,  Dec.  1950.  52.  Weinstein,  L.  and  Perrin,  T.  S.,  J.  Pediat. 
47:844,  Dec.  1950.  53.  Keefer,  C.  S.,  Am.  J.  Med.  7:216, 
Aug.  1949.  54.  Robinson,  J.  A.,  Hirsch,  H.  L.  and  Dowling,  H. 
F.,  Am.  J.  Med.  4:716,  1948.  55.  Barach,  A.  L.  and  Garthwaite, 

B. ,  Ann.  Allergy  5:297,  Aug.  1947.  56.  Herrold,  R.  D.,  J.  Urol. 
57:897,  May  1947.  57.  White,  H.  J.,  Lee,  M.  E.  and  Alverson, 

C. ,  Proc.  Soc.  Exper.  Biol.  & Med.  62:35,  1946.  58.  Baumann, 
F.  et  al.,  J.  Allergy  17:264,  Sept.  1946.  59.  Gamble,  T.  0.  et 
al,.  Am.  J.  Obst.  & Gynec.  50:514,  Nov.  1945.  60.  Woofter, 
A.  C.  and  Hoffman,  0.  E.,  J.  Iowa  M.  Soc.  35:189,  May  1945. 
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...from  Two 
Outstanding  Cases 


BORN  1820... 

STILL  GOING  STRONG 

Johnnie 

^ALKER 


BLENDED  SCOTCH  WHISKY 


RED  LABEL  • BLACK  LABEL 

Bofh  86.8  Proof 


[ohniiie  Walker  stands  out  in  its  devotion  to 
(juality.  E\ery  drop  is  made  in  Scotland.  Every 
drop  is  distilled  cvith  the  skill  and  care  that 
come  Irom  generations  ol  fine  whisky-making. 
And  e\ery  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky... 
the  same  high  (juality  the  world  o\er. 


PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHTS 


r 


'At  Insole  extension  a 
heel  where  support  is 

* The  patented  arch  support  construction  is  guaran> 
teed  not  to  break  down. 

^ Innersoles  guaranteed  not  to  crack  or  collapse. 

* Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

^ Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.P.U.  specifications. 

* We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

* We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  book/ef,  “The  Preservofion  of  the  Function  of  the 
foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO«PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

V 


A Store  for  . . . 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


FRAIM’S  DAIRIES 

^iftce  J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


CANADA  DRY  GINGER  .ALE.  Inc.,  New  York.  N.  Y.,  Salt  Importer 
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e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

EVERY  WOMAN 

5? 

WHO  SUFFERS 

CAPPEAU’S 

IN  THE 

Drug  Store  of  Service 

DELA\^  ARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 

MENOPAUSE 

DESERVES 

"PREMARIN® 

George  T.  Tobin  & Sons 

BUTCHERS 

widely  used 
natural,  oral 

NEW  CASTLE,  DELAWARE 
Phone  N.  C.  3411 

estrogen 

To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

1 

AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 
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PARKE 

^itie  ^'ocfl6 

• 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

r/ic  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 

If  it’s  insurable  tee  can  insure  it 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 


A.MERICAX 


G^ojiamid 


COMPAW 


PEARL  RIVER.  NEW  YORK 


about 

46  CALORIES 

per  I 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 
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Upjohn 


KALAMAZOO  jp  most  condi- 

tions in  which  oral 
cortisone  or  hydrocortisone 
is  effective.  Available  in  2.5  mg. 
tablets  in  bottles  of  100,  and  in  5 mg. 
tablets  in  bottles  of  30,  100,  and  500. 
Usual  dosage  is  1$  to  1 tablet  three  or  four 
times  daily 


* 


•Trademark  for  the  Upjohn  brand  of  prednisone  (delta-I- cortisone) 


JOHN  G.  MERKEL 
&S0NS 

SCftAoiafoi^ — ,^/nca/tf/ 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 
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ANV 

c«/v 


After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DEUWAREFOWEHEUGHICO. 


With  an  Automatic  Gas 

WATER  HEATER 
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Relax  the  best  way 
...pause  for  Coke 

Make  your  pause  at  work 
truly  refreshing.  Have  a frosty  bottle 
of  pure,  delicious  Coca-Cola 
. . . and  be  yourself  again. 


for  example;  hi  huvns 


Thorazine’s  unique  tranquilizing  action  can  reduce  the  suffering 
caused  by  the  pain  of  severe  burns.  ‘Thorazine’  acts,  not  by  elimi- 
nating the  pain,  but  by  altering  the  patient’s  reaction— enabling  him 
to  view  his  pain  with  what  has  been  described  as  “serene  detach- 
ment.” Karp  et  al.,^  reporting  on  the  use  of  ‘Thorazine’  in  patients 
with  severe  pain,  observed  that  ‘Thorazine’  produced  “a  quiet, 
phlegmatic  acceptance  of  pain.” 

‘Thorazine’  should  be  administered  discriminately  and,  before  prescribing,  the 
physician  should  be  fully  conversant  with  the  available  literature. 

‘Thorazine’  is  available  in  ampuls,  tablets  and  syrup  (as  the  hydrochloride),  and 
in  suppositories  (as  the  base). 

Smith,  Kline  & Yrench  Laboratories,  Philadelphia 

*T.  ^eg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 

1.  Karp,  M.,  et  al.:  Ain.  J.  Obst.  Gynec.  69:780  (April)  1955. 
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FOR  THOSE  WHO  DEVELOI|^ 


NASAL  CONGESTION 


# 


O 


N 


ON  RESERPINE  THERAPY 


'Sandrir  c 'Pyronil’ 

(alfSBltetNE,  uruLy)  (pyrrobutamine.  lillyI 


(PYRROBUTAMINB,  LILLY) 


About  60%  of  all  patients 
experience  this  annoying  side- 
effect.  'Sandrir  c 'Pyronil’ 
relieves  75%  of  those  affected. 

Each  tablet  combines  0.25  mg. 
'Sandril’  and  7.5  mg.  'Pyronil.’ 


the  logical  drug 


to  use  first^ 

for  petit  mal  epilepsy 


MILONTIN^ 

(phensuximide,  Parke-Davis) 

KAPSEALS®  and  SUSPENSION 

five  years  of  study  confirm® 

• effective  in  the  petit  mal  triad 

• one  of  the  least  toxic  of  all  anti-epileptic  drugs 

• well  tolerated 

In  patients  with  mixed  grand  mal— petit  mal  epilepsy, 

drug  compatibility  permits  use  of  MILONTIN 

with  Dilantin®  Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 

or  with  Dilantin  Sodium  with  Phenobarbital. 

MILONTIN  Kapseals,  0.5  Gm.,  bottles  of  100  and  1,000;  also  available 
as  MILONTIN  Suspension  (250  mg.  per  4 cc.)  in  16-ounce  bottles. 

Detailed  information  upon  request,  or  from  your  Parke-Davis  representative. 

1.  Davidson,  D.  T,  Jr.;  Lombroso,  C.,  & Markham,  C.  H.:  New  England  J.  Med.  253:173,  1955. 

2.  Zimmerman,  E T:  New  York  J.  Med.  55:2338, 1955. 


PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 


IV 


Delaware  State  Medical  Journal 


July,  1956 


DOCTORS  EVERYWHERE  NOW  KNOW  WHY 

Alceioys  Abb  Smoother 


THE  VICEROY  TIP  HAS 


-I 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Viceroy 

filter  ^ip 

CIGARETTES 


KING-SIZE 
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XOW  AVAILABLE.... 

a new  unique  antibiotic 
PROVED  EFFECTIVE 
AGAIXST  SPECIFIC 

OROA^IS^IS  {Htaphylococci  and proteus) 

RESISTANT  TO  ALL  OTHER 
ANTIMICRORIAL  AGENTS 


I 


to  overcome  specific 
infeeiions  fliai:  do 
uof  respond  to  any 

other 

t,a,3 


]Vew... 


i 


Today’s  resistant  pathogens  are  the  tough  survivors  of 
a dozen  widely  used  antibiotics.  Certain  organisms, 
notably  Staphylococcus  aureus*  and  susceptible  strains  of 
Proteus  vulgaris  produce  inlections  which  have  been  re- 
sistant to  all  clinically  useful  antibiotics. 

To  augment  your  armamentarium  against  these  resistant 
infections,  ‘Cathomycin’  (Novobiocin,  Merck),  derived 
from  an  organism  recently  discovered  and  isolated  in  the 
Merck  Sharp  & Dohme  Research  Laboratories',  is  now 
available. 

SPECTRUM — ‘Cathomycin’  t.2.3.5.6  been  shown 

to  be  active  against  other  organisms  including — D.  pneu- 
moniae, iV.  intracellularis,  S.  pyogenes,  S.  viridans  and  II. 
pertussis,  but  clinical  evidence  must  be  further  evaluated 
before  ‘Cathomycin’  can  be  recommended  for  these  patho- 
gens. 

ACTION — ‘Cathomycin’  in  optimum  concentration  is  bac- 
tericidal. Cross-resistance  with  other  antibiotics  has  not 
been  observed.^ 

TOLERANCE — ‘Cathomycin’  is  generally  well  tolerated  by 
patients.  'O- " 


CATHOMYCIN 


(Crystalline  Sodium  Novobiocin,  Merck) 


SODIUM 


ABSORPTION — ‘Cathomycin’  is  readily  absorbed  and 
cral  dosage  produces  significant  blood  and  tissue  levels 
which  persist  tor  at  least  12  hours. ^ 

INDICATIONS:  Clinically  ‘Cathomycin’  has  proved  effective 
tor  cellulitis,  carbuncles,  skin  abscesses,  wounds,  felons, 
paronychiae,  varicose  ulcer,  pyogenic  dermatoses,  septi- 
cemia, bacteremia,  pneumonia  and  enteritis  due  to  Staphy- 
lococcus and  infections  caused  by  susceptible  strains  of 
Proteus  .Also,  it  is  of  particular 

value  as  an  adjunct  in  surgery  since  staphylococcic  infec- 
tions seem  prone  to  complicate  post-operative  courses. 
SUPPLIED:  ‘Cathomycin’  Sodium  (Crystalline  Sodium 
Novobiocin,  Merck)  in  capsules  of  250  mg.,  bottles  of  16. 
‘CATHOMYCIN’  is  a trademark  oj  Merck  id  Co.,  Inc. 


REFERENCES:  1,  Wallick,  H.,  Harris,  D.A.,  Reagan,  M.A.,  Rucer,  M.,  and  Woodruff,  H.B., 

Antibiotics  Annual^  1955-1956,  New  York,  Medical  Encyclopedia,  Inc.,  1956, 
PR.  909. 

2.  Frost,  B.M.,  Valiant,  M.E.,  McClelland,  L.,  Solotorovsky,  M.,  and  Cuckler, 
.A.C.,  Antibiotics  Annual,  1955-1956,  pg.  918. 

3.  Verwey,  W.F.,  Miller,  A.K.,  and  West,  M.E.,  Antibiotics  Annual,  1955-1956, 
pg.  924. 

4.  Kempe,  C.H.,  Calif.  Afcd.,  84:242,  April  1956. 

5.  Simon,  H.I.,  McCune,  R.M.,  Dineen,  P.A.P.,  Rogers,  D.E.,  Antib.  Med., 
2:205,  April  1956. 

6.  lubash,  (j.,  V an  Der  Meulen,  J.,  Berntsen,  C.,  Jr.,  Tompsett,  R.,  Antib.  Med., 
2:233.  April  1956. 

7.  Lin,  K.-E.,  Coriell,  L.L.,  Antib.  Med.,  2:268,  April  1956. 

8.  Limson,  B.M.,  Romansky,  N.J.,  Antib.  Med.,  2:277,  April  1956. 

9.  Morton,  R.F.,  Prigot,  A.,  Maynard,  A.  de  L.,  Antib.  Med.,  2:282,  April  1956. 

10.  Nichols,  R.L.,  Finland,  M.,  Antib.  Med.,  2:241,  April  1956. 

11.  Mullins.  J.F.,  Wilson,  C.J.,  Antib.  Med.,  2:201,  April  1956. 

12.  David,  N.A.,  Burgner,  P.R.,  Antib.  Med.,  2:219,  April  1956. 

13.  Marton,  W.J.,  Heilman,  F.R.,  Nichols,  D.R.,  Wellman,  W.E.,  and  Geraci, 
J.F.,  Antib.  Med.,  2:258,  April  1956. 

14.  Milherg,  M.B.,  Schwartz,  R.D.,  Silverstein,  J.N.,  Antib.  Med.,  2:286,  April 
1956. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


NEW  Potent  Ataraxic 


1 


* 


HYDROCHLORIDE 


Promazine  Hydrochloride 

10-(7-dimeihylamino-n-propyl)-phenothiazine  hydrochloride 


INDICATIONS: 

• The  acute  alcoholic^'^ — delirium  tre- 
mens, acute  hallucinosis,  tremulousness 

• The  acute  psychotic^ — acute  excita- 
tion due  to  various  psychoses 

• The  drug  addict^ — withdrawal  syn- 
drome: nausea,  vomiting,  muscle  and 
bone  pains,  abdominal  cramps,  gen- 
eral malaise 

FINDINGS: 

“The  drug  ...  is  effective  in  . . . maintain- 
ing these  subjects  in  a quiescent  detached 
state. . . . Complications  such  as  jaundice, 
. . . dermatitis,  edema,  lactation,  basal 
ganglion  disturbances,  or  depression  were 
not  observed  during  these  studies.”^ 

As  with  any  new  and  potent  agent,  it  is  well  to  be  fully 
informed  on  the  precautions  of  use  and  the  possibility 
of  side-effects.  Before  prescribing  SPARINE,  the  physi- 
cian should  consult  the  direction  circular. 

For  intravenous,  intramuscular,  or  oral 
administration. 


I 


i 
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results  are  obtained 
with  Steraxe'  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 


capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses. 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . .”* 


brand  of  prednisolone 

: White,  5 mg.  oral  tablets, 
bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 


I.  Johnston,  T.  G.,  and  Cazort,  A.  G.: 

J.  Allergy  27  ;90, 1956.  2.  Schwartz,  E.: 
New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W.,  et  al. : J.  Allergy 
27:96,  1956. 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 
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A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


•well  tolerated,  non-addictive,  essentially  non-toxic 

•no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 
•chemically  unrelated  to  chlorpromazine  or  reserpine 
•does  not  produce  significant  depression 
•orally  effective  within  30  minutes  for  a period  of  6 hours 
Indications:  anxiety  and  tension  states,  muscle  spasm. 


the  original  meprobamate — 2-methyl-2-n-propyl-1, 3-propanediol  dicarbamate — U S Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.I.d. 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

Literature  and  Samples  Available  on  Request 


looked  over  often... 


the  patient  with  nonspecific  rheumatism 

NOW— thoroughgoing  relief  with 


New 


SlGMAGCN 


TABL€TS 


combining 

0 ’^  -"S'  -best  of  the  new 

Acetylsalicylicacid  . . . 325  mg.  _best  of  the  old 

Ascorbic  acid 20  mg. 

Aluminum  hydroxide  . . 75  mg. 

antirheumatic  • anti-inflammatory  • analgesic  • supportive 

Combined  effectiveness  of  the  antirheumatic 
agents  in  Sigmagen  permits  maintenance  of  clinical 

relief  at  minimal  dosages. 


Sigmagen,*  brand  of  corticoid-analgesic  compound. 

*T.M. 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


r 


Comparison  of  the  effect  of  Raudixm  (tranquilizer)  and  a 
barbiturate  (sedative)  on  the  cortical  electroencephalogram 


No  drug. 


After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical  “spindling”  effect. 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cox*- 
tex,  the  sedation  achieved  is  accompanied  by  a I'eduction  in  mental 
alei’tness. 

Raudixin  acts  in  the  ax’ea  of  the  midbi’ain  and  diencephalon,  and 
does  not  depi'ess  the  cei’ebi'al  cortex.  Consequently,  the  ti'anquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 

DOSAGE:  100  Dig.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


Squibb 


SUPPLY:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 
Squibb  Quality— the  Priceless  Ingredient 


■RAUDIXIN  ® IS  A SQUIBB  TRADEMARK 


y 


CHLOR-TRIMETON 
RE  PE  TABS,  8 and  12  mg. 

‘Because  they  quickly  attain  and  maintain  a prolonged,  therapeutic 
plateau,  Chlor-Trimeton  Repetabs  avoid  the  wave-like  levels 
which  may  be  produced  hy  multiple-release  granules  or  t.i.d.  medication 

...affording  optimal  patient  comfort. 

Chlor-Trimeton®  Maleate.  brand  of  chlorprophenpyridamine  maleate. 

Repetabs,®  Repeat  Action  Tablets. 


.’."y 


CTJ-76G 


LOW  SODIUM 


■ milligrams  of  sodium 
H per  18.8  gram  slice 

■ 47  calories  per  slice 

H for  special  diets 

LOW 

SODIUM 

BREAD 

developed  by  RICE 


dd 

W 

> 

0 

0 

< 

r* 

0 

0 

dd 

Kj 

w 

M 

o 


Fiilfilling  the  need  for  a nutritive  basic 
food  that  may  be  included  in  diets 
demanding  a minimum  of  fat  or  salt 
content.  Tests  made  by  three  independent 
research  laboratories  established  the 
analytical  specifications  given  above. 
Rice’s  white  LOW  SODIUM  BREAD, 
wrapped  in  aluminum  foil  and  waxed 
paper,  is  delivered  to  the  home  by  Rice 
routemen.  Doctor’s  samples  furnished  on 
written  request  using  medical  letterhead. 


For  variation  in  special 
diets,  Rice’s  also  produce 
low  sodium  soya  blue- 
berry muffins  and  low 
sodium  rice  flour  cookies. 


RICE’S  BAKERY 
Baltimore 
Wilmington 
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HAY  FEVER, 


COLDS, 

SINUSITIS 


CONVENIEN 


A physiologically  balanced  formulation  of 
three  well  known  and  widely  used  compounds 

(^N^^Cli«Synephrine®  HCI,  0.5% 

dependable  decongestant 

(j)ienfaelil®  HCI,  0.1% 

^ powerful  antihistaminic 

Iphiran®  Ci,  1 :5000 

wetting  agent  and 
antibacterial 


lABORATORIES  . NEW  YORK  18.  N Y. 


Supplied  in' 
spray  bottle 
containing  20  cc. 


NT2,  Neo-Synephf»ne  (farond  of  phenylephrine),  Thenfadil 
(brand  of  thenyldiamine)  and  Zephiran  (brond  of  benzolkonium, 
as  chloride,  refined),  trodemorks  reg,  U.S,  Pat.  Off. 


• faster  relief  of  pain, 

photophobia 

• better  control  of  inflammation, 

edema,  allergy 

• effective  against  common  eye 

pathogens 

• extremely  well  tolerated 


for  inflammatory,  allergic,  infectious  or  traumatic 
eye  conditions  amenable  to  topical  therapy  — rapid, 
potent,  topical  Meti-steroid  and  anti-infective  action 


supplied:  Metimyd  Ophthalmic  Suspension-5ter/7e:  prednisolone  acetate 
(Meticortelone  Acetate)  5 mg.  per  cc.  (0.5%)  suspended  in  an  isotonic 
buffered  and  preserved  solution  of  sulfacetamide  sodium  100  mg.  per  cc. 
(10%),  5 cc.  dropper  bottle.  Metimyd  Ointment  with  Neomycin:  each  gram 
contains  5 mg.  prednisolone  acetate  (Meticortelone  Acetate),  100  mg. 
sulfacetamide  sodium  and  2.5  mg.  neomycin  sulfate  (equivalent  to  1.75  mg. 
neomycin  base);  Va  oz.  tube,  boxes  of  1 and  12. 

Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 

Meticortelone,®  brand  of  prednisolone. 

*T.M. 


new 


and 


METIMITD 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 

Ointment  with  Neomycin 


antibacterial  • antiallergic  • anti-inflammatory 
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because  a diuretic 

'5  • ■ ' ' 

should  be  able  to  control 

any  degree  of  failure 

PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Certain  diuretics  are  apt  to  mask  the  gradual  onset  of  severe  failure  because  they 
are  effective  only  in  the  milder  ambulatory  cardiacs.  The  recurrent  accumulation  of 
fluid  permitted  by  intermittent  or  arbitrarily  limited  dosage  must  eventually  pro- 
gress to  more  severe  decompensation. 

Because  they  can  control  any  grade  of  failure,  the  organomercurials  improve  prog- 
nosis and  prolong  life. 

TABLET 

NEOHYDRIN* 

BRAND  OF  CH  LOR  M ERODR  I N na  s mg.  of  3.CHLOROMeRCURi-2-METMoxY-pROPVLUReA 

EOUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


01356 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25 ff  Bottle  of  48  tablets  (13i  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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Only  Meat 
...  is  Meat 

Suppose  we  suddenly  found  ourselves  in  a 
"Brave  New  World,”  in  which  all  the  rich  protein,  the  B 
vitamins  (including  the  important  B12),  the  minerals,  and 
all  the  other  nutrients  of  a juicy  steak  or  a succulent  pork 
chop  could  be  compressed  into  a capsule.  Suppose  we  were 
to  take  one  or  two  such  capsules  each  day.  What  would 
happen? 

Would  we  be  just  as  healthy?  Would  we 

be  as  happy? 

There  is  something  about  man’s  wish  for 
meat  that  cannot  be  satisfied  by  chemical  or  mathematical 
analyses.  The  feeling  of  satisfaction,  the  dowmight  enjoy- 
ment of  biting  into  and  chewing,  the  pleasurable  effect  of 
having  eaten  well ...  all  these  make  meat  more  than  just 
an  impressive  list  of  essential  nutrients.  Long  before  man 
knew  anything  about  the  science  of  nutrition  he  knew  meat 
was  part  and  parcel  of  his  health  and  his  joy  of  eating  and 
of  living. 

Other  foods  may  be  fortified  and  enriched, 

but  none  can  ever  take  the  place  of  meat. 

Only  meat  is  meat. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago . . . Members  Throughout  the  United  States 
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BUTAZOL.IDIN 

(phenylbutazone  GEIGy) 


potent,  specific 
anti-arthritic 

Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 


relieves  pain 
improves  function 
resolves  inflammation 


Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation 


New  York  13,  N.  Y. 


72556 
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THOROUGH  PENETRATION  WITH  VAGISEC®  COMBATS 

jelly  and  liquid 

FLARE-UPS 

OF  VAGINAL  TRICHOMONIASIS 


Vagisec  liquid  is  the  unique  trichomonacide 
that  explodes  trichomonads  within  1 5 seconds. 
It  is  a proved  combination  of  three  chemical 
agents  which  penetrates  to  hidden  trichomon- 
ads and  eliminates  failure  of  treatment  and 
flare-ups  due  to  lack  of  penetration. 


Vagisec  liquid  penetrates  to  trichomonads  buried  among  the 
vaginal  rugae  and  imbedded  in  mucus  and  desquamated  cells. 


Hidden  trichomonads.  Trichomonads  do 
not  exist  in  the  vaginal  secretion  alone.  They 
are  vigorously  motile  and  burrow  deeply  into 
the  surface  of  the  vaginal  mucosa  where  cel- 
lular debris  and  mucus  cover  them.  Vagisec 
liquid  lowers  surface  tension,  penetrates  the 
cellular  debris  and  dissolves  mucoid  materiaP-^ 
that  lines  the  vaginal  wall  and  lies  buried 
among  the  rugae.  It  reaches  and  explodes  hid- 
den as  well  as  surface  trichomonads. 

Unique  overpowering  action.  Vagisec 
liquid  combines  a chelating  agent  and  two 
surface-acting  agents  that  act  in  balanced 
blend  to  weaken  the  trichomonad’s  cell  mem- 
brane, to  remove  its  waxes  and  lipids,  and  to 
denature  its  proteins.  The  parasite  imbibes 
water,  swells  up  and  explodes.  No  other  agent 
or  combination  of  agents  kills  the  trichomonad 
in  this  speciHe  fashion,  or  with  this  speed. 

Trichomonads  explode  within  IS  sec- 
onds. “Motion  pictures  taken  through  a phase- 
contrast  microscope  at  24  frames  per  second 
show  that  individual  trichomonads  are  de- 
stroyed within  10  to  14  seconds  after  contact 
. . .”  with  solution  of  Vagisec  liquid.^ 

The  Davis  technique. t The  remarkable 
speed  and  uniquely  effective  action  of  this 


trichomonacide  are  the  result  of  the  intensive 
research  of  its  originators.  Dr.  Carl  Henry 
Davis,  well-known  g)’necologist  and  author, 
and  C.  G.  Grand,  research  physiologist,  who 
introduced  the  agent  as  “Carlendaeide”  and 
had  it  clinically  tested  by  more  than  1 50 
physicians,  including  over  100  leaders  in  ob- 
stetrics and  gynecology In  this  extensive 
evaluation,  better  than  “.  . . 90  per  cent  of 
apparent  cures  have  been  obtained.  . . For 
“the  small  percentage  of  women  who  ha\'e  an 
involvement  of  cer\  ical,  vestibular  or  urethral 
glands,  other  treatments  will  be  required.”^ 

Office  treatment.  Expose  vagina  with  spec- 
ulum. Wipe  walls  dry  with  cotton  sponges 
and  wash  thoroughly  for  about  three  minutes 
with  a 1:100  dilution  of  Vagisec  liquid.  Re- 
move excess  fluid  with  cotton  sponges.  Office 
treatments  are  an  integral  part  of  the  Davis 
technique. 

Home  treatment.  Prescribe  both  Vagisec 
liquid  and  jelly.  Patient  douches  with  Vagisec 
liejuid  every  night  or  morning  and  then  inserts 
Vagisec  jelly.  Home  treatment  is  continued 
through  two  menstrual  cycles,  but  omitted  on 
office  treatment  days.  Douching  contraindi- 
cated in  pregnancy. 

Summarw  Vagisec  liquid  penetrates  to  hid- 
den trichomonads  and  explodes  them  in  1 5 
seconds.  Vagisec  jelly  and  liquid  are  non- 
toxic and  non-irritating,  leave  no  messy  dis- 
charge or  staining.  Vagisec  liquid  and  jelly 
have  been  clinically  tested  and  proved  a re- 
markably fast-acting,  effective  treatment  for 
vaginal  trichomoniasis. 

Active  ingredients:  Polyoxyethylene  nonyl  phenol.  Sodium 
ethylene  diamine  tetra-acetate,  Sodium  dioctyl  sulfosuc- 
cinate.  In  addition,  V’agisec  jelly  contains  Boric  acid. 
Alcohol  5%  by  weight. 

1.  Davis,  C.  H.:  Am.  J,  Obst.  & Gvnpc.  6^:559  (Aug.) 
1954. 

2.  Davis,  C,  H.:  West.  J.  Surg,  63:53  (Feh.)  1955. 

3.  Davis,  C.  H.:  J.A.M.A.  257:126  (Jan.  8)  1955. 

fPat.  App.  for 

Vagisec  is  a registered  trade>mark  of  Julius  Schmid.  Inc. 


JULIUS  SCHMID,  INC.,  gynecological  division 

423  W'est  33th  Street,  New  York  19,  N.  Y. 
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Peach-flavored, 
peach-colored,  newest 
liquid  form  of  the 
established  broad- 
spectrum  antibiotic . . . 
Terramycin®! 

125  mg.  per  5 cc. 
teaspoonful; 
specially  homogenized 
for  rapid  absorption; 
bottles  of  2 fl.  oz. 
and  1 pint,  packaged 
ready  to  use. 


delightful  peach  taste  in 
broad-spectrum  therapy 


TERKABO^ 


BRAND  OF  OXYTETRACYCLINE 


HOMOGENIZED  MIXTURE 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


tBrand  of  oxytetracycitne 
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The  secret  of  sleep  in  a capsule 


When  simple  insomnia  is  the  presenting  complaint,  a bedtime  dose  of  'Seconal 
Sodium’  is  often  indicated.  Its  effect  is  prompt— within  fifteen  to  thirty 
minutes;  relaxation  and  sleep  follow  quickly.  Your  patient  awakens  refreshed 
and  weU  rested. 


Available  in  1/2,  3/4,  and  1 1/2-grain  pulvules  at  pharmacies  everywhere. 
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STUDIES  ON  THE  STAPHYLOCOCCUS 
IV  Treatment  of  Staphylococcal  Sepsis 

William  J.  Holloway,  M.D.* 
and 

Elvyn  G.  Scott,  M.T.** 

Since  the  introduction  of  antibiotic  ther- 
apy into  clinical  medicine,  the  mortality  of 
many  infectious  diseases  has  been  marked- 
ly reduced.  This  has  not  been  the  case, 
however,  in  staphylococcal  septicemia,^  due 
probably  to  the  ability  of  the  organism  to 
“adapt”  to  an  antibiotic  environment. 
Gratifying  results  have  been  achieved  in  the 
treatment  of  local  staphylococcal  infection,- 
but  mortality  rates  of  over  50  per  cent  have 
been  reported  in  staphylococcal  sepsis."*-^ 
It  is  conceivable  that  in  the  future  no 
single  antibiotic  will  be  developed  to  com- 
bat successfully  severe  staphylococcal  in- 
fection. Reduction  of  mortality,  therefore, 
will  depend  on  the  skillful  use  of  combined 
agents,  along  with  intelligent  supportive 
therapy. 

In  a recent  monograph  on  the  staphylo- 
coccus, Spink®  outlined  several  important 
procedures  to  be  followed  in  the  treatment 
of  severe  staphylococcal  sepsis.  Their  im- 
portance cannot  be  overemphasized  in  en- 
suring a successful  outcome. 

RECOMMENDED  TREATMENT  OF 
STAPHYLOCOCCAL  INFECTIONS 
ACCORDING  TO  SPINK' 

1.  Isolation  and  identification  of  offending  or- 
ganism prior  to  treatment. 

2.  Surreal  drainage  of  all  suppurative  and  ne- 
crotic tissues  and  cavities. 

3.  Treatment  with  a combination  of  antibiotics 
pending  report  of  vitro  sensitivities. 

4.  Aggressive  and  persistent  treatment. 

FIG.  I 

Penicillin  continues  as  the  drug  of  choice 
in  infections  due  to  penicillin-sensitive 
staphylococci.  Fisher  et  al-  have  suggested 
that  even  when  the  organism  is  resistant  to 
penicillin,  the  patient  should  be  treated 
with  massive  doses  of  the  antibiotic.  This 

* Assistant  in  Medicine,  Bacteriologist,  The  Delaware  Hos- 
pital, Inc. 


was  based  on  the  fact  that  all  their  cases 
of  staphylococcal  endocarditis  who  sur- 
vived, were  given  penicillin,  regardless  of 
the  in  vitro  sensitivity. 

SUGGESTED  THERAPEUTIC  REGIMEN  IN  TREATMENT  OF 
STAPHYLOCOCCAL  SEPTICEMIA 

1.  Penicillin  / bacitracin 

2.  Penicillin  / erythromycin  or  chloramphenicol 

3.  Bacitracin  / erythromycin  or  chloramphenicol 

4.  Penicillin  / streptomycin 

5.  Neomycin  / 

FIG.  2 

Penicillin  should  not  be  used  alone  in  the 
treatment  of  a sensitive  or  resistant  sta- 
phylococcal infection.  Combining  this  drug 
with  another  antibiotic  will  reduce  the  pos- 
sibility of  emergence  of  resistant  strains. 
In  this  locale,  the  low  incidence  of  resist- 
ance to  chloramphenicol  and  erythromycin® 
would  recommend  the  use  of  either  with 
penicillin.  In  cases  of  penicillin-resistant 
staphylococcal  infection  where  the  renal 
function  is  adequate,  Spink  recommends 
the  combination  of  bacitracin  with  either 
chloramphenicol  or  erythromycin. 

Streptomycin  is  of  limited  value  in  the 
treatment  of  staphylococcal  infections.  We® 
have  confirmed  other  findings,  that  if  the 
organism  is  penicillin-resistant,  it  is  usually 
streptomycin-resistant.  The  combination  of 
these  two  drugs,  however,  may  be  used  in 
treating  infection  by  a sensitive  strain. 

In  vitro  sensitivities  indicate  neomycin 
as  an  effective  agent  against  the  staphylo- 
coccus. However,  because  of  inherent  tox- 
icity, it  should  be  reserved  for  emergency 
measures  only. 

The  several  possible  combinations  of  an- 
tibiotics useful  in  the  treatment  of  staphylo- 
coccal septicemia  make  some  detailed  in 
vitro  study  essential.  We  have  found  that 
the  Schlichter  test,®  assaying  the  antibac- 
terial activity  of  the  patient’s  serum  against 
the  organism  originally  isolated,  is  a val- 
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uable  practical  aid  in  evaluating  effective 
antibiotic  therapy. 

Case  Reports 

During  the  period  from  1950  to  date, 
there  have  been  twelve  cases  of  Staph. 
aureus  septicemia  at  the  Delaware  Hos- 
pital, with  a 50  per  cent  mortality. 


MORTALITY  OF 

STAPHYLOCOCCAL  SEPTICEMIA 
(Delaware  Hospital  1950-1955) 


Organism  and  Sensitivity 

Number  of  Cases 

Deaths 

Staph,  aureus 

(penicillin-sensitive) 

3 

1 

Staph,  aureus 

( penicillin-resistant ) 

9 

5 

FIG.  3 


Three  of  the  twelve  cases  are  worthy  of 
brief  comment,  in  that  they  illustrate  some 
of  the  aforementioned  points. 


(CHART  1) 

Case  1.  R.  H.  (D  H 223112).  A 14  year 
old  male  admitted  with  the  chief  com- 
plaints of  pain  in  the  left  hip  and  fever. 
Physical  examination  revealed  pneumonia 
of  the  left  lower  lobe.  This  was  confirmed 
by  x-ray.  An  x-ray  of  the  hip  was  negative. 
Blood  cultures  taken  on  the  first  and  second 
hospital  day  revealed  a coagulase-positive, 
hemolytic  Staph,  aureus.  A similar  organ- 
ism was  isolated  from  the  throat  culture. 
All  of  these  organisms  isolated  were  sen- 
sitive to  penicillin,  erythromycin,  tetra- 
cycline and  chloramphenicol.  The  patient 
received  1.2  million  units  of  penicillin  the 
second  hospital  day  and  3.6  million  units 
per  day  for  10  more  days.  Erythromycin, 
2.4  Gm.  per  day,  was  administered  with  the 
penicillin  for  10  days.  The  pneumonia  had 
resolved  before  antibiotic  therapy  was  ter- 
minated and  the  patient  made  an  unevent- 
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ful  recovery.  No  explanation  was  found  for 
the  hip  pain. 

Comment.  This  case  of  pneumonia  com- 
plicated by  staphylococcal  septicemia,  re- 


of  admission,  the  patient  exhibited  a gen- 
eralized rash  and  periorbital  edema.  Fever 
and  a precordial  grade  1 systolic  murmur 
were  the  only  other  positive  physical  find- 
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sponded  well  to  therapy.  This  was  expect- 
ed, because  the  causative  organism  was 
sensitive  to  penicillin,  as  well  as  to  erythro- 
mycin, tetracycline  and  chloramphenicol.  A 
combination  of  antibiotics  was  used  to  safe- 
guard against  the  possible  emergence  of 
resistant  strains.  The  antibiotic  dosage 
used  was  considered  adequate  and  this  was 
supported  by  a Schlichter  titer  of  1:32. 

(CHART  2) 

Case  2.  A.  A.  (D  H 206091).  A 12  year 
old  male  was  admitted  with  the  history  of 
fever,  chills  and  cough  of  four  days  dura- 
tion. Pneumonia  was  diagnosed  by  his  phy- 
sician, and  he  was  given  penicillin  daily 
for  3 days  prior  to  admission.  On  the  day 


ings.  X-ray  examination  revealed  a lung 
abscess,  and  bacteriologic  examination  re- 
vealed positive  blood  cultures  for  coagulase- 
positive  hemolytic  Staph,  aureus  during  the 
first  hospital  days.  This  organism  was  re- 
sistant to  penicillin  and  sensitive  to  ery- 
thromycin, aureomycin  and  terramycin. 
Therapy  with  aureomycin  (3.0  Gm.  per 
daj, ) was  started  on  the  third  hospital  day 
ami  continued  to  the  thirteenth  hospital 
day.  The  initial  response  to  aureomycin 
wati  satisfactory,  but  failure  to  maintain 
tnis  remission  prompted  the  replacement  of 
ameomycin  by  erythromycin.  This  drug 
wat.  given  for  11  days,  1.2  Gm.  per  day 
initially,  followed  by  2.4  Gm.  daily. 
Erythromycin  was  discontinued  at  the  time 
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of  a second  relapse,  and  replaced  by  a com- 
bination of  penicillin  (9.6  million  units  a 
day)  and  streptomycin  (1.0  Gm.  per  day). 
Failure  of  this  regimen  to  sterilize  the  blood 
stream  was  evidenced  by  a positive  blood 
culture  on  the  day  of  death.  (The  blood 
urea  nitrogen  was  75  mgm.  per  cent  on  the 
day  of  death.)  Post  mortem  examination 
revealed  a splenic  abscess,  which  on  culture 
grew  a coagulase-positive,  penicillin-resist- 
ant  Staph,  aureus,  and  multiple  septic  in- 
farcts of  the  lungs.  An  unexpected  post 
mortem  finding  was  acute  glomerulone- 
phritis. 

Comment.  Although  the  organism  in  this 
case  was  sensitive  in  vitro  to  aureomycin 
and  erythromycin,  neither  drug  was  suc- 
cessful in  supressing  the  clinical  infection. 
During  therapy  with  aureomycin,  a Schlich- 
ter  determination  revealed  that  the  pa- 
tient’s serum  did  not  inhibit  the  original 


organism.  In  retrospect,  we  would  recom- 
mend that  the  aureomycin  and  erythromy- 
cin might  well  have  been  given  simultane- 
ously. A combination  of  antibiotics  earlier 
in  the  treatment  of  this  case  may  possibly 
have  altered  the  outcome.  Penicillin  and 
streptomycin  were  used  in  combination  late 
in  the  treatment  schedule.  Since  the  or- 
ganism was  penicillin-resistant,  and  thus 
likely  to  be  also  streptomycin -resistant,  the 
use  of  another  drug  with  penicillin  might 
have  been  more  effective. 

(CHART  3) 

Case  3.  V.  B.  (D  H 228610).  An  8 year 
old  female  admitted  with  the  chief  com- 
plaints of  sore  throat,  fever  and  epistaxis. 
Positive  physical  findings  on  admission 
were  limited  to  pharyngitis  and  fever.  On 
the  day  following  admission,  the  right  knee 
joint  was  discovered  to  be  hot,  swollen  and 
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tender.  Purulent  synovial  fluid  was  ob- 
tained on  aspiration,  and  culture  of  this 
aspirant  revealed  a coagulase-positive,  hem- 
olytic Staph,  aureus,  penicillin-resistant 
and  sensitive  to  tetracycline,  erythromycin 
and  chloramphenicol.  A blood  culture 
taken  on  the  first  hospital  day  was  nega- 
tive, but  cultures  on  the  second  and  third 
hospital  day  revealed  a Staph,  aureus  with 
the  same  sensitivities  as  the  strain  isolated 
from  the  knee  joint.  Therapy  was  insti- 
tuted with  a combination  of  penicillin  and 
tetracycline.  Upon  completion  of  the  in 
vitro  sensitivity  studies,  erythromycin  (2.4 
Gm.  per  day)  and  chloramphenicol  (5.0 
Gm.  per  day)  were  administered.  The  ap- 
parent improvement  was  interrupted  by  a 
clinical  and  febrile  relapse  on  the  14th  day. 
Penicillin  (6.0  million  units  per  day)  and 
probenecid  (1.3  Gm.  per  day)  were  then 
added  to  the  therapeutic  regimen.  This 
combination  was  continued  for  8 days.  The 
patient  exhibited  a slow  but  uneventful  re- 
covery. 

Comment.  It  is  difficult  to  state  whether 
or  not  the  addition  of  penicillin  and  pro- 
benecid was  responsible  for  the  cure  ob- 
tained in  this  patient.  The  erythromycin- 
chloramphenicol  combination  may  have  suf- 
ficed. In  support  of  this,  the  Schlichter 
titer  was  1:32  while  the  patient  was  get- 
ting these  two  antibiotics.  However,  since 
some  workers  feel  that  high  blood  levels  of 
penicillin  should  be  maintained  in  the 
treatment  of  any  case  of  staphylococcal 
septicemia,  the  addition  of  penicillin  to  the 
regimen  cannot  be  criticized.  It  is  possible 
that  the  therapeutic  problems  encountered 
in  this  patient  may  have  been  alleviated  by 
a more  direct  surgical  approach  to  the  pur- 
ulent synovial  cavity. 

Summary  and  Conclusions 

1.  The  therapy  of  staphylococcal  sepsis 
has  been  reviewed. 

2.  A combination  of  antibiotics  should 
be  utilized  in  the  treatment  of  these 
infections.  The  antibiotics  of  choice 
should  be  selected  individually  for 
each  case,  depending  upon  in  vitro 
studies. 

3.  Surgical  and  supportive  measures  val- 
uable in  the  treatment  of  infections 
must  be  carried  out. 


4.  Three  cases  of  staphylococcal  sepsis 
are  presented  to  illustrate  these 
points. 
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STUDIES  ON  THE  STAPHYLOCOCCUS 
V Incidence  and  Significance  of  Staphylococcus 
from  the  Gastrointestinal  Tract 

William  J.  Holloway,  M.D.* 
and 

Elvyn  G.  Scott,  M.T.** 

Staphylococcus  enteritis  and  pseudo- 
membranous enterocolitis  have  received 
much  attention  in  the  recent  medical  liter- 
ature. Controversy  exists  as  to  the  role  of 
the  several  possible  etiological  factors,  one 
of  these  being  the  significance  of  bowel  sta- 
phylococci as  a precipitating  or  complicat- 
ing factor.  This  has  led  to  further  study  in 
the  general  aspect  of  the  staphylococcus  as 
an  enteric  pathogen. 

Since  routine  plating  media  employed 
in  enteric  bacteriology  do  not  encourage 
the  growth  of  staphylococci,  (in  fact  may 
prove  inhibitory  to  the  organism),  one  finds 
only  scattered  reports  on  the  subject.  How- 
ever, recent  contributions  indicate  that  al- 
though the  ubiquitous  staphylococcus  is  at 
times  part  of  the  normal  fecal  flora,  it  in- 
frequently behaves  as  an  intestinal  path- 
ogen. 

In  1944  Chapman’  reported  a study  of 
stool  cultures  from  24  chronic  invalids,  pre- 
sumably without  gastrointestinal  symp- 
toms, by  using  a selective  medium  (brom- 
thymol  blue  lactose  agar  with  potassium 
tellurite).  Coagulase-positive  staphylococci 
were  isolated  from  twelve  patients  (9.7  per 
cent),  eleven  of  these  also  showing  coagu- 
lase-positive staphylococci  from  their  phar- 
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ynx.  Although  bacteriophage  typing  of 
these  strains  was  not  carried  out,  Chapman 
concluded  that  the  organisms  had  been 
swallowed.  Again,  in  1945,  Chapman’  re- 
ported the  use  of  7.5  per  cent  sodium 
chloride  agar  from  isolation  of  staphylo- 
cocci, and  concluded  that  this  medium  ef- 
fectively inhibited  other  bacteria,  and  en- 
hanced the  growth  of  pathogenic  staphylo- 
cocci. Using  this  medium  he  made  31  isola- 
tions of  staphylococci  from  102  fecal  cul- 
tures (30.4  per  cent).  Draper  and  Brown,® 
while  studying  the  bacterial  etiology  of 
diarrhea  in  children,  found  Staph,  aureus 
in  34  per  cent  of  stools  from  222  children 
with  diarrhea,  and  in  2.8  per  cent  of  stools 
from  254  children  without  diarrhea.  They 
concluded  that  Staph,  aureus  was  a fre- 
quent cause  of  diarrhea,  particularly  in 
younger  children.  On  the  other  hand, 
Martyn,^  investigating  the  relationship  of 
staphylococci  to  infantile  diarrhea  and 
vomiting,  found  46  per  cent  positive  cul- 
tures from  122  controls.  He  concluded  that 
the  staphylococci  isolated  had  little  to  do 
with  the  diarrhea  and  vomiting,  and  that 
the  use  of  a selective  salt  medium  account- 
ed for  the  high  incidence.  Prissick,’  of  the 
Children’s  Memorial  Hospital  in  Montreal, 
added  7.5  per  cent  sodium  chloride  agar  to 
the  routine  plating  media  for  fecal  cultur- 
ing, and  found  45.8  per  cent  positive  Staph, 
aureus  cultures  in  1173  stools  from  patients 
under  two  years  of  age,  as  compared  to 
28.2  per  cent  positive  cultures  in  490  Stools 
from  patients  over  two  years.  She  draws 
no  conclusion  as  to  the  significance  of  these 
findings,  except  to  state  that  it  seems  rea- 
sonable to  consider  that  feces  are  equally 
important  as  nasal  carriers  as  a source  of 
staphylococcal  cross-infection. 

The  purpose  of  the  present  study  was 
two-fold:  (1)  an  attempt  to  throw  further 
light  on  the  significance  of  bowel  staphylo- 
cocci, and  (2)  to  evaluate  selective  media 
for  isolating  these  organisms,  and  find  out 
how  they  may  best  be  used. 

Materials  and  Methods 

One  hundred  and  twenty  stool  and  rectal 
specimens  from  110  patients  were  plated 
on  7.5  per  cent  sodium  chloride  agar  (BBL 


Eugonagar  and  7.1  per  cent  sodium 
chloride),  along  with  the  routine  enteric 
media.  Staphylococci  were  identified  co- 
lonially  after  48  hours  incubation,  gram- 
stained,  and  subcultured  to  blood  agar  for 
hemolysis  and  antibiotic  susceptibility  test- 
ing. Coagulase  production  was  tested  in  all 
stains  isolated. 

As  a second  study,  99  consecutive  stool 
or  rectal  specimens  were  plated  on  blood 
agar,  blood  agar  with  0.25  per  cent  phenyl- 
ethyl  alcohol,  and  7.5  per  cent  sodium 
chloride  agar;  along  with  the  routine  en- 
teric media.  This  was  carried  out  to  eval- 
uate the  ease  of  isolation  and  identification 
of  staphylococci  on  each  of  the  three  media. 


INCIDENCE  OF  STAPH.  AUREUS 
IN  STOOL  CULTURES 


Infectious 

Non-Infectious 

Staph.  Aureus 

Diarrhea 

Diarrhea 

Koutine 

Present 

10 

4 

4 

Absent 

13 

26 

40 

CHART  1 
Results 

A coagulase-positive  Staph,  aureus  was 
isolated  in  17.5  per  cent  (21  cultures)  of 
the  120  specimens,  and  coagulase-negative 
Staph,  albus  in  36.6  per  cent  (44  cultures). 
Fifty-one  per  cent  showed  no  staphylococci. 

Clinical  data  were  available  in  98  of  the 
110  patients.  These  were  divided  as  fol- 
lows: 23  cases  of  infectious  diarrhea  (fever, 
elevated  leukocyte  count  and  no  other 
cause  of  the  diarrhea  evident),  30  cases  of 
non-inf ectious  diarrhea  and  45  controls 
(mainly  pre-employment  food  handler  ex- 
aminations). 

In  the  control  group,  8.8  per  cent  of  the 
cultures  showed  coagulase-positive  Staph, 
aureus.  Of  the  non-infectious  cases,  13.3 
per  cent  were  positive,  and  in  the  infectious 
diarrheas,  43.4  per  cent  showed  coagulase- 
positive  staphylococci. 

Discussion 

Although  there  appears  to  be  a signifi- 
cant increase  in  the  number  of  positive 
isolations  from  the  group  of  infectious 
diarrheas,  and  although  the  application  of 
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chi-  (9.1  when  compared  with  control 
group)  to  these  data  suggests  that  sta- 
phylococci did  not  occur  more  frequently 
by  chance  alone,  we  cannot  agree  with 
some  authors  that  the  isolation  of  coagu- 
lase-positive  Staph,  aureus  is  direct  proof 
of  a cause-and-effect  relationship.  In  only 
a single  case  of  this  entire  study  were  we 
convinced  that  the  isolation  of  Staph, 
aureus  was  of  etiological  significance. 

This  patient  was  a 56  year  old  male  with 
miliary  tuberculosis.  During  the  course  of 
multiple  antibiotic  therapy,  he  developed 
an  intractable  diarrhea,  from  which  we  re- 
peatedly isolated  a coagulase-positive 
Staph,  aureus  in  large  numbers.  This  strain 
appeared  sensitive  in  vitro  to  erythromycin, 
which  drug  was  subsequently  administered, 
without  improvement  of  the  diarrhea.  A 
coagulase-positive  Staph,  aureus  was  iso- 
lated from  blood  culture  of  the  patient  on 
the  day  of  his  death,  and  positive  isola- 
tions were  also  obtained  from  heart  blood 
and  intestinal  tract  at  necropsy.  The 
changes  in  the  intestinal  tract  were  con- 
sidered compatible  with  staphylococcal  en- 
terocolitis, although  the  presence  of  miliary 
tubercles  in  the  intestinal  wall  complicated 
the  pathological  diagnosis. 

A second  portion  of  this  study  was  un- 
dertaken to  determine  the  type  of  culture 
medium  giving  the  optimal  number  of  isola- 
tions of  staphylococci  from  the  intestinal 
contents.  Three  media,  previously  de- 
scribed, were  plated  simultaneously  with 
fecal  or  rectal  swab  suspensions  of  99  con- 
secutive specimens  with  the  following  re- 
sults: 


COMPARISON  OF  CULTURE  MEDIA  FOR  ISOLATION  OF 
STAPHLOCOCCI  FROM  FECAL  SPECIMENS 


Number  of  Straiae 
UoUted 

Blood  Agar 

Pheaylethyl  Alcohol 
Blood  Agar 

7.  Sodium 

Chloride  Agar 

4 Strama  Staph. 

1 X 

) X 

4 X 

2b  Straina  Staph. 

albua.  coagulaae  0 

S X 

18  X 

20  X 

CHART  2 


It  became  apparent,  after  observing  the 
characteristics  of  these  media,  that  blood 
agar  plates  offered  little  in  the  isolation  of 
staphylococci,  primarily  because  they  were 


frequently  overgrown  by  spreading  proteus 
colonies,  thereby  obscuring  other  organisms 
that  may  be  present.  The  pigment  produc- 
tion of  Staph,  aureus  was  definitely  en- 
hanced on  7.5  per  cent  sodium  chloride 
agar,  and  most  gram-negative  rods  were 
suppressed  or  inhibited.  However,  hem- 
olysis production  must  be  determined  when 
using  this  medium,  by  subculturing  to 
blood  agar  plates.  Phenylethyl  alcohol 
blood  agar  plates  effectively  inhibited  the 
swarming  of  proteus,  and  demonstrated 
hemolysis  adequately,  although  pigm.ent 
production  was  not  enhanced. 

It  is  our  feeling  that  either  of  the  latter 
two  media  can  be  used  effectively  for  the 
isolation  of  staphylococci  of  intestinal  ori- 
gin. We  are  of  the  further  opinion  that 
these  selective  media  should  not  be  used 
in  a routine  enteric  procedure,  but  rather 
reserved  for  the  study  of  patients  in  whom 
the  diagnosis  of  staphylococcal  enterocoli- 
tis is  suspected.  During  the  course  of  this 
study  we  have  seen  patients  treated  for 
staphylococcal  enteritis,  with  no  clinical 
evidence  save  the  culture  report. 

Summary 

1.  Coagulase-positive  Staph,  aureus  was 
isolated  from  17.5  per  cent  (21 
strains)  of  120  consecutive  stool  cul- 
tures, using  7.5  per  cent  sodium 
chloride  agar  medium. 

2.  A clinical  evaluation  of  the  patients 
from  whom  these  strains  were  isol- 
lated  indicates  that  ten  of  the  21 
strains  may  have  been  responsible  for 
infectious  diarrhea.  Coagulase-posi- 
tive Staph,  aureus  was  isolated  from 
8.8  per  cent  of  the  controls. 

3.  An  evaluation  of  several  culture 
media  for  the  isolation  of  staphylo- 
cocci from  the  intestinal  tract  is  pre- 
sented and  their  proper  clinical  use 
is  suggested. 
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SKIN  PLANING  OF  COSMETIC  DEFECTS 

Elmer  R.  Gross,  M.D.,* 
Wilmington,  Del. 

Cosmetic  defects  on  the  exposed  sur- 
faces produce  a psychic  trauma.  That  is 
particularly  true  of  facial  scarring.  Beside 
the  physical  affects,  the  psychologic  aspects 
may  vary  from  a mild  psychoneurosis  to  a 
deep-seated  psychosis. 

Evolution 

Cosmetic  defects  are  amenable  to  sand- 
paper surgery,  cryotherapy,  local  abrasive 
and  chemotherapy,  and  abrasive  mechan- 
otherapy. Each  method^  has  enjoyed  com- 
parative success  depending  upon  the  opera- 
tor, his  skill,  and  the  technique  employed. 

Iverson--^®  introduced  the  sandpaper 
abrasive  technique  in  1947,  which  was  per- 
formed under  general  anaesthesia  as  a hos- 
pital procedure. 

Cryotherapy  was  employed  by  Karp’  et 
al.,  and  was  a very  popular  technique  used 
by  dermatologists  as  an  office  procedure. 
Although  of  value  in  the  local  treatment  of 
acne  and  certain  naevi,  it  was  not  adequate 
for  the  treatment  of  scars. 

Local  chemotherapy  using  phenol  and 
trichloracetic  acid  was  only  partially  suc- 
cessful and  only  safe  in  experienced  hands, 
but  still  fraught  with  danger.  Other  meth- 
ods included  abrasion  with  pumice  and 
scarification. 

Dermabrasion,  although  not  a new  tech- 
nique, has  become  very  popular,  because  it 
is  an  office  procedure,  relatively  harmless 
and  painless,  and  is  successful  in  the  treat- 
ment of  certain  cosmetic  defects. 

Skin  planing  has  undergone  many  modi- 
fications since  it  was  introduced  by  Kro- 
mayer,^  who  used  a variation  of  burrs  pow- 
ered by  a dental  motor.  His  method  did 
not  become  popular  until  Kurtin’  modified 
it  by  using  ethyl  chloride  as  a local  anaes- 
thetic, a high  speed  electric  motor,  with  a 
variation  of  stainless  steel  brushes,  and  an 
air  blower  to  hasten  evaporation  of  the 
ethyl  chloride  to  make  the  operative  sites 
rigid  for  planing. 

Indications 

Robinson®  suggests  the  following  cos- 
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metic  defects  which  are  amenable  to  der- 
mabrasive  surgery: 

1.  Pitted  scars: 

a.  Smallpox 

b.  Chickenpox 

c.  Acneform  lesions 

d.  Furuncles 

2.  Hypertrophic  and  deformed  scars: 

a.  Post-traumatic 

b.  Acne  keloid  in  white  patients 

3.  Nevi: 

a.  Multiple  intra-epidermic  nevi 

b.  Nevus  flammeus 

c.  Nevus  unius  lateralis 

4.  Pigmentations: 

a.  Chloasma 

b.  Lentignes 

5.  New  growths: 

a.  Keratoses 

b.  Adenoma  sebaceum 

c.  Verrucae 

6.  Miscellaneous: 

a.  Tattoos 

b.  Rhinophyma 

c.  “Enlarged  pores” 

d.  Milia 

Abrasions  of  the  skin  by  means  of  plan- 
ing results  primarily  in  improvement  of 
scars,'  chiefly  the  acneform,  varioliform, 
varicelliform  and  traumatic  types  of  scars. 

Freckles  and  chloasma  types  of  pigmen- 
tation respond  readily  to  planing. 

Traumatic  tattoos  are  more  amenable 
than  acquired  tattoos;  in  fact,  acquired 
tattoos  respond  very  poorly  and  may  be 
replaced  by  a hypertrophic  scar. 

Keloidal  type  lesions  show  the  poorest 
response  and  are  only  replaced  by  other 
keloids  despite  administration  of  the  proper 
dose  of  x-ray  therapy  following  their  re- 
moval. 

Since  we  have  other  simpler  modalities 
at  our  disposal  for  the  treatment  of  Naevi 
and  new  growths,  planing  should  be  re- 
stricted chiefly  to  scarring. 

Skin  planing  is  an  excellent  treatment 
for  acne,  except  that  it  is  too  radical  to  be 
used  as  a routine  procedure.  There  is  no 
contraindication  to  planing  an  acneiform- 
scarred  skin  in  the  presence  of  active  acne 
lesions.  Rein  and  Blau*  have  shown  that 
pilo-sebaceous  units  are  removed  with  this 
procedure. 
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Procedure 

Male  patients  are  advised  to  shave  close- 
ly and  women  to  remove  all  cosmetics. 

The  patient  is  given  25  to  50  mg.  of 
Demerol  hour  before  the  procedure.  It 
may  be  necessary  to  allay  the  anxiety  of 
the  patient  by  giving  a sedative  the  night 
before  the  planing. 

Following  the  injection,  the  operative 
sites  are  washed  with  soap  and  water  and 
swabbed  with  an  appropriate  antiseptic. 

The  patient  is  draped  with  a disposable 
paper  apron.  The  operator  and  assistant 
may  wear  plastic  gowns. 

A refrigerant  containing  75  per  cent  di- 
chlorotetrafluoroethane  (freon)  and  25  per 
cent  ethyl  chloride*  is  sprayed  on  the  op- 
erative site  covering  an  area  of  about  2 
square  inches,  care  being  taken  to  protect 
the  eyes,  auditory  canal,  lips,  and  nostrils 
with  a gauze  square  when  refrigerating 
near  the  aforementioned  sites.  This  is  the 
refrigerant  of  choice  because  it  eliminates 
the  necessity  of  a blower,  is  non-inflam- 
mable, does  not  give  the  patient  a feeling 
of  suffocation  if  inhaled,  is  non-toxic  to  the 
operator,  and  produces  rapid  refrigeration 
and  anaesthesia  to  the  desired  depths  and 
desired  limits  of  the  skin. 

The  refrigerated  areas  are  then  abraded 
with  a fast  cutting  stainless  steel  brush, 
propelled  by  an  electrically  driven  motor 
capable  of  15,000  revolutions  per  minute, 
until  the  entire  face  or  involved  areas  have 
been  completely  planed.  It  is  best  to  do 
the  entire  face  in  order  to  give  a smooth 
and  even  appearance  and  to  minimize  lines 
of  demarcation. 

Telfa  dressings,**  suggested  by  LeVan,” 
are  then  applied  to  the  abraded  areas  and 
are  permitted  to  remain  in  situ  for  48 
hours.  Drainage  is  facilitated  because  the 
dressing  is  porous  and  is  non-adherent, 
since  the  side  that  contacts  the  skin  is 
lined  with  a non-wettable,  perforated  plas- 
tic film,  yet  it  does  not  have  to  be  held  in 
place  because  of  the  cohesive  action  cre- 
ated by  the  drainage. 

The  patient  is  given  typewritten  instruc- 
tions as  to  the  follow-up  care. 

After  48  hours,  the  drainage  and  edema 
will  subside,  crusts  will  form,  which  usually 

* Fluro-ethyl.  Gebauer  Chemical  Co.,  Cleveland.  Ohio. 

Bauer  & Black. 


exfoliate  in  5 to  7 days.  Healing  is  usually 
complete  in  10  days,  leaving  a mild  ery- 
thema of  the  skin  for  6 to  8 weeks. 

Patients  are  advised  to  remain  at  home 
for  1 week,  solely  because  of  the  appear- 
ance while  the  areas  are  healing. 

Improvement  varies  from  20  per  cent  to 
50  per  cent  after  the  first  treatment.  The 
maximum  improvement  is  noted  in  three  to 
six  months. 

A single  planing  may  suffice,  but  in  some 
patients  with  more  recalcitrant  scars,  up 
to  four  planings  are  needed  for  maximum 
improvement.  The  planing  usually  may  be 
repeated  at  three  month  intervals  or  at  the 
discretion  of  the  physician. 

Sequelae 

The  most  common  sequela  is  erythema 
which  usually  persists  for  six  to  eight  weeks. 

In  susceptible  individuals  the  erythema- 
tous site  will  become  hyperpigmented  for 
six  to  eight  months,  until  these  areas  grad- 
ually disappear. 

The  appearance  of  multiple  milia  may 
occur,  with  superficial  planing;  however 
these  may  be  simply  removed. 

Hypertrophic  scarring  and  keloids  have 
been  reported  but  the  percentage  is  excep- 
tionally low. 

Grooving  and  gouging  of  planed  areas 
may  ensue  if  proper  pressure  is  not  ap- 
plied. 

Eczematization,  usually  a contact,  may 
affect  the  newly  planed  sites  within  the 
first  four  weeks.  Improper  soaps,  strong 
local  sulfur  applications,  cosmetics,  and 
resins  from  hair  sprays  are  the  common 
incriminating  agents. 

Stimulation  of  junctional  type  naevi  and 
melanomas  is  a possibility  of  superficially 
abrading  these  lesions.  It  is  best  to  avoid 
these  naevi  when  planing  an  area. 

Questionnaire 

The  following  questionnaire  was  sent  to 
120  patients: 

1.  Did  you  experience  any  pain  during 
the  procedure? 

2.  How  long  did  the  redness  remain 
present  on  your  skin? 

3.  How  soon  after  planing  were  you 
able  to  resume  your  normal  duties? 


Tetracycline  Lederle 


in  the  treatment  of 

infections  in  surgery 


The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 


For  example,  Albertson  and  Trout'  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates- used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 


As  a prophylactic  and  as  a therapeutic. 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 


Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


I 

fiiu 


filled  sealed  capsule® 


‘Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 

‘Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid,  pp.  603-607. 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  CYANAMtD  COMPANY 

PEARL  RIVER.  NEW  YORK 

*HEG.  U.S.  PAT.  OFF. 

PHOTO  DATA:  AERIAL  CAMERA  WITH  K-2  FILTER 
AT  DUSK.  F.ll,  4/100  SEC.,  FAST  PAN  FILM 


''CHR0/1VC//V 


^ChiROf^ 


160 


Delaware  State  Medical  Journal 


July,  1956 


4.  How  many  planing  procedures  have 
you  had? 

5.  Do  you  consider  your  skin  improved? 

6.  If  improved,  what  percentage? 

7.  Have  you  noticed  a decrease  or  ab- 
sence of  active  acne  lesions  at  the 
planed  sites? 

8.  Would  you  recommend  planing  to 
your  family  or  friends  with  similar 
skin  conditions? 

9.  Would  you  repeat  the  procedure 
again,  if  deemed  necessary  for  fur- 
ther improvement? 

10.  Are  you  pleased  with  results  ob- 
tained? 

Answers  to  Questionnaire 

100  patients  of  120  returned  their  ques- 
tionnaires or  were  interrogated. 

74  were  female. 

26  were  male. 

Age  period  ranged  from  16  to  52. 

83  thought  the  procedure  was  painless. 

17  regarded  it  as  a painful  procedure  ob- 
jecting primarily  to  the  refrigerant. 

79  stated  that  the  erythema  persisted  for 

6 weeks. 

21  stated  that  the  erythema  disappeared 
after  8 weeks. 

3 had  a hyperpigmentation  lasting  for 
8 months. 

60  had  1 planing. 

32  had  2 planings. 

8 had  3 planings. 

91  considered  themselves  improved. 

9 did  not  notice  any  improvement. 

Percentage  of  Improvement 

No  improvement — 9 patients. 

20  per  cent  improvement — 6 patients. 

30  per  cent  improvement — 9 patients. 

40  per  cent  improvement — 20  patients. 

50  per  cent  improvement — 30  patients. 

60  per  cent  improvement — 10  patients. 

70  per  cent  improvement — 9 patients. 

80  per  cent  improvement — 6 patients. 

(4  patients  of  this  group  had  2 planings.) 

(2  patients  of  this  group  had  3 planings.) 

90  per  cent  improvement — 1 patient, 
(this  patient  had  3 planings.) 

74  per  cent  would  repeat  the  procedure. 

26  per  cent  would  not  repeat  the  proced- 
ure. 

87  per  cent  noticed  a decrea.se  in  the  ac- 
tivity of  their  acne  lesions. 


13  per  cent  thought  their  activity  re- 
mained status  quo. 

Comment 

Experience  alone  can  dictate  the  depth 
of  the  planing.  One  can  abrade  down  to 
the  sweat  gland  level,  since  epithelium  gen- 
erates from  hair  follicles  and  pilo-sebaceous 
units,®  and  since  the  face  is  richly  seeded 
in  these  units,  there  is  rapid  re-epitheliaza- 
tion  without  clinical  scarring. 

There  is  no  contraindication  to  planing 
younger  patients,  since  the  removal  of  pilo- 
sebaceous  units  is  conducive  to  lessened 
activity  of  an  acne  process.  If  there  should 
be  an  exacerbation  of  the  acne,  it  is  usual- 
ly limited  to  non-planed  areas. 

Previous  superficial  x-ray  therapy  is  no 
contraindication  to  planing. 

There  was  a tremendous  psychologic  up- 
hft  in  aU  patients  who  were  satisfied  with 
their  results.  Even  though  perfectly  smooth 
skin  is  impossible  to  obtain,  yet  satisfac- 
tory improvement  is  possible  in  all  patients. 

Conclusion 

Skin  planing  is  the  method  of  choice  for 
the  treatment  of  pitted  scars  produced  by 
acne.  Each  repeated  planing  will  give  im- 
proved results.  It  is  a safe  technique  which 
offers  the  patient  a ray  of  hope  for  the  im- 
provement of  his  scars.  This  method  will 
offer  more  for  improvement  of  scars  than 
any  other  procedure  that  we  have  at  our 
disposal  at  present.  Also,  there  is  less  like- 
lihood for  acne  lesions  or  cysts  to  appear 
at  the  planed  sites. 

I wish  to  reiterate  that  in  many  instances 
the  psychogenic  effect  far  out  weighs  the 
physiological  improvement. 

Medical  Arts  Building. 
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MASSIVE  GASTROINTESTINAL  HEMORRHAGE 
DUE  TO  ESOPHAGEAL  VARICES 

Angus  Cameron,  M.D.* 
and 

J.  F.  Hughes,  M.D.** 

Esophageal  varices  are  the  cause  of  bleed- 
ing in  8 to  10  per  cent  of  patients  with 
massive  hemorrage  from  the  upper  gastro- 
intestinal tract.  These  varices  are  second- 
ary to  portal  hypertension  which  is  a pres- 
sure exceeding  300  mm.  of  water  in  the 
portal  venous  system.  Portal  hyperten- 
sion, in  turn,  may  be  the  result  of  extra- 
hepatic,  intrahepatic  or  suprahepatic  block 
in  the  portal  venous  system.  The  bleeding 
usually  follows  erosion  or  perforation  of  a 
varix  due  to  a sudden  increase  in  pressure. 

Pathophysiology 

A major  revision  of  thought  concerning 
hepatic  circulation  was  started  in  1877 
when  Nikolai  von  Eck  reported  the  suc- 
cessful experimental  establishment  of  a 
porta-caval  shunt.  The  portal  vein,  ac- 
cording to  Whipple,  carries  about  75  per 
cent  of  the  blood  emptying  into  the  liver. 
This  blood  carries  nutrient  material  from 
the  gastrointestinal  tract  and  insulin  from 
the  pancreas,  but  very  little  oxygen.  The 
hepatic  arteries  convey  the  other  25  per 
cent  of  blood  which  carries  oxygen.-^ 

For  all  practical  purposes,  80  per  cent 
of  esophageal  varices  are  associated  with 
portal  or  Laennec’s  cirrhosis  (intra-hepatic 
block),  and  the  majority  of  the  remaining 
cases  fall  into  the  so-called  Banti’s  extra- 
hepatic  group.  Obstruction  to  the  portal 
venous  return  leads  to  dilatation  and,  final- 
ly, reverse  flow  in  this  valveless  venous  sys- 
tem. Esophageal  varices  are  one  of  the  col- 
lateral {X)rtal  systemic  venous  shunts  link- 
ing up  the  vasa  breva  and  left  gastric  veins 
of  the  portal  system  with  the  azygos  and 
hemi-azygos  vein  of  the  systemic  network. 
These  natural  compensatory  porta-caval 
shunts  are  not  sufficient  to  lower  the  portal 
pressure  and  prevent  esophageal  hemor- 
rhage. Other  collateral  portal  systemic 
shunts  do  occur  between  the  superior  and 
middle  hemorrhoidal  veins,  and  through  the 
retroperitoneal  venous  system.  The  work 
of  Herrick  and  Mclndoe  has  established 

* Former  Chief  Resident  in  Surgery,  Delaware  Hospital. 

**  Assistant  in  Surgery,  Delaware  Hospital. 


that  the  essential  physiologic  change  in  cir- 
rhosis is  a decrease  in  the  total  hepatic  vas- 
cular bed,  first  affecting  blood  flow  through 
the  sinusoids.  The  markedly  reduced  por- 
tal contribution  to  sinusoidal  flow  is  at  first 
partly  compensated  by  increased  flow  from 
the  hepatic  artery.  As  the  cirrhosis  pro- 
gresses arterial  inflow  is  gradually  shunted 
by  presinusoidal  arterio-venous  communi- 
cators into  the  portal  bed  to  draun  through 
portal  collaterals.  It  is  in  this  stage  of  the 
disease  that  the  hepatic  cells  become  anoxic 
and  portal  pressure  reaches  extreme  levels. 

Management  of  Patients 
Jahnke'  concluded  that  patients  with  se- 
vere liver  dysfunction  can  be  successfully 
operated  upon  if  several  factors  are  con- 
sidered. He  advocated  that  all  patients  re- 
ceive endotracheal  ether  anesthesia  and  the 
operation  be  performed  as  rapidly  as  pos- 
sible. He  also  advised  the  continuous  in- 
travenous infusion  of  aureomycin,  1 gram 
per  day  for  three  days,  and  then  the  oral 
administration  of  750  mgm.  daily  for  five 
days.  The  administration  of  this  antibiotic 
protected  the  blood  from  bacteria  or  bac- 
terial toxins  that  may  have  been  picked  up 
from  the  intestines  or  peripheral  circula- 
tion by  the  portal  system.  Shatten®  made 
a bacteriologic  study  of  the  portal  vein 
blood  in  man.  Portal  vein  blood  was  ob- 
tained and  cultured  from  25  patients  at  the 
time  of  laparotomy.  In  all  but  three  pa- 
tients, a sample  of  blood  was  obtained  for 
culture  concomitantly  from  an  arm  vein. 
He  found  a positive  culture  of  portal  vein 
blood  in  33  per  cent  of  the  patients.  The 
peripheral  vein  blood  obtained  concomi- 
tantly was  negative.  There  was  a predom- 
inance of  gram  positive  cocci.  The  results 
of  this  study  demonstrated  that  bacteria 
passed  from  the  gastrointestinal  tract  to 
the  liver  by  way  of  the  portal  vein.  He 
concluded  that  there  is  continual  seeding 
of  the  liver  by  bacteria  that  pass  from  the 
gastrointestinal  tract  to  the  liver  by  way 
of  the  portal  vein.  There  is  rationale  for 
sterilizing  the  gastrointestinal  tract  at  all 
instances  in  which  there  is  significant  de- 
gree of  impairment  of  hepatic  functions. 
Consequently,  there  is  rationale  for  steriliz- 
ing the  blood  stream  with  antibiotics  after 
porta-caval  shunt. 
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Surgical  Procedures  to  Relieve 
Portal  Hypertension 

At  the  present  time  there  is  no  indica- 
tion for  surgical  intervention  to  relieve  por- 
tal hypertension  in  cirrhotic  patients  with- 
out varices,  or  patients  with  varices  who 
have  not  bled.  The  possible  exception  to 
this  is  the  patient  who  has  hypersplenism 
associated  with  cirrhosis.  If  splenectomy  is 
performed  it  is  often  wise  at  this  time  to 
use  the  splenic  vein  which  is  considerably 
enlarged  to  form  a spleno-renal  shunt,  as  a 
prophylactic  measure  in  the  prevention  of 
later  portal  hypertension.'  However,  the 
production  of  a porta-caval  anastomosis  is 
superior  to  the  splenorenal  shunt.  On  an 
anatomic  basis,  the  porta-caval  shunt  is 
larger  because  of  the  larger  size  of  the  ves- 
sels involved.  It  is  more  direct,  in  that  the 
blood  traversing  the  shunt  runs  only  a few 
centimeters  from  the  main  tributary  (the 
superior  mesenteric  vein)  to  the  systemic 
system,  instead  of  having  to  course  through 
the  longer  splenic  vein  which  is  irregular 
and  tortuous.  An  end-to-side  porta-caval 
shunt  carries  nearly  all  of  the  splanchnic 
blood  from  the  moment  of  its  production 
and  is  independent  of  the  state  of  cirrhosis. 
It  must  then  have  a better  chance  of  re- 
maining its  original  size.  The  spleno-renal 
anastomosis  may  become  smaller  and  oc- 
clude during  certain  periods  when  the  por- 
tal hypertension  may  be  reduced  under 
various  physiological  conditions.  However, 
when  there  is  thrombosis  of  the  portal  vein 
or  the  portal  vein  has  undergone  cavernous 
changes,  it  is  impossible  to  do  a porta-caval 
shunt,  and  in  this  instance,  a spleno-renal 
shunt,  if  possible,  has  to  be  done. 

A patient  having  massive  hemorrhage 
from  esophageal  varices  is  in  a very  dan- 
gerous situation.  Immediate  steps  should 
be  made  to  pass  a Sengstaken-Blakemore 
tube.  This  may  cause  temporary  control 
of  bleeding.  However,  if  the  patient  con- 
tinues to  bleed  massively  with  the  tube  in 
place  he  is  then  considered  a candidate  for 
intra-esophageal  suture-ligature  of  the  vari- 
ces. 

The  operative  procedure,  with  left  trans- 
pleural approach,  is  performed  and  the 
method  of  direct  ligature  through  a longi- 


tudinal incision  in  the  esophagus  and  up- 
per stomach  is  carried  out.  Linton  treated 
14  patients  by  this  operation  and  only  had 
one  fatality  in  the  immediate  postoperative 
period.  Secondary  bleeding  occurred  in  five 
of  the  patients  between  the  second  week 
and  the  fifth  month  after  operation.  There- 
fore, he  emphasized  that  porta-caval  shunt 
should  be  performed  within  three  to  four 
weeks  of  the  primary  suture  operation. 

The  definitive  surgical  procedure  to  al- 
leviate portal  hypertension  is  the  porta- 
caval shunt.  If  ascites  is  present  and  does 
not  respond  to  medical  treatment,  porta- 
caval shunt  is  contraindicated.  If  ascites 
is  associated  with  the  cirrhosis  and  is  re- 
sponsive to  medical  treatment  the  patient 
can  be  operated  on  with  this  procedure  of 
porta-caval  shunt.' 

The  best  exposure  for  a porta-caval 
shunt  is  obtained  with  the  patient  in  a 
semi-lateral  position  through  a long,  oblique 
thoraco-abdominal  incision  extending  from 
just  above  the  umbilicus  through  the  eighth 
interspace  well  posterior  to  the  lumbar 
muscles.  It  is  advisable  to  do  a spleno- 
portogram as  soon  as  the  patient  has  been 
anesthetized.  If  the  portal  vein  is  patent 
a right  thoraco-abdominal  incision  will  be 
made.  If  it  is  not  patent,  a left  thoraco- 
abdominal incision  can  be  done.  In  the 
event  the  spleen  is  small  and  the  splenic 
vein  would  be  unsatisfactory  for  anastomo- 
sis with  the  left  renal  vein,  resection  of  the 
lower  portions  of  the  esophagus  and  the 
cardiac  end  of  the  stomach  should  be  con- 
sidered. Portal  portography  is  performed 
if  the  previous  spleno-portograph  is  unsat- 
isfactory. 

Prognosis 

Snell  noted  that  80  per  cent  of  patients 
with  cirrhosis  die  within  a year  of  their 
first  hemorrhage,  and  50  per  cent  of  deaths 
are  from  recurrent  hemorrhage.  Other 
studies  have  also  concluded  that  the  ma- 
jority of  patients  with  cirrhosis  will  die 
within  a year  of  the  first  bleeding  episode. 
Frequently,  varices  may  become  a danger- 
ous factor  in  cirrhosis  long  before  liver 
function  is  seriously  impaired,  and  bleeding 
constitutes  the  main  threat  to  life.'  Au- 
thoritative data  reveals  that  death  from 
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cirrhosis  per  se  occurs  in  only  about  15  per 
cent  of  patients  with  cirrhosis.-  Intercur- 
rent infection,  especially  pneumonia,  is 
usually  the  actual  cause  of  death.  When 
death  is  due  directly  to  cirrhosis,  about 
one-third  of  such  patients  die  of  hemor- 
rhage, and  two-thirds  die  of  progressive 
liver  failure.  However,  the  incident  of  hem- 
orrhage, fatal  and  non-fatal,  is  34  per  cent. 
The  operative  mortality  for  shunt  opera- 
tion is  dependent  upon  whether  or  not  the 
patient  is  a good  risk  according  to  Blake- 
more.  He  classified  patients  into  Group  A 
(good  risk)  and  Group  B (poor  risk). 
Group  A had  a mortality  rate  of  9.3  per 
cent.  Group  B had  a mortality  of  39.9  per 
cent.  Linton  reported  approximately  37  per 
cent  mortality  in  the  poor  operative  risk  pa- 
tient. The  laboratory  evaluation  of  liver 
function  helps  to  choose  a candidate  who  is 
a good  surgical  risk.  The  four  most  reliable 
laboratory  criteria  are  (1)  serum  albumin 
over  3 grams  lOOcc,  (2)  bromsulphalein  re- 
tention under  15  per  cent,  (3)  prothrombin 
time  60  per  cent  or  greater,  and  (4)  ce- 
phalin  flocculation  only  one  to  two  plus. 
The  poor  risk  group  have  laboratory  re- 
sults which  fall  short  of  these  minimums. 
Linton  considered  the  serum  albumin  level 
the  most  significant  single  test.  He  report- 
ed a mortality  rate  of  83  per  cent  when 
the  level  was  less  than  3 grams  per  cent. 
Linton*  reported  79  patients  in  1953.  These 
patients  had  cirrhosis  or  so-called  Banti’s 
syndrome.  Mortality  rate  was  15  per  cent. 
7.7  per  cent  of  the  patients  had  minor 
bleeding  episodes,  and  12  per  cent  had  ma- 
jor bleeding  episodes  since  the  shunt.  Only 
one  patient  died  of  hemorrhage  from 
esophageal  varices  after  the  shunting  pro- 
cedure. However,  most  of  his  shunts  were 
spleno-renal  anastomoses  and  probably  a 
large  number  became  occluded.  Jahnke’ 
reported  37  operations  performed  for  portal 
hypertension  and  esophageal  varices.  He 
had  a postoperative  mortality  of  two 
deaths.  Ten  of  these  patients  had  a serum 
albumin  level  less  than  3 grams  per  cent 
and  in  this  group  the  mortality  was  3.7  per 
cent.  Four  patients  had  levels  of  less  than 
2 grams  per  cent  and  there  was  one  fatality 
in  this  group. 


Case  Report 

The  patient  was  a 43  old  Negro  male 
who  had  a massive  gastric  hemorrhage  in 
November  1954.  He  denied  the  excessive 
use  of  alcohol.  Examination  revealed  a 
marked  pallor  and  hepatomegaly.  The 
hemoglobin  was  6.6  Gm.  per  cent  and  the 
prothrombin  time  was  100  per  cent.  The 
serum  albumin  was  2.2  Gm.  per  cent  and 
there  was  a 40  per  cent  Bromsulphalein 
retention.  He  received  10  liters  of  whole 
blood  by  transfusion,  following  which  the 
bleeding  stopped  and  his  hemoglobin  was 
11.0  Gm.  per  cent.  An  x-ray  of  the  barium- 
filled  esophagus  revealed  the  presence  of 
varices.  The  possibility  of  removal  of  these 
varices  by  surgical  means  was  discussed 
but  the  patient  refused  to  accept  this  treat- 
ment. 

He  was  again  seen  in  May  1955  com- 
plaining of  bleeding  from  the  mouth  and 
black  tarry  stools.  His  hemoglobin  again 
rose  to  normal  following  blood  transfusions 
and  his  bleeding  again  stopped.  At  this 
time  he  was  convinced  that  an  operative 
procedure  might  be  helpful.  On  June  17, 
1955  a porta-caval  shunt  with  an  end-to- 
side  anastomosis  was  performed.  During 
the  operation  the  pressure  in  the  omental 
vein  was  450  mm.  of  saline.  Following  the 
shunt  procedure,  the  pressure  in  the  portal 
system  dropped  to  250  mm.  of  saline.  A 
biopsy  specimen  was  taken  from  the  liver 
and  showed  portal  cirrhosis. 

It  was  noted  that  during  the  procedure 
the  formation  of  ascites  could  be  observed 
for  the  first  time  in  this  patient.  His  im- 
mediate postoperative  course  was  difficult, 
with  increasing  ascites  and  anorexia.  It 
was  felt  at  one  time  that  he  was  in  pending 
hepatic  coma.  For  this  reason  he  was  start- 
ed on  10  mgm.  of  metacortin  four  times 
daily,  and  there  was  a remarkable  change 
in  his  condition.  He  began  to  eat,  to  feel 
well,  and  to  get  out  of  bed.  However,  the 
ascites  persisted  and  he  became  quite  gen- 
erally edematous.  At  this  point  he  was 
transferred  to  the  Medical  Service  and 
treated  with  repeated  mercurials.  These 
drugs  caused  considerable  diuresis.  The 
patient  appeared  to  be  in  a “dry”  condi- 
tion. He  was  tapered  from  his  metacortin. 
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He  was  discharged  August  30,  1955.  At 
present  he  is  doing  well.  He  has  few  com- 
plaints and  is  doing  light  work.  He  has  had 
no  gastrointestinal  bleeding  to  date. 

Conclusions 

We  believe  that  a patient  with  massive 
gastrointestinal  hemorrhage  due  to  bleed- 
ing esophageal  varices  associated  with  cir- 
rhosis of  the  liver  and  portal  hypertension 
should  be  treated  in  the  following  manner. 
First,  a Sengstaken-Blakemore  tube  should 
be  inserted  for  control  of  the  hemorrhage. 
Second,  if  hemorrhage  cannot  be  controlled, 
intra-esophageal  suturing  of  the  bleeding 
varices  should  be  performed.  Third,  if  the 
patient  has  no  ascites  a shunt  procedure 
should  be  done,  preferably  an  end-to-side 
porta-caval  shunt,  three  to  four  weeks  later. 
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CAUSTIC  ESOPHAGEAL  BURNS 
Review  of  the  Literature 

James  M.  Hofford,  M.D.* 

The  caustic  agents  which  commonly 
damage  the  esophagus  are  alkalis  and 
acids.’  The  alkalis  cause  more  serious  dam- 
age because  they  penetrate  the  deep  layers 
of  the  esophagus  by  a liquefying  necrosis. 
The  acids,  causing  a coagulative  necrosis, 
usually  involve  only  the  superficial  layers. 

Frequently,  a patient  states  that  he  took 
some  caustic  material  into  his  mouth  but 
spit  it  out  immediately.  This  raises  the 
question  of  whether  any  of  the  material 
actually  made  contact  with  the  esophagus. 
It  should  be  emphasized  that  it  is  quite 
possible  under  these  circumstances  that  the 
patient  may  still  burn  his  esophagus.  The 
caustic  material  mixes  with  the  saliva  and, 
on  subsequent  swallowing,  a small  amount 
of  the  material  does  go  down  the  esophagus. 
The  concentration  of  the  ingested  sub- 
stance does  not  have  to  be  great  to  injure 
the  esophagus. 

* Assistant  Medical  Resident.  Delaware  Hospital. 


There  are  two  factors  involved  in  esopha- 
geal burns;  one  is  the  concentration  of  the 
substance,  and  the  other  is  the  time  of  con- 
tact with  the  esophageal  mucosa. 

One  investigator  has  found  the  follow- 
ing: 

Sodium  hydroxide 

3.8  per  cent — 10  seconds  contact  with 
esophagus  involves  the  mucosa,  the  sub- 
mucosa and  inner  longitudinal  layer  of 
muscle. 

10.7  per  cent — Necrosis  to  the  circular 
muscle. 

16.4  per  cent — Necrosis  to  the  outer  lon- 
gitudinal layer  of  muscle. 

22.5  per  cent — Penetrates  the  entire 
esophagus. 

This  is  of  significance  when  one  considers 
that  washing  powders  which  are  in  use  to- 
day have  concentrations  of  caustic  soda 
varying  from  8 per  cent  to  50  per  cent. 

Stothers^  of  New  York  listed  in  a paper 
47  chemicals  which  had  caused  esophageal 
burns.  The  substances  are  listed  in  the 
table  below: 


Substance  Total  Cases 

Strictures 

Lye 

22 

12 

Ammonia 

8 

3 

Iodine 

7 

0 

Lysol 

3 

1 

Phenol 

2 

1 

Mercury  bichloride 

2 

0 

Sulfuric  acid 

1 

0 

Sodium  hypochlorite 
(Clorox) 

1 

0 

Hydrochloric  acid 

1 

1 

47 

18 

Iodine,  which  patients  often  ingest  in  sui- 
cidal attempts,  did  not  cause  a single 
esophageal  stricture  in  this  series.  How- 
ever, in  a paper  by  Daly,’  there  were  two 
cases  of  stricture  due  to  iodine. 

Owens  had  131  cases  of  chemical  esopha- 
geal burns  and  listed  the  chemicals  in- 
volved. In  his  series,  20  patients  developed 
strictures,  19  of  which  were  due  to  lye;  one 
stricture  was  due  to  the  ingestion  of  Clini- 
test  tablets  which  contain  lye.  Lye  is  one 
of  the  main  causes  of  esophageal  burns. 

Hung,  Huang  and  Lai,^  from  Taipeh, 
Taiwan,  report  that  KiYU,  or  potassium 
carbonate,  which  is  a household  lye  used 
in  preparing  food  in  that  country,  is  a com- 
mon cause  of  esophageal  burns. 
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We  conclude  from  the  above  that  if  a 
patient  has  ingested  lye  he  should  be  treat- 
ed vigorously  as  if  the  esophagus  had  been 
burned.  If  the  patient  has  not  ingested  lye, 
the  treatment  may  be  more  conservative. 

There  are  four  main  stages  in  the  de- 
velopment of  an  esophageal  burn.  These 
are  (1)  necrosis,  (2)  ulceration,  (3)  granu- 
lation, and  (4)  scar  formation. 

During  the  first  two  weeks,  the  acute 
phase,  the  necrotic  area  is  surrounded  by 
inflammation.  The  necrotic  area  sloughs 
and  leaves  an  ulcer.  Characteristically 
these  areas  of  ulceration  are  found  in  the 
following  locations:  (1)  oral  pharynx;  (2) 
epiglottis;  (3)  posterior  surface  of  the 
arytenoids;  (4)  cricopharyngeus;  (5)  cross- 
ing of  the  left  main  bronchus;  (6)  cardia. 
In  the  second  week  all  coats  of  the  esopha- 
gus are  involved  in  the  surrounding  zone 
of  inflammation,  and  this  makes  the  esoph- 
agus itself  thick  and  semi-rigid.  During 
the  third  week,  granulation  tissue  moves 
into  the  ulcerated  area;  fibroblasts  lay 
down  collagen  and  collagen  fibers,  so  that 
during  the  process  of  healing,  which  takes 
months,  areas  of  scar  tissue  form  between 
areas  of  inflammation,  and  eventually  the 
granulation  tissue  and  final  scar  replace  the 
area  of  inflammation  and  ulceration.  When 
the  whole  process  has  burned  itself  out,  we 
find  that  fibrous  tissue  has  replaced  the 
esophageal  muscle  layers,  and  that  the 
esophageal  mucosa  is  composed  of  stratified 
epithelium  which  is  devoid  of  glands. 

Pathological  changes  may  be  found  not 
only  in  the  esophagus  and  its  walls,  but  if 
the  esophagus  is  penetrated  the  patient 
may  develop  a para-esophagitis,  pleurisy, 
pericarditis,  mediastinitis  and  even  bron- 
cho-esophageal fistula.  During  the  initial 
stages  of  esophageal  burns  the  clinician 
should  carefully  examine  the  chest  for  any 
signs  of  the  above  complications. 

McKibben  and  Lee’  state  that  when  cor- 
rosives are  swallowed,  the  stomach  as  well 
as  the  esophagus  may  be  involved,  and 
stenosis  may  develop  in  the  stomach.  They 
presented  four  cases  with  stenosis  of  the 
esophagus  and  stomach.  Three  were  due 
to  sodium  hydroxide,  and  one  was  due  to 
hydrochloric  acid. 


In  1948  Gray  and  Holmes'*  reviewed  the 
literature  as  far  back  as  1882.  They  found 
that  pyloric  stenosis  was  usually  caused  by 
hydrochloric  acid.  They  listed  a total  of 
139  cases  of  pyloric  stenosis  due  to  the  in- 
gestion of  corrosives.  It  is  usually  thought 
that  alkalis  are  neutralized  by  the  normal 
acid  content  of  the  stomach  and  therefore 
do  not  injure  the  stomach.  The  ingestion 
of  acids  may  be  injurious  to  the  gastric 
wall  as  they  are  not  neutralized  in  the 
stomach.  Sulfuric  acid  can  cause  damage 
to  the  esophagus  and  the  stomach.  It  is 
not  a common  cause  of  pyloric  stenosis  be- 
cause its  ingestion  causes  almost  immediate 
death. 

The  clinical  course  of  esophageal  burns 
can  be  divided  into  three  phases: 

The  acute  phase,  which  lasts  about  three 
days,  is  associated  with  severe  pain,  dys- 
phagia, and  a slight  rise  in  temperature. 

The  intermediate  phase  lasts  two  to  six 
weeks.  It  is  the  phase  which  deceives  the 
patient  and  the  physician.  There  is  grad- 
ual improvement  and  disappearance  of 
symptoms  which  leads  one  to  believe  that 
all  is  going  well. 

The  chronic  phase  begins  during  the 
third  to  sixth  week  and  lasts  indefinitely. 
It  is  during  this  time  that  the  dysphagia 
returns. 

Marchand'  lists  some  important  signs 
and  symptoms  of  esophageal  burns.  Shock 
may  be  seen.  One  cannot  tell  from  the 
appearance  of  an  esophageal  burn  whether 
or  not  a stricture  will  form.  Marchand  felt 
that  oral  burns  may  be  considered  as  pre- 
sumptive evidence  of  esophageal  injury.  He 
observed  that  pain  was  present  only  during 
the  first  few  hours  after  esophageal  injury, 
and  then,  when  the  sensory  nerve  endings 
were  destroyed,  the  pain  disappeared.  Re- 
currence of  pain  in  these  patients  often 
suggested  perforation  of  the  esophagus  with 
mediastinitis  or  some  other  complication. 
Vomiting  or  retching  is  often  present,  and 
one  should  look  carefully  in  the  vomitus 
for  tissue  or  casts  of  the  esophagus.  Casts 
of  the  esophagus  have  been  seen  at  the  end 
of  the  first  week.  Anemia  is  sometimes 
seen.  Acute  dysphagia  due  to  oral  pain  is 
never  complete,  and  lasts  only  three  to  five 
days.  If  dysphagia  persists  longer,  the 
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pharynx  or  esophagus  are  surely  involved. 
Coughing  on  swallowing  is  sometimes  seen. 
This  is  due  to  anesthesia  of  the  larynx. 
Laryngeal  spasm  causes  suffocation,  but 
when  the  larynx  relaxes  there  is  an  inrush 
of  air  and  some  caustic  may  enter  the 
lungs.  Three  patients  who  died  within  48 
hours  had  corrosive  lesions  of  the  treachea 
and  bronchi,  with  pulmonary  edema. 
Hoarseness  may  be  due  to  laryngeal  in- 
volvement. 

Once  a stricture  has  developed  in  the 
esophagus,  the  physician  should  be  on  the 
alert  at  all  times  for  the  development  of 
secondary  complications.  One  of  the  most 
common  of  these  is  pulmonary  disease,  such 
as  bronchitis,  pneumonia,  bronchiectasis,  or 
lung  abscess.  Esophageal  strictures  of  long 
standing  may  sometimes  become  malignant. 
Bigger  and  Vinson®  reported  200  cases  of 
lye  burns.  Carcinoma  develop>ed  at  the 
stricture  site  in  seven  cases. 

Probably  the  most  important  phase  in 
the  treatment  of  esophageal  burns  is  dem- 
onstrating the  presence  of  a burn  in  the 
esophagus.  It  is  difficult  to  tell  whether  or 
not  the  esophagus  has  been  injured  in  a 
case  of  caustic  ingestion,  even  though  the 
mouth  and  surrounding  areas  have  been 
burned.  There  are  two  methods  which  can 
be  u.sed  in  diagnosis,  x-ray  and  esopha- 
goscopy. 

X-ray  is  of  unquestionable  value  once 
the  stricture  has  developed.  Whether  or 
not  x-ray  can  be  used  in  the  diagnosis  of 
burns  during  the  acute  phase  is  question- 
able. Marchand  has  described  x-ray  pat- 
terns in  esophageal  damage.  He  states  that 
there  are  four  main  patterns.  In  the  first, 
barium  enters  the  trachea.  This,  he  states, 
shows  only  that  the  larynx  has  been  injured 
and  due  to  the  anesthesia  of  the  larynx, 
aspiration  of  foreign  material  is  allowed.  In 
the  second  pattern  the  esophagus  is  found 
to  be  completely  atonic.  He  noted  six  such 
cases,  and  found  that  they  all  developed 
stricture.  In  the  third  pattern  the  esopha- 
gus is  narrow  and  rigid.  He  has  seven  such 
patients,  each  of  which  developed  exten- 
sive tubular  stricture.  The  fourth  x-ray 
pattern  is  that  of  the  irritable  esophagus. 
Of  ten  cases  of  irritable  esophagus,  three 
developed  moderate  stricture,  four  local 


fibrosis,  and  three  no  injury  at  all. 

There  seems  to  be  little  doubt  among 
most  writers  on  esophageal  damage  that 
esophagoscopy  is  the  most  useful  and  most 
accurate  method  of  localizing  and  proving 
the  presence  of  esophageal  burns.  Daly' 
stated  that  every  patient  seen  in  his  clinic 
who  had  a history  of  ingestion  of  corrosive 
material  was  examined  with  the  esophagos- 
copy. General  anesthesia  was  used  for  those 
patients  who  were  unable  to  cooperate 
easily.  He  felt  that  it  was  safer  to  pass  the 
esophagoscope  during  the  first  two  weeks. 
He  also  stated  that  the  esophagoscope 
should  be  passed  down  to  the  level  at  which 
a burned  area  could  first  be  seen.  It  should 
not  be  passed  over  the  burned  area,  but 
should  be  withdrawn. 

The  treatment  of  esophageal  burns  is 
well  outlined  by  Cody®  in  1954.  The  fol- 
lowing are  listed  as  emergency  measures: 

(1)  Patient  can  be  given  weak  vinegar 
and  copious  amounts  of  water,  diluted 
orange  juice,  or  2 per  cent  acetic  acid  in 
an  attempt  to  neutralize  the  caustic. 

(2)  Small  amounts  of  cream  or  olive  oil 
may  be  given  in  an  attempt  at  neutraliza- 
tion and  to  provide  a protective  covering. 

(3)  As  soon  as  possible  a regular  diet  is 
given. 

(4)  On  the  fourth  to  fifth  day,  the  pa- 
tient is  examined  carefully.  First  the  mouth 
and  hypopharynx  are  examined.  If  any 
burns  are  found  in  the  hypopharynx,  the 
patient  is  assumed  to  have  esophageal  le- 
sions and  is  treated  by  bouginage  with 
mercury-filled  rubber  dilators.  If  no  le- 
sions are  seen  in  the  hypopharynx,  the  pa- 
tient is  examined  with  the  esophagoscopy 
under  general  anesthesia.  If  esophagoscopy 
reveals  a lesion,  bouginage  is  begun  im- 
mediately, and  continued  daily  for  one 
month.  At  the  end  of  one  month  of  treat- 
ment the  patient  is  examined  a second 
time.  Anv  lesions  which  are  still  present 
are  an  indication  for  continuation  of  daily 
bouginage  for  one  month  further.  He  be- 
lieves that  the  esophagus  should  be  in  a 
state  of  complete  quiescence  before  treat- 
ments are  discontinued.  Most  of  these 
patients  after  being  discharged  from  the 
hospital  require  periodic  dilatation  in  the 
clinic.  Very  often,  if  dilatations  are  con- 
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tinued  over  long  periods  of  time,  patients 
learn  how  to  pass  their  own  dilators.  It 
is  of  interest  that  in  his  series  of  twenty- 
three  cases,  all  of  which  had  lip  and  mouth 
burns,  only  twelve  had  actual  esophageal 
damage. 

Whether  or  not  bouginage  is  the  proper 
method  of  treatment,  once  the  acute  phase 
has  been  passed,  is  a moot  point.  Daly' 
states  that  in  his  25  cases  of  corrosive 
esophagitis  treated  with  bouginage,  21  were 
left  with  normal  swallowing,  and  only  four 
developed  strictures.  Marchand  listed  the 
reports  of  three  investigators  who  used  Sal- 
zer’s  method  of  treatment.  Salzer’s  treat- 
ment consisted  of  using  mercury  weighted 
bougies  and  commencing  with  the  dilatation 
within  two  to  six  days  of  injury.  One 
group  reported  a total  of  131  cases  treated 
by  Salzer’s  method.  They  stated  that  11.4 
per  cent  developed  strictures,  and  88.6  per 
cent  in  the  end  had  no  dysphagia.  Another 
group  listed  41  cases  treated  by  Salzer’s 
method;  5 per  cent  of  these  developed 
stricture,  and  95  per  cent  in  the  end  had 
no  dysphagia.  The  third  group  listed  21 
cases  treated  by  this  method,  19  per  cent  of 
which  developed  stricture,  and  81  per  cent 
ended  with  no  dysphagia. 

Daly'  states  that  failure  of  the  bouginage 
treatment  is  shown  when  the  patient  is 
unable  to  swallow  a larger  bougie.  This 
usually  occurs  within  the  second  or  third 
week.  At  this  time  the  patient  should 
swallow  a string  in  order  to  maintain  the 
esophageal  lumen  for  bouginage  by  other 
methods. 

Often  in  the  Emergency  Room  the  prob- 
lem must  be  faced  whether  or  not  the 
patient’s  stomach  should  be  lavaged.  As 
mentioned  previously,  acids  are  not  neu- 
tralized in  the  stomach.  It  may,  therefore, 
be  wise  to  lavage  the  stomach  in  cases  of 
acid  ingestion,  in  order  to  prevent,  if  pos- 
sible, pyloric  stenosis. 

Stothers-  stated  that  gastric  lavage  was 
performed  in  14  of  his  acute  cases  and  no 
ill  effects  were  noted.  In  the  literature 
herein  reviewed  no  mention  was  made  of 
any  harmful  effects  of  passing  a gastric 
tube  or  lavaging  the  stomach. 

Other  methods  of  treatment  have  been 
attempted  in  order  to  circumvent  the  bou- 


ginage which  is  highly  uncomfortable  for 
the  patient.  In  1954  Owens'  in  Los  Ange- 
les had  131  cases,  20  of  which  developed 
stricture.  In  78  of  his  cases  a Levin  tube 
was  inserted  for  the  first  week.  He  stated 
that  of  all  the  cases  who  had  the  Levin 
tube  inserted,  only  three  developed  stric- 
ture. Patients  who  had  not  had  a Levin 
tube  had  a total  of  17  strictures  develop. 

Trules  Leegaard’"  proposed  external  eso- 
phagotomy  for  purposes  of  inserting  a tube. 
He  states  that  this  rests  the  esophagus, 
and  at  the  same  time  acts  as  a collar  me- 
diastinotomy.  It  also  provides  drainage, 
and  prevents  the  development  of  medias- 
tinitis.  He  states  that  47  patients  have 
been  treated  by  this  method  at  the  Riks 
Hospitalet,  and  Ulleval  Sykehus.  Forty- 
one  of  these  were  acute,  severely  burned 
patients.  Followup  of  these  41  cases  show- 
ed that  two  were  dead,  three  were  not 
found,  30  were  free  of  symptoms,  and  six 
had  some  permanent  symptoms. 

Once  the  diagnosis  of  an  esophageal  burn 
has  been  made,  regardless  of  the  method  of 
treatment  instituted,  the  question  arises 
as  to  whether  or  not  ACTH  or  cortisone 
would  be  of  value.  Clinical  studies  con- 
cerning this  are  not  available  at  the  pres- 
ent time,  but  basic  experiments  dealing 
with  laboratory  animals  are  available. 

Rosenberg  et  al"  in  1951  swabbed  the 
esophagus  of  26  rabbits  for  60  seconds  with 
5 per  cent  sodium  hydroxide.  In  this  ex- 
periment they  used  a control  group  and  a 
second  group  treated  with  cortisone.  They 
found  that  a majority  of  the  control  rab- 
bits survived;  all  of  the  survivors  developed 
esophageal  strictures.  Less  than  half  of 
the  group  given  cortisone  survived.  A large 
number  of  the  cortisone  treated  rabbits 
died  of  suppurative  complications  such  as 
mediastinitis,  empyema,  lung  and  liver  ab- 
scesses, pneumonia,  and  submucosal  ab- 
scesses of  the  esophagus.  It  seemed  quite 
striking,  however,  that  only  one  of  the  cort- 
isone treated  rabbits  that  survived  develop- 
ed a stricture.  The  rest  of  the  survivors 
were  stricture  free. 

Realizing  that  infection  played  a large 
role  in  the  mortality  among  the  cortisone 
treated  group  the  experiment  was  repeated 
in  1953.  This  time  Rosenberg'^  had  three 
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groups  of  rabbits,  a control  group,  a cort- 
isone treated  group,  and  a cortisone-pen- 
icillin treated  group. 

He  found,  as  in  1951,  that  nearly  all  of 
the  control  rabbits  survived  and  most  of 
them  developed  esophageal  strictures.  A 
large  proportion  of  those  treated  with  cort- 
isone alone  died  of  infection.  However, 
the  number  of  esophageal  strictures  among 
the  survivors  was  very  low.  In  the  group 
treated  with  penicillin  and  cortisone  a 
large  number  survived  and  very  few  devel- 
oped esophageal  strictures. 

In  1952,  Weisskopf^®  performed  similar 
experiments  upon  dogs.  He  had  a control 
group  and  a second  group  treated  with 
cortisone  and  terramycin.  He  found,  as 
had  Rosenberg,  that  most  of  the  control 
animals  survived  and  nearly  all  developed 
esophageal  strictures.  In  his  group  treated 
with  cortisone  and  terramycin  no  animal 
developed  an  esophageal  stricture. 

Kock  and  Floberg,^^  in  1953,  performed 
similar  experiments  using  cats.  They 
swabbed  an  area  of  the  esophagus  with  30 
per  cent  sodium  hydroxide.  The  object  of 
their  work  was  to  prove  that  combining 
penicillin  and  cortisone  in  the  treatment 
of  esophageal  burns  would  allay  the  for- 
mation of  fibrous  tissue.  They  believed 
that  cortisone  lessened  stricture  formation 
by  its  inhibition  of  fibroblastic  activity. 
They  thought  that  penicillin  prevented 
secondary  infection  and  the  subsequent  de- 
velopment of  granulation  tissue.  They 
found  that  cortisone  combined  with  pen- 
icillin resulted  in  the  least  damage  to  the 
esophagus  following  caustic  esophageal 
burns. 

Discussion 

In  view  of  these  experimental  data  plus 
the  ready  availability  of  polyethylene  tub- 
ing, ACTH  and  cortisone,  it  seems  justified 
to  suppose  that  the  time-honored  method 
of  treatment  of  esophageal  burns  may  soon 
be  modified. 

A logical  approach  to  therapy  would  con- 
sist of  immediate  symptomatic  treatment 
followed  as  soon  as  possible  by  definitive 
diagnosis.  This  would  be  accomplished  by 
examination  of  the  esophagus  with  the 
esophagoscope,  unless  contraindicated  be- 
cause of  lesions  in  the  hypopharynx.  The 


presence  of  a burn  would  be  indication  for 
antibiotic  therapy,  either  with  pienicillin  or 
terramycin.  Insertion  of  a Levin  tube  or 
polyethylene  tube  should  be  accomplished. 
Treatment  would  be  completed  by  giving 
cortisone  which  would  be  discontinued  im- 
mediately should  suppuration  ensue. 

Summary 

( 1 ) Esophageal  burns  are  reviewed 
from  the  standpoint  of  etiology,  pathology, 
and  clinical  course. 

(2)  Established  methods  of  treatment 
are  reveiwed  from  the  literature. 

(3)  Experim.ental  treatment  with  ster- 
oids is  reviewed. 

(4)  A possible  new  therapeutic  ap- 
proach based  on  experimental  evidence  is 
suggested. 
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MEDICAL  REVIEW 

ACUTE  NONSPECIFIC  PERICARDITIS 

A.  Henry  Clagett,  Jr.,  M.D.* 
Synonyms: 

Acute  nonsuppurative,  acute  serofibrin- 
ous, acute  idiopathic,  primary  idiopathic, 
acute  benign  and  acute  relapsing  pericardi- 
tis. 

Definition: 

Acute  nonspecific  pericarditis  is  a clin- 
ical syndrome  due  to  inflamation  of  the 
pericardium,  the  etiology  of  which  is  un- 
known. 

*Chief.  Cardiovascular  Section  Memorial  Hospital. 
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Symptoms: 

The  most  characteristic  symptom  is  chest 
pain,  precordial  or  substernal,  that  may  be 
severe  and  sustained;  it  usually  is  aggra- 
vated by  deep  breathing,  motion,  coughing 
and  swallowing.  The  onset  of  pain  is  sud- 
den and  accompanied  by  fever.  There  fre- 
quently is  a history  of  an  upper  respiratory 
infection  approximately  two  weeks  before 
the  onset  of  symptoms. 

Physical  findings: 

The  one  consistent  finding  is  the  presence 
of  a pericardial  friction  rub  which  appears 
with  the  onset  of  the  symptoms  and  usually 
persists  for  several  days. 

Laboratory  findings: 

Leucocytosis  and  elevated  erythrocyte 
sedimentation  rate  are  present  at  the  onset 
of  symptoms.  X-ray  examination  of  the 
chest  may  show  evidence  of  pericardial  ef- 
fusion. Electrocardiographic  (ECG) 
changes  (fig.  1)  consist  of  elevated  ST  seg- 
ments and  inverted  T waves,  the  QRS  com- 
plexes remaining  normal.  A characteristic 
feature  is  the  rapid  change  in  the  ECG, 
changes  occuring  to  and  from  normal  dur- 
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ing  a short  period  of  time.  This  rapid 
change  is  contrasted  to  the  slower,  progres- 
sive change  seen  as  the  result  of  myocardial 
infarction. 

Differential  diagnosis: 

Rheumatic  fever  and  tuberculosis  must 
be  ruled  out  in  every  patient  who  has  peri- 
carditis. This  is  rarely  difficult  because  the 
pericarditis  associated  with  these  condi- 
tions usually  is  painless,  more  likely  to  de- 
velop effusion  and  less  likely  to  show  rapid 
ECG  changes.  Cases  have  been  reported  in 
which  pericarditis  was  mistaken  for  an 
acute  abdominal  disease;  indeed,  one  pa- 
tient was  operated  upon  for  a suspected 
acute  appendicitis.  Abdominal  symptoms 
are  the  exception,  however,  rather  than 
the  rule.  The  most  important  disease  from 
which  pericarditis  must  be  differentiated 
is  acute  myocardial  infarction  (table  1). 
The  patient  with  pericarditis  rarely  de- 
velops shock  but  this  is  a common  com- 
plication of  myocardial  infarction.  The 
patient  with  myocardial  infarction  develops 
fever,  leucocytosis  and  increased  erythro- 
cyte sedimentation  rate  on  about  the  third 
day  of  the  disease  while  these  findings 
occur  at  the  onset  of  pericarditis. 
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D 1 F F E R E 

N T 1 A L D 1 A 

G N 0 S IS 

ACUTE  NONSPECIFIC 
PERICARDITIS 

ACUTE  MYOCARDIAL 
INFARCTION 

1 

c 

PAIN 

Severe  - may  be  aggravated  by 
moving-  breathing  • coughing 

Severe  - usually  constant 

o 

z: 

TEMP  -W.B.C.-SED.RATE 

Immediate 

Delayed 

_J 

FRICTION  RUB 

Immediate  - persistent 

Delayed  - evanescent 

o 

PAST  HISTORY 

Frequent  U.R.I. 

Frequent  angina 

T WAVES 

Inverted 

Inverted 

o 

o 

S-T  SEGMENTS 

Elevated  - no  reciprocal 
depression 

Elevated  - usually  some 
reciprocal  depression 

LlJ 

QRS  COMPLEXES 

Normal 

Usually  abnormal 

CHANGES 

Rapid  - transitory 

Gradual  - progressive 

Table  1 
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4-4-50 


4-5-50 


or  contributed  to  the  comfort  of  the  pa- 
tient. 

Summary: 

Acute  nonspecific  pericarditis  is  a self- 
limiting  disease.  It  is  important  that  a 
proper  differential  diagnosis  be  established 
between  it  and  acute  myocardial  infarction. 
Accurate  diagnosis  will  save  the  patient 
from  the  physical  and  phychological  trau- 
ma that  frequently  occurs  following  the 
diagnosis  of  myocardial  infarction. 


4-6-50 


4-10-50 


Fig.  1 

Fig.  1 — Tracings  over  a six  day  period  in  case  of  acute 
benign  pericarditis  in  healthy  young  adult  admitted  to 
hospital  for  ‘myocardial  infarction".  Note  the  rapid 
development  with  rapid  return  to  normal  of  the  ST  seg- 
ment elevation  and  inverted  T waves;  QRS  normal  through- 
out. (From  Clagett,  A.  H.  Jr.  "Electrocardiographic  Note- 
book”. ) 


Prognosis: 

The  prognosis  is  excellent  for  health  and 
life.  This  is  a non-fatal  disease  and  compli- 
cations do  not  occur.  The  tendency  to  fre- 
quent recurrences  is  an  annoying  rather 
than  dangerous  feature. 


Treatment: 

The  treatment  of  this  condition  is  symp- 
tomatic. The  pain  frequently  is  relieved  by 
an  ice  bag  applied  to  the  percordium.  It 
is  reasonable  to  assume  that  all  of  the  anti- 
biotics have  been  used  in  the  treatment  of 
this  disease.  The  evaluation  of  any  drug 
therapy  is  difficult,  particularly  when  one 
is  studying  a self-limiting  disease,  remark- 
ably free  of  sequellae.  It  is  doubtful  if  the 
administration  of  any  antibiotic  has  ap- 
preciably altered  the  course  of  this  disease 
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“Urology  Award  - The  American  Urolo- 
gical Association  offers  an  annual  award  of 
$1000  (first  prize  of  $500,  second  prize 
$300  and  third  prize  $200)  for  essays  on 
the  result  of  some  clinical  or  laboratory  re- 
search in  Urology.  Competition  shall  be 
limited  to  urologists  who  have  been  grad- 
uated not  more  than  ten  years,  and  to 
hospital  internes  and  residents  doing  re- 
search work  in  Urology. 

The  mirst  prize  essay  will  appear  on  the 
program  of  the  forthcoming  meeting  of  the 
American  Urological  Association,  to  be  held 
at  the  Hotel  William  Penn,  Pittsburgh, 
Pennsylvania,  May  6-9,  1957. 

For  full  particulars  write  the  Executive 
Secretary,  William  P.  Didusch,  1102  North 
Charles  Street,  Baltimore,  Maryland.  Es- 
says must  be  in  his  hands  before  December 
1,  1956.” 
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Pending  the  appointment  of  an  Editorial 
Board,  the  editorial  policy  of  the  Journal 
will  be  determined  by  the  Publication  Com- 
mittee. 

Every  attempt  will  be  made  to  uphold 
the  high  standards  of  Editorship  set  by 
Dr.  Bird.  Please  remember,  however,  that 
Dr.  Bird  devoted  a major  portion  of  his 
life  to  this  Journal  being,  in  length  of  serv- 
ice, the  senior  state  journal  editor  in  the 
entire  country.  On  the  other  hand,  we  are 
entering  a new  field  with  limited  time  avail- 
able to  devote  to  its  duties. 

This  is  your  Journal  and  we  will  do 
everything  possible  to  give  you  the  type 
of  journal  that  you  desire.  We  can  not 
read  your  mind  but  your  Editor’s  door  is 
wide  open  and  he  will  appreciate  criticism, 
especially  of  a constructive  nature. 

It  would  be  helpful  if  we  could  find  agree- 
ment on  several  basic  ideas: 


rials  + 

The  primary  function  of  a State  Journal 
is  to  publish  medical  news,  the  proceedings 
of  the  House  of  Delegates  and  the  scientific 
papers  read  at  the  Annual  Meeting. 

A State  Journal  should  be  a general 
journal,  published  for  the  benefit  of  physi- 
cians of  varied  interests.  For  this  reason, 
articles  limited  to  reports  of  detailed  re- 
search that  would  interest  only  a small 
number  of  individuals  have  no  place  in  this 
type  of  journal.  Instead,  the  review  article 
is  a more  suitable  medium  to  keep  the  aver- 
age physician  informed  of  the  progress  oc- 
curing  in  other  branches  of  medicine. 

It  is  our  belief  that  the  review  article  is 
of  great  value  and  interest  and  we  have 
arranged  for  articles  on  various  subjects  to 
be  written  by  medical  teachers.  These  will 
appear  monthly  under  the  heading  of 
“Medical  Review”.  The  first  three  review 
articles  will  be  written  by  local  physicians 
because  of  their  willingness  to  submit  ma- 
terial in  time  to  meet  the  publication  sched- 
ule; this  fact  is  offered  as  an  explanation, 
not  an  apology. 

A State  Journal  should  provide  an  out- 
let for  publication  of  material  written  by 
local  physicians.  It  is  doubtful,  however, 
if  any  journal  could  long  survive  on  such 
a limited  diet.  There  is  a need  for  articles 
written  by  physicians  from  other  localities, 
particularly  from  teaching  centers.  Main- 
taining a proper  balance  between  these  dif- 
ferent types  of  material  is  a primary  duty 
of  the  editor  and  his  associates. 

Finally,  we  believe  in  the  case  report. 
This  valuable  medium  of  expression  should 
form  the  backbone  of  any  local  journal.  It 
is  unfortunate  that  most  physicians  are  de- 
terred from  contributing  to  the  literature 
through  this  medium  by  the  mistaken  idea 
that  the  case  report  is  a thing  of  the  past. 
They  think  that  a case  report  should  in- 
clude a detailed  review  of  the  literature  but 
this  is  not  true.  A short,  concise  case  re- 
port without  review  of  the  literature  is  a 
highly  desirable  item. 

This  is  your  Journal.  Tell  us  what  you 
want. 
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DISABILITY  FREEZE 

Editor’s  note:  The  members  of  the  Ad- 

visory Committee  to  the  Department  of 
Health,  Education  and  Welfare  were  re- 
sponsible for  establishing  the  medical  stand- 
ards for  the  determination  of  disability 
under  the  recent  revision  of  the  Social  Se- 
curity Act.  It  was  also  the  responsibility 
of  the  Advisory  Committee  to  inform  the 
profession  of  the  results  of  their  work  so 
that  physicians  and  patients  would  be  able 
to  utilize  properly  the  provisions  of  the  new 
law. 

The  following  article  is  the  material  dis- 
tributed by  the  Committee.  Dr.  Lemuel 
C.  McGee,  Wilmington,  is  a member  of  the 
Committee. 

In  recent  months  many  physicians  have 
heard  from  patients  about  the  disability 
freeze  provision  in  the  social  security  law. 
This  provision,  added  to  the  old-age  and 
survivors  insurance  program  in  1954,  per- 
mits people  who  have  prolonged  total  dis- 
ability to  apply  to  have  their  social  security 
records  frozen  for  the  period  of  their  dis- 
ability. Thus,  the  time  when  they  could 
not  work  and  so  had  no  earnings  credited 
to  their  social  security  accounts  does  not 
count  against  them  in  determining  their 
rights  to  benefits,  nor  the  amount  of  bene- 
fits which  will  be  payable  to  them  at  age 
65,  or  to  their  families  in  case  they  should 
die. 

Before  a worker’s  social  security  record 
can  be  frozen,  he  has  to  meet  certain  work 
requirements.  His  social  security  record 
up  to  the  time  of  his  disability  must  show 
that  he  was  in  fact  a worker,  with  a fairly 
regular  and  recent  work  history.  In  addi- 
tion, he  must  be  shown  to  have  medically 
determinable  physical  or  mental  impair- 
ment severe  enough  to  keep  him  from  en- 
gaging in  anv  substantial  gainful  activity — 
one  which  has  existed  for  more  than  6 
months,  and  is  expected  to  last  indefinitely 
or  end  in  his  death. 

Securing  The  Medical  Evidence  of  Disability 

The  medical  evidence  needed  to  estab- 
lish the  nature  and  severity  of  the  appli- 
cants disability,  the  date  it  began,  and  its 
prognosis  comes  from  the  doctor  who  has 
treated  the  worker  and  knows  his  case,  or 


the  hospital  or  institution  in  which  the 
worker  has  been  confined.  A Medical  Re- 
port form  was  designed  to  assist  the  physi- 
cian in  furnishing  the  needed  medical  evi- 
dence and  to  indicate  the  nature  and  ex- 
tent of  clinical  detail  which  would  be  neces- 
sary. It  is  given  to  the  applicant  for  the 
“disability  freeze”  and  he  is  asked  to  have 
it  filled  out  by  the  physician  most  familiar 
with  his  impairment.  The  form  itself  is 
modeled  closely  after  the  medical  report 
used  by  major  life  insurance  companies  in 
their  disability  claims  work.  In  adapting 
it  for  use  in  the  “freeze”  program,  the  rec- 
ommendations of  a Medical  Advisory  Com- 
mittee were  closely  followed.  This  Com- 
mittee, composed  of  well  qualified  repre- 
sentatives of  the  medical  and  related  non- 
medical professions,  gives  advice  and  guid- 
ance to  the  Social  Security  Administration 
on  the  medical  aspects  of  the  “disability 
freeze”  program. 

If  you  have  received  this  medical  form 
to  fill  out  for  any  of  your  patients,  you  are 
probably  aware  that  the  law  makes  the 
disabled  worker  responsible  for  seeing  that 
medical  evidence  is  submitted  for  him  and 
for  paying  any  costs  involved.  The  law 
does  not  permit  the  Government  to  pay  any 
costs  in  connection  with  securing  the  medi- 
cal evidence  needed  for  a determination 
of  disability.  You  mav  also  know  that  to 
insure  the  confidentiality  of  the  medical 
evidence,  the  medical  report  form  is  not  to 
be  retui^ned  to  the  patient,  but  is  to  be 
mailed  bv  the  phvs’cian  direct  to  the  local 
social  security  office.  This  office,  incidental- 
ly, is  ready  to  furnish  additional  informa- 
tion to  the  physician  concerning  the  medi- 
cal renort  form  and  the  operation  of  the 
disability  freeze. 

Determining  Disability 

Determinations  as  to  disability  based  on 
the  evidence  submitted  are  made  under  an 
agreement  with  the  Federal  Government, 
by  professional  members  of  an  agency  of 
the  State  in  which  the  applicant  resides. 
In  most  States,  this  is  the  vocational  re- 
habilitation agency.  Since  referral  of  dis- 
abled individuals  for  any  rehabilitative  serv- 
ices which  might  return  them  to  gainful 
work  is  an  important  aspect  of  the  pro- 
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gram,  each  person  applying  for  the  social 
security  disability  freeze  is  told  about  the 
availability  of  vocational  rehabilitation 
services. 

On  the  professional  team  in  the  State 
agency  at  least  one  member  is  a doctor  of 
medicine.  The  team  reviews  and  evaluates 
all  medical  evidence  assembled  in  the  appli- 
cants file,  as  well  as  such  non-medical  fac- 
tors as  age,  education  and  occupational  ex- 
perience. Certain  medical  guides  and  stand- 
ards, worked  out  with  the  advice  of  the 
Medical  Advisory  Committee  are  used  in 
the  consideration  of  the  medical  evidence. 
But,  although  these  guides  and  standards 
can  be  applied  in  most  cases,  they  are  not 
rigid  and  arbitrary.  The  final  determina- 
tion in  each  case  is  based  on  all  the  avail- 
able facts  on  the  individual’s  impairment 
and  vocational  history,  and,  there  is  con- 
sultation among  physicians  in  any  border- 
line situation. 

Guides  to  Filling  Out  the  Medical  Report  Form 

No  matter  how  good  the  standards,  nor 
how  considered  the  judgment  of  the  re- 
viewing team,  the  determination  reached 
can  be  no  sounder  than  the  evidence  upon 
which  it  is  based.  To  make  sure  that  he 
is  providing  sufficient  medical  evidence  for 
a prompt  and  fair  determination,  the  doc- 
tor will  want  to  consider  the  following 
guides  in  filling  out  medical  report  forms 
for  those  of  his  patients  who  have  applied 
for  the  social  security  disability  freeze: 

First,  include  sufficient  clinical  detail  to 
enable  the  reviewing  team  to  make  a 
sound  determination  as  to  the  severity 
and  extent  of  the  patient’s  current  con- 
dition; 

Second,  give  enough  of  the  clinical  his- 
tory to  provide  information  as  to  when 
the  disability  began,  and  when  it  became 
so  severe  as  to  keep  the  patient  from 
working; 

Third,  describe  the  probable  course  of  the 
condition  from  now  on,  so  that  a deci- 
sion can  be  reached  as  to  whether  the 
impairment  is  likely  to  continue  indefin- 
itely, or  end  in  death,  or  whether  it  is 
self-limiting,  or  remediable  in  the  forsee- 
able  future. 


Fiske  Essay  on  Infertility 

The  Trustees  of  America’s  oldest  medical 
essay  competition,  the  Caleb  Fiske  Prize  of 
the  Rhode  Island  Medical  Society,  an- 
nounce as  the  subject  for  this  year’s  dis- 
sertation “THE  PRESENT  DAY  TREAT- 
MENT OF  INFERTILITY’’.  The  dis- 
sertation must  be  typewritten,  double 
spaced,  and  should  not  exceed  10,000 
words.  A cash  prize  of  $350  is  offered. 
Essays  must  be  submitted  by  January  10, 
1957. 

For  complete  information  regarding  the 
regulations  write  to  the  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society, 
106  Francis  Street,  Providence  3,  Rhode 
Island. 

1957  Prize  Essay  Contest 

The  Council  on  Undergraduate  Medical 
Education  of  the  American  College  of 
Chest  Physicians  offers  three  cash  awards 
to  be  given  annually  for  the  best  contribu- 
tions prepared  by  undergraduate  medical 
students  on  any  phase  in  the  diagnosis  and 
treatment  of  chest  diseases  (heart  and/or 
lungs). 

Upon  the  recommendation  of  the  Coun- 
cil, which  was  approved  by  the  Board  of 
Regents  of  the  College  at  their  recent  an- 
nual meeting,  the  awards  will  be  increased 
for  the  1957  contest.  The  first  prize  will 
be  $500;  second  prize  will  be  $300;  and 
third  prize  $200.  Each  winner  will  also 
receive  a certificate  of  merit. 

The  winning  contributions  will  be  select- 
ed by  a committee  of  chest  specialists  and 
will  be  announced  at  the  23rd  Annual 
Meeting  of  the  American  College  of  Chest 
Physicians  to  be  held  in  New  York  City, 
May  29-June  2,  1957.  All  manuscripts  be- 
come the  property  of  the  American  College 
of  Chest  Physicians. 

Applicants  are  requested  to  study  the 
format  of  DISEASES  OF  THE  CHEST, 
the  official  journal  of  the  College,  as  to 
length,  form,  and  arrangement  of  illustra- 
tions to  guide  them  in  the  preparation  of 
the  essay.  A copy  of  the  College  journal 
will  be  sent  upon  request.  The  following 
conditions  must  be  observed: 

1.  The  completion  of  an  application 
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form,  which  may  be  obtained  by 
writing  to  the  Executive  Director, 
American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  Street, 
Chicago  11,  Illinois,  U.S.A. 

2.  Five  copies  of  the  manuscript  type- 
written in  English  (double  spaced) 
should  be  submitted  to  the  College 
offices  in  Chicago  not  later  than 
April  10,  1957. 

3.  The  only  means  of  identification  of 
the  author  shall  be  a motto  or  other 
device  on  the  title  page  and  a sealed 
envelope  bearing  the  same  motto  on 
the  outside,  enclosing  the  name  and 
address  of  the  author. 


Announcement  of  the  Van  Meter  Prize  Award 

The  American  Goiter  Association  again 
offers  the  Van  Meter  Prize  Award  of  $300.- 
00  and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work 
on  problems  related  to  the  thyroid  gland. 
The  award  will  be  made  at  the  annual 
meeting  of  the  Association  which  will  be 
held  in  the  Hotel  Statler,  New  York,  New 
York,  May  28,  29  and  30,  1957,  providing 
essays  of  sufficient  merit  are  presented  in 
competition. 

The  competing  essays  may  cover  either 
clinical  or  research  investigations,  should 
not  exceed  3,000  words  in  length  and  must 
be  presented  in  English.  Duplicate  type- 
written copies,  double  spaced,  should  be 
sent  to  the  Secretary,  Dr.  John  C.  Mc- 
Clintock,  149)4  Washington  Avenue,  Al- 
bany 10,  New  York,  not  later  than  January 
15,  1957.  The  committee  who  will  review 
the  manuscripts  is  composed  of  men  well 
qualified  to  judge  the  merits  of  the  com- 
peting essays. 

A place  will  be  reserved  on  the  program 
of  the  annual  meeting  for  the  presentation 
of  the  winning  essay  by  the  author  if  it  is 
possible  for  him  to  attend.  The  essay  will 
be  published  in  the  annual  proceedings  of 
the  Association. 


“The  Commission  on  Nutrition  of  the 
State  Medical  Society  is  now  making  avail- 
able a new  revised  edition  of  its  MANUAL 
OF  STANDARD  THERAPEUTIC 
DIETS.  The  first  edition,  issued  several 


years  ago,  proved  so  popular  that  supplies 
were  soon  exhausted. 

Over  30  separate  diets  are  presented. 
These  cover  a wide  variety  of  nutrition 
needs  from  liquid  diets  through  soft  diets 
to  various  types  of  modified  diets.  Recom- 
mended daily  dietary  allowances  are  given 
as  well  as  a food  composition  table  for  a 
short  method  of  dietary  analysis.  The 
Manual  is  being  sold  for  $1  per  copy. 

The  Manual  is  being  offered  at  no  charge 
to  all  Senior  Medical  Students  in  the  six 
medical  colleges  in  Pennsylvania.  Distri- 
bution of  the  Manual  to  this  group  will  im- 
press the  students  with  the  importance  of 
diet  therapy  in  medical  practice  and  will 
acquaint  them  with  one  of  the  most  impor- 
tant educational  services  of  the  State  Med- 
ical Society. 

You  may  obtain  copies  of  the  Manual  by 
sending  $1  in  cash,  check  or  money  order 
to: 

The  Commission  on  Nutrition 
230  State  Street 
Harrisburg,  Pennsylvania 


American  College  of  Physicians 
Receives  Research  Grant 

A research  grant  of  $43,100.00  has  been 
awarded  the  American  College  of  Physic- 
ians for  the  period  September  1,  1956, 
through  August  31,  1957,  by  the  Depart- 
ment of  Health,  Education,  and  Welfare  of 
the  Public  Health  Service  in  furtherance  of 
its  project  to  evaluate  internal  medicine  in 
hospitals.  This  project,  “to  establish  a 
minimal  standard  of  quality  and  efficiency 
of  the  practice  of  internal  medicine  in  hos- 
pitals,” was  initiated  in  early  1956,  by  the 
College’s  Committee  on  Criteria  for  Hos- 
pital Accreditation,  under  the  chairman- 
ship of  Dr.  Arthur  R.  Colwell,  Sr.,  F.A. 
C.P.,  Chicago. 

The  Director  of  the  study  is  Dr.  Marion 
A.  Blankenhorn,  F.A.C.P.,  Cincinnati,  who 
is  devoting  his  full  time  to  the  project.  A 
pilot  study  of  approximately  one  hundred 
representative  hospitals  is  being  conducted 
by  observing  practice  methods  with  par- 
ticular reference  to  internal  medicine. 
Twenty  or  more  mature  and  responsible 
physicians  are  being  sent  to  selected  sites 
to  observe  current  practices;  to  record  the 
type  of  patient  admitted  to  a hospital,  the 
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diseases,  length  of  stay  and  the  means  em- 
ployed for  diagnosis  and  treatment;  and  to 
classify  findings  - viz.,  approved,  provision- 
ally approved,  and  not  approved.  A search 
is  being  directed  to  the  mechanics  of  inter- 
nal medicine  as  practiced  in  a wide  variety 
of  circumstances  (large,  small,  voluntary, 
taxsupported,  private,  teaching  or  non- 
teaching), especially  the  use  of  clinical  la- 
boratory devices;  habits  of  consultation, 
and  use  of  ancillary  skills  such  as  physical 
medicine,  rehabilitation,  preventive  med- 
icine and  others.  Such  observations  and 
records  will  be  edited  by  the  Director  and 
reviewed  by  the  Committee  on  Criteria. 

Whereas  appraisal  of  medical  care  will 
be  the  primary  objective,  information  will 
be  gathered  also  regarding  internships  and 
residencies  in  Medicine  where  such  pro- 
grams exist.  Close  liaison  will  be  main- 
tained with  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical 
Association  and  appropriate  committees  in 
the  Association  of  American  Medical  Col- 
leges. The  Committee  does  not  suggest 
that  this  pilot  study  shall  substitute  for 
any  part  of  the  present  programs  of  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals or  the  Council  on  Medical  Education 
and  Hospitals  of  the  A.M.A.,  but  will  pro- 
ceed parallel  to  the  existing  programs  of 
both,  probably  leading  to  some  revision  in 
their  Internal  Medicine  policies  in  the 
future. 


Developments  in  surgical  research,  tech- 
niques and  philosophy  will  be  discussed 
during  the  world’s  largest  meeting  of  sur- 
geons, the  42nd  annual  Clinical  Congress 
of  the  American  College  of  Surgeons,  in 
San  Francisco,  October  8 through  12,  1956. 
More  than  10,000  surgeons,  physicians, 
students,  and  related  medical  personnel 
from  all  parts  of  the  nation  and  many  for- 
eign lands  are  expected  to  attend. 

Dr.  Frank  Gerbode,  San  Francisco,  As- 
sociate Professor  of  Surgery,  Stanford  Un- 
iversity School  of  Medicine,  is  Chairman  of 
the  local  Advisory  Committee  on  Arrange- 
ments. 

For  the  first  time,  student  representa- 
tives from  sixteen  medical  schools  will  at- 
tend the  Clinical  Congress,  at  College  ex- 


pense. The  College  believes  that  educa- 
tion obtained  through  attendance  at  scien- 
tific programs  such  as  the  Congress  is  as 
valuable  to  students  as  to  practicing  phy- 
sicians. in  support  of  this  belief,  and  in 
cooperation  with  Deans  of  approved  med- 
ical schools  of  this  country  and  Canada,  it 
is  planned  that  a number  of  senior  medical 
students  will  attend  Congress  meetings 
every  year.  Schools  will  participate  in 
rotation,  depending  upon  the  geographic 
location  of  the  meeting.  Students  will  be 
selected  by  vote  of  their  classmates.  At  the 
Congress,  Fellow-sponsors  will  meet  with 
and  advise  the  students  daily,  to  insure 
that  each  student  obtains  the  maximum 
benefit  from  this  educational  experience. 

The  Congress  program  will  include  post- 
graduate courses,  panel  discussions,  sym- 
posia, color  television  from  H.  C.  Moffitt 
Hospital,  cine  clinics,  motion  pictures,  sur- 
gical forum  sessions  and  scientific  and  tech- 
nical exhibits.  Both  general  surgery  and 
the  surgical  specialties  will  be  represented 
throughout  the  program. 

Major  addresses  will  be  presented  by 
Dr.  Daniel  C.  Elkin,  Lancaster,  Ky.,  incom- 
ing President  of  the  College,  and  by  Dr. 
Vannevar  Bush,  New  York,  noted  engineer 
and  scientist.  Dr.  Michael  L.  Mason,  Chi- 
cago, will  give  the  annual  Oration  on  Tra- 
uma, speaking  on  “The  Treatment  of  Open 
Wounds.”  On  the  final  evening,  October 
12,  initiates  will  be  presented  for  Fellow- 
ships, Honorary  Fellowships  conferred,  and 
officers  inaugurated. 

Dr.  J.  Garrott  Allen,  University  of  Chi- 
cago, and  Dr.  H.  Glenn  Bell,  University  of 
California,  are  in  charge  of  the  television 
program.  Dr.  Hilger  P.  Jenkins,  Chicago, 
is  in  charge  of  the  motion  picture  presenta- 
tions, Dr.  Roy  B.  Cohn,  San  Francisco,  is 
public  relations  chairman,  and  Dr.  John  W. 
Cline,  San  Francisco,  heads  the  committee 
to  welcome  distinguished  visitors. 

Headquarters  for  the  Congress  will  be 
the  Civic  Auditorium,  with  some  of  the 
scientific  sessions  scheduled  at  the  Fair- 
mont and  Mark  Hopkins  Hotels. 

Dr.  I.  S.  Ravdin,  Philadelphia,  is  Chair- 
man of  the  Board  of  Regents  of  the  College, 
and  Dr.  Paul  R.  Hawley,  Chicago,  is  The 
Director.  Dr.  Warren  H.  Cole,  Chicago, 
is  retiring  President  of  the  College. 
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International  College  of  Surgeons 
To  Hold  Annual  Congress 

The  21st  Annual  Congress  of  the  United 
States  and  Canadian  Sections,  Interna- 
tional College  of  Surgeons,  will  be  held  in 
the  Palmer  House,  Chicago,  September  9- 
13.  The  meeting  will  be  attended  by  surgi- 
cal celebrities  from  many  foreign  countries 
as  well  as  from  all  parts  of  the  United 
States  and  Canada. 

The  International  House  of  Delegates 
also  will  meet  in  the  morning  of  the  open- 
ing day,  Sunday.  In  the  afternoon,  the 
House  of  Delegates  of  the  United  States 
Section  will  convene  for  the  biannual  elec- 
tion of  officers  and  for  other  business. 

General  assemblies  will  be  held  mornings 
and  afternoons,  Monday  through  Thurs- 
day. Section  meetings  at  the  same  hours 
will  cover  coloproctologic  surgery,  neuro- 
surgery, obstetrics  and  gynecologic  surgery, 
occupational  surgery,  ophthalmology  and 
otorhinolaryngology,  orthopedic  surgery, 
plastic  surgery,  rehabilitation  services,  sur- 
gical nurses  and  urologic  surgery. 

A film  forum  will  be  presented  on  Mon- 
day evening.  All-day  scientific  motion  pic- 
ture programs  will  be  given  Monday 
through  Thursday. 

The  annual  banquet  will  be  on  Wednes- 
day evening.  The  annual  convocation  will 
take  place  in  the  Civic  Opera  House  on 
Thursday  evening. 

The  Canadian  Section  will  hold  a busi- 
ness meeting  Monday  afternoon  and  its 
dinner  will  be  given  that  evening.  A daily 
program  will  be  presented  by  the  Woman’s 
Auxiliary.  There  will  be  daily  tours 
through  the  International  Surgeons  Hall  of 
Fame. 

A special  post-assembly  clinical  day, 
open  to  all  physicians,  will  be  held  in  the 
Cook  County  Hospital  on  Friday. 

Dr.  Raymond  W.  McNealy,  Chicago,  is 
general  chairman;  Dr.  Peter  A.  Rosi,  Chi- 
cago, program  chairman;  Dr.  Karl  A. 
Meyer,  Chicago,  and  Dr.  Lyon  H.  Appleby, 
Vancouver,  B.C.,  co-chairmen;  Dr.  Ross  T. 
Mclntire,  Chicago,  executive  director. 


Further  information  may  be  had  by  writ-  i 
ing  to  the  Secretariat,  International  Col-  |' 

lege  of  Surgeons,  1516  Lake  Shore  Drive,  | 

Chicago  10,  Illinois.  i 


All  work  in  education  and  leadership 
training  is  a part  of  health  education, 
particularly  if  mental  health  aspects  are 
included.  Magda  Kelber,  M.D.,  European 
Conference  on  Health  Education  of  the 
Public,  London,  England,  April  10-18, 
1953. 


The  organization  and  development  of 
the  tuberculosis  movement  have  not  only 
fitted  in  with  the  vrhole  American  con- 
cept of  voluntary  leadership  in  public 
health  and  social  welfare  effort,  but  have 
also  given  great  impetus  to  this  very 
movement.  A very  important  phase  of 
American  life  is  carried  on  by  volunteers. 
No  great  public  civic  movement  makes 
real  headway  without  the  participation 
of  large  numbers  of  citizens.  The  tuberc- 
ulosis movement  stands  in  the  forefront 
of  these  movements  and  can  with  justifi- 
cation point  with  satisfaction  to  the 
great  body  of  volunteers  organized  in 
nearly  every  state  and  county  of  the 
United  States  as  a potent  force  that  has 
brought  the  tuberculosis  movement  to  its 
present  status.  In  this  way,  it  has  laid 
the  foundation  for  volunteers  to  play  an 
ever-increasing  part  in  the  ultimate  con- 
trol of  tuberculosis,  to  the  point  where 
it  no  longer  is  a serious  threat  to  Amer- 
ican public  health.  Bailey  B.  Burritt, 
NTA  Bulletin,  May,  1954. 


Taking  reasonable  action  is  not  a sim- 
ple business.  To  act  in  any  personal  mat- 
ter with  peace  of  mind  one  needs  to 
know  what  one  ought  to  do,  one  needs 
the  wish  and  the  energy  to  do  it,  and 
finally  one  must  have  the  courage  to  take 
the  consequences  of  what  one  has  done. 
John  Burton,  M.D.,  European  Confer- 
ence on  Health  Education  of  the  Public, 
London,  England,  April  10-18,  1953. 
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A RESEARCH  MILESTONE 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 


Searle’s  New  and  Practical  Steroid 


Specifically  for  Protein  Anabolism— 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 


THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

CH3 

I 

CHj 


OBJECTIVE  AND  SUBJECTIVE  RESPONSE  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

WELL  TOLERATED  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

MAJOR  INDICATIONS— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

DOSAGE— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

SUPPLY  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


♦Trademark  of  G.  D.  Searle  & Co. 


a pause  for  reflection  . . . Operation  finished.  You  sit  back  and 

relax.  Blockain*  anesthesia  lasted  long  enough  with  one  small  injection  so  that  you 
were  easily  able  to  proceed  from  incision  to  closure  without  pause  for  reinjection. 
Longer  anesthetic  duration  . . . You  did  that  accurate  reapproximation  of  skin 
edges  without  distortion  from  freshly  introduced  anesthetic.  And  more,  Blockain 
persisted  post  op.— you  had  no  complaints  of  uncomfortable  splints,  dressings  or 
tender  tissues.  Rapid  onset,  too . . . You  recall  that  the  pre-incision  wait  was 
avoided.  A case  to  remember:  A 78-year-old  patient,  arteriosclerotic,  poor  liver 
function  with  a transcervical  fracture  of  left  femur,  underwent  a one-hour-and-20- 
niinute  operation,  involving  internal  fixation  of  the  fracture  and  the  placement  of  a 
Smith-Petersen  nail,  with  one  injection  of  Blockain.  Effect  of  anesthetic:  “excel- 
lent.” Onset  of  anesthesia:  “rapid.”  Only  60  cc.  of  Blockain  was  used.  A whiff  of 
nitrous  oxide  was  given  at  the  time  of  actual  hammering,  to  spare  the  patient  emo- 
tional trauma.  There  were  no  side  effects.  BLOCKAIN,  30  cc.,  0.5%  (5  mg./cc.). 
Write  GEORGE  A.  Breon  & co.,  1450  Broadway,  N.  Y.  18  for  additional  information. 


y-PROPOXY  OtRlVATIVe  OP  2-OtETHYLAMlNO£TMYJ.  4 - AM  INOBC  N^OATI 


6LOCKA1N  ^ BRAND  OF  PROPOXYCAINE  MYOROCHLOR'OE  BREON. 
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XOW  A\^ILABLE... 


ICrysfolline  Sodium  Novobiocin^  SODIUM 


SPECTRUM  — most  gram-positive  and  certain 
gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY— generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  ot  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 


a iiiiiqiio  tu^w  aiitiliioiu* 
iiiiportaiH^o 

PimVED  EFFECTIVE  AtiAIIVST 
SPECIFIC  OKGAATSMS 

(siapht/lococci  and  protvua) 

RESISTAAT  TO  ALE  OTHER 

AATI3IICRORIAL  AGENTS 


DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
ci.n’,  bottles  of  16. 

‘C.ATHOMT  CIN’  is  a trademark  oj  Merck  Sf  Co.,  Inc, 


Philadelphia  I.  Pa, 
Division  of  Merck  Sc  Co.,  Inc. 
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WAWASET  ROAD 
(Route  842) 
WEST  CHESTER, 
PENNSYLVANIA 


A recognized  private  psychiatric  hospital.  Complete  modern  diag- 
nostic and  therapeutic  services.  Qualified  physicians  may  retain 
supervision  of  patients. 

Moderate  rates. 

Telephone  West  Chester  3120 

H.  VAN  DER  MEER,  M.D.,  Medical  Director  MRS.  W.  J.  HANLEY,  Superintendent 


.A/ 


ANO 


After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 


Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 
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(Buffered  Prednisonek 


ROUTINE 

CO-ADMINISTRATION 

MEANS 


Multiple 

Compressed 

Tablets 


CoMeltra 

(Buffered  Prednisolone) 


Clinical  evidence*- 2. 3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  prednisolone, 
antacidsshould  be  routinely  co-didmm- 
istered  to  minimize  gastric  distress. 


2.5  mg.  or  5 mg.  prednisone  or  prednisolone  with 
50  mg.  magnesium  trisilicate 
and  300  mg.  aluminum  hydroxide  gel. 


Philadelphia  1.  Pa. 
Division  of  Merck  i Co..  Inc. 


References:  1.  Boland,  E.  W.,  J.A.M.A.  150:613. 

February  25.  1956.  2.  Margolis,  H.  M..  el  al. 

J.A.M.A.  158:454.  June  11.  1955.  3.  Bollet.  A.  J.. 
et  al.  J.A.M.A.  158:459.  June  11,  1955. 

•CO-DELTRA'  and  ‘CO-HYDELTRA'  are  the  trademarks  of  MZRCK  * Co.,  INC. 


ALL  THE  BENEFITS  OF  THE  “PREDNI-STEROIDS"  PLUS  POSITIVE  ANTACID  ACTION  TO  MINIMIZE  GASTRIC  DISTRESS 
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For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  Vt  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V. 
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JOHN  G.  MERKEL 
&S0NS 

PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


organomercurial  diuretics 
"'...permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition."^ 

Jf^Modell,  W.:  The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


Trasenline- 


nobarbli 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


tablets  (yellow,  coated),  each  containing 
SO  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


C I B A 

Summit,  N.  J. 


Z/2223H 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


PHYSICIANS  CASUALTY  = 
AND 

HEALTH  ASSOCIATIONS 

^>MAHA  2,  NEBRASKA 


Baynard  Optical 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
\^  ILMINGTON,  DELAWARE 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  ice  can  insure  it 
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FRAIM’S  DAIRIES 

Q)aeiy  &*tocft€cli 
J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


^'lowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 


Phone  8-4388 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natural,  oral 
estrogen 


A Store  for  . . . 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 
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patients 

ECKERD’S 

DRUG  STORES 

with  nnoderately 

COMPLETE 

severe  and  severe 

DRUG  SERVICE 

cardiac  failure, 

FOR 

PHYSICIAN  - PATIENT 

neohydrin 

BIOLOGICALS 

PHARMACEUTICALS 

is  the  oral  diuretic 

HOSPITAL  SUPPLIES 

of  choice."* 

SURGICAL  BELTS 
ELASTIC  STOCKINGS 

:(:Moyer,  J.  H.,  and  others: 

TRUSSES 

513  Market  Street  723  Market  Street 

J.  Chronic  Dis.  2:67’0,  1955. 

900  Orange  Street 

cross 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 

about 

46  CALORIES 

per  1 8 gram  slice 


BREAD 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


e maintain 
prompt  city- wide 
delivery  service 
for  prescriptions. 

Csf/D 

CAPPEAU’S,  INC. 

PHARMACISTS 
Wilmingtor),  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  & 

Delaware  Ave.  W.  Gilpin  Drive 

& Dupont  St.  Willow  Run 

Dial  OL  6-8537  WY  4-3701 
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XO W AVAILABLE  . . . 


a iiiiifiiK^  new  aiililiiofU* 
of  major  iiii|iortanre 
PROVED  EFFECTIVE  AGAIIVST 
SPECIFIC  ORGxlATSMS 

(staphff  locoed  and  proteus) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 


ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions inv'olving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED— 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  & Co.,  Inc. 


Philadelphia  1,  Pa. 
Division  of  Merck  ic  Co.,  Inc, 
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PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 
IN  PLASTIC  COMPOUND  ^ 


r 

• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

★ The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

* Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

^ Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Geor*Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

# We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  tor  tree  booklet,  "The  Preservofion  ot  the  Function  ot  the 
Foot  Boloncing  ond  Synchronizing  the  Shoe  with  the  Foot.** 

Write  tor  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

V 


(human  ) 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 


AAfSM/CA 


.V  G^ofuunui 


COMPANY 


PEARL  RIVER.  NEW  YORK 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


OEUWAKE  POWER  CUGHI  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


Hv<lroCloi*toixe  -T.B.A. 

(HYDROCORTISONE  TERTIARY-BUTYIACETATE,  MERCK) 

produces  superior  results  — greater 

symptomatic  relief  and  longer-lasting 
remissions  — in  both  rheumatoid 

arthritis  and  osteoarthritis. 


SUPPLIED  : SALINE  SUSPENSION  HYOROCORTONE-T.B.A. — 25  MG./CC.,  VIALS  OF  5 CC. 

References:  1.  Hollonder,  J.  1.,  Ann.  New  Vorlc  Acad.  Sc.  61:511,  Moy  27,  1955. 

Z Hollonder,  J.  L,  el  o/.  J.AMA.  158.476,  June  M,  1955. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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• clear-cut  color  changes 
in  the  clinically  significant  range 

• avoids  trace  reactions  that  confuse 
the  clinical  picture 

• close  correlation  with  quantitative  tests 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


05S5€ 


announcing 


• • • 


Cytomel 

a new  agent  for  treatment  of 

metabolic  insufficiency 


Because  it  exerts  its  metabolic  effect  directly  at  the  cel- 
lular level,  'Cytomel’  offers  the  first  positive  treatment 
for  the  many  clinical  problems  caused  by  metabolic  in- 
sufficiency— such  as  physical  sluggishness,  slowed-down 
mental  capacity  and  decreased  emotional  control,  and 
decreased  function  in  various  organs  and  organ  systems. 

'Cytomel’  works  swiftly — a positive  effect  will  often  be 
seen  within  several  days  in  patients  suffering  from  meta- 
bolic insufficiency. 

Trademark  for 

'Cytomel’  Tablets  are  available  in  two  strengths: 

L-triiodotbyronioe,  S.K.F. 

5 meg.  and  25  meg.  of  L-triiodothyronine,  S.K.F.,  as 
the  sodium  salt.  In  bottles  of  100. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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'Sandrir  c 

(SK-SERPINE,  LILLY) 


1 

FOR  THOSE  WHO  DEVELOP  ’ 

NASAL  CONGESTION 
ON  RESERPINE  THERAPY 


About  50%  of  all  patients 
experience  this  annoying  side- 
effect.  ’Sandrir  c 'Pyronil’ 
relieves  75%  of  those  affected. 

Each  tablet  combines  0.25  mg. 
’Sandril’  and  7.5  mg.  'Pyronil.’ 


571075 


that  the  epileptic  patient 


may  enjoy  fuller  life 

DILANTIF  SODIUM 

(diphenylhydantoin  sodium,  Parke-Davis) 

For  patients  with  grand  mal  and  psychomotor  seizures , 

DILANTIN  — alone  or  in  combination  — continues  as  an 
anticonvulsant  of  choice.  Effective  control  of  seizures, 
with  resulting  greater  social  acceptance  and  increased 
vocational  opportunities,  forecasts  a fuller  life  for  such 
patients.  DILANTIN  has  little  or  no  hypnotic  effect. 

DILANTIN  Sodium  is  supplied  in  a variety  of  forms  — 
including  Kapseals®  of  0.03  Gm.  0^  gr.) 
and  0.1  Gm.  (1/^  gr.)  in  bottles  of  100  and  1,000. 


MILONTIN 


Kapseals  and  Suspension 


(phensuximide , Parke-Davis) 


For  patients  with  petit  mal  epilepsy,  a drug  of  choice  in 
initiating  treatment  — with  very  few  and  mild  side  effects. 


MILONTIN  Kapseals,  0.5  Gm.,  bottles  of  100 
and  1,000;  also  available  as  MILONTIN  Suspension 
(250  mg.  per  4 cc.)  in  16-ounce  bottles. 

For  patients  with  mixed  grand  mal  — petit  mal  epilepsy, 
compatibility  permits  use  of  DILANTIN  with  MILONTIN. 
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PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 


50060 


METRETON  IjOU- 

METICORTEN  (PBEDMSO.XE)  PLUS  CHLOR-TRIMETOS  H ITII  ASCORBIC  ACID 

For  prompt  and  effective  relief,  especially  in  many  resistant  allergic  disorders,  Metreton 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inflamniatorv,  anti- 
allergic and  antipruritic  effectiveness,  supported  by  essential  vitamin  C~for  stress 
support  and  for  postulated  effect  on  prolonging  steroid  action  no  better  corticosteroid 
— original  brand  of  prednisone. ..minimal  electrolyte  effects  — ]\]eticorten /ly  better  anti- 
histamine— unexcelled  in  potency  and  freedom  from  side  effects  — Ciilor-Trimetox 
effective  against  bay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticaria, 
angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  pruritic 
and  contact  dermatoses. 

formula;  Each  tablet  of  Metreton  provides  2.5  mg.  of  Meticorten  (prednisone),  2 mg.  of  Ciii.or-Trimeton 
maleate  (chlorprophenpyridamine  maleate),  and  75  mg.  ascorbic  acid. 

supplied:  Metreton  Tablets,  bottles  of  30  and  100. 


^UUr 

lETRETON 

'ICORl'ELOSE  (PREDNISOLOSE)  PLUS  CIILOR-TRIMETON  ' f 


ickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
npathomimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
es,  children,  pregnant  patients  • 

•ipoxiliori : Contains  2 mg.  (0.2%)  Meticortelone  acetate  (prednisolone  acc- 
;)  and  3 mg.  (0.3%)  of  Chlor-Tri.meton  gluconate  (chlorprophenpyridaminc 
conate)  in  each  cc. 

kng-itig:  15  cc.  plastic  “squeeze”  bottle,  bo.x  of  1. 

RETON,*  brand  of  corticoid- antihistamine  compound;  Meticorten,*  brand  of  prednisone; 
ICORTELONE.®  brand  of  prednisolone;  Chlor-Trimeton,®  brand  of  chlorprophenpyridamine 
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Peach-flavored, 
peach-colored,  newest 
liquid  form  of  the 
established  broad- 
spectrum  antibiotic . . . 
Terramycin®! 

125  mg.  per  5 cc. 
teaspoonful; 
specially  homogenized 
for  rapid  absorption; 
bottles  of  2 fl.  oz. 
and  1 pint,  packaged 
ready  to  use. 


delightful  peach  taste  in 
broad-spectrum  therapy 

TERKAB<m 


BRAND  OF  OXYTETRACYCLINE 


HOMOGENIZED  MIXTURE 


Pfizer  Laboratories,  Division,  Chas,  Pfizer  & Co,,  Inc,,  Brooklyn  6,  N. 


tBrand  of  oxytetracyciine 


August,  1956 


Delaware  State  Medical  Journal 


vii 


A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


•well  tolerated,  non-addictive,  essentially  non-toxic 

•no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 
•chemically  unrelated  to  chlorpromazine  or  reserpine 
•does  not  produce  significant  depression 
•orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 

Miltowii 

THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

2-methyl-2-n-propyM,3-propaned!ol  dicarbomate — U.  S.  Potent  2,724,720 

SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 


Literature  and  Samples  Available  on  Request 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 

TIceioysAie  SmootLe] 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


Viceroy 

filter  ^ip 

CIGARETTES 

KING-SIZE 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


anxiety  is  part 
of  EVERY  ILLNESS' 


The  physically  sick  patient  faces  two  stresses — the  sickness  and  the 
anxiety  that  it  bringsd  All  too  often,  the  anxiety  is  a threat  to  the 
patient’s  progress.  It  may  intensify  symptoms,  give  imcertainty  to 
therapy,  and  impair  rapport. 

To  comhat  the  anxiety  component  of  physical  illness,  Equanil  pro- 
motes equanimity,  reheves  muscle  tension,  and  encourages  normal 
sleep.2  By  these  specific  actions,  Equanil  gives  breadth  to  the  treat- 
ment program — expands  the  physician’s  resources. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

Usual  Dose:  1 tablet,  t.i.d. 


1.  Braceland,  F.J.:  Texas  State  J.  Med.  51:287  (June)  1955. 

2.  Lemere,  F.:  Northwest  Med.  54:1098  (Oct.)  1955. 


anti-anxiety  factor  with  muscle-relaxing  action 


X 


Delaware  State  Medical  Journal 


August,  1956 


in  inflammatory  skin  diseases 


all  the  benefits  of  the  “predni-steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence'-^'S  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolis, 
H.  M.  et  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  ei  al,  J.A.M.A. 
158:459,  (June  11,)  1955. 


au  me.  maKneaium 

trisilicate  and  MERCK  SHARP  & DOHME 

300  mg.  aluminum  division  of  merck  a co  . inc. 

hydroxide  gel.  Philadelphia  i.  pa. 


'CO-DELTRA'  and  'CO-HYDELTRA'  are  the  trademarls  of  Merck  & Co.,  Inc. 
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ROUTINE  I 

CO-ADMINISTRA  TION 
MEANS 


Multipl* 

Compressed 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613,  (February 
25,)  1956.  2.  Margolis,  H.  M. 
et  al,  J.A.M.A.  158:454,  (June 
11,)  1955.  3.  Bollet,  A.  J.  el  al, 

J.A.M.A.  158:459,  (June  11,) 

1955. 

■CO-DELTRA’  and  ‘CO-HYDELTRA'  are  the  trademarlcs  o/ Merck  & Co..  INC. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


Merck  sharp  a dohme 

DIVISION  OF  MERCK  & CO  . INC. 
PHILADELPHIA  1.  PA. 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


Comparison  of  the  effect  of  Ratidixm  (tranquilizer)  and  a 
barbiturate  (sedative)  on  the  cortical  electroencephalogram 


After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical  “spindling”  effect. 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbrain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequentlj',  the  tranquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 

RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


DOSAGE:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a I’ange  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


Squibb 


SUPPLY:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb  Quality— the  Priceless  Ingredient 


RAUDIXIN’®  IS  A SQUIBB  TRADEMARK 
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1>'0 W AVAILABLE . . . 


a iiiii€|ii€»  new  aiiiibiotie 
of  iiisijor  iiiiporlaiiee 
PKOVED  EFFECTIVE  AGAIIVST 
SPECIFIC  OIIGANISMS 

{staphylococci  and  proteus) 

RESISTAAT  TO  ALE  OTHER 

AXTI3IICRORIAL  AGEATS 


(Crystalline  Sodium  Novobiocin^M^rckl  SODIUM 


SPECTRUM  — most  gram-positive  and  certain  ' '-A 

gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis, including  strains  resistant  to  all  other 
antibiotics. 


DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Catho.my- 
cin’,  bottles  of  16. 

‘CATHOMYCIX’  is  a trademark  of  Merck  e?  Co,^Inc, 


MERCK  SHARP  & DOHME 
DIVISION  or  MERCK  & CO..  INC. 
PHILADELPHIA  I . PA. 
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because  a diuretic 
should  be  able  to  control 
any  degree  of  failure 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 


Certain  diuretics  are  apt  to  mask  the  gradual  onset  of  severe  failure  because  they 
are  effective  only  in  the  milder  ambulatory  cardiacs.  The  recurrent  accumulation  of 
fluid  permitted  by  intermittent  or  arbitrarily  limited  dosage  must  eventually  pro- 
gress to  more  severe  decompensation. 


Because  they  can  control  any  grade  of  failure,  the  organomercurials  improve  prog- 
nosis and  prolong  life. 

TABLET 


NEOHYDRIN' 

BRAND  OF  CH  LOR  M ERODR  I N ite  3 mg.  of  3.chloromercuri-2-methoxy-propylurea 


LAKESI  DE 


EQUIVALENT  TO  10  MG.  OF  NON^IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 
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results  are  obtained 
with  Steraxe'  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 


capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses. 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . 


brand  of  prednisolone 

: White,  5 mg.  oral  tablets, 
bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 

I.  Johnston,  T.  G.,  and  Cazort,  A.  G.: 

J.  Allergy  27  ;90, 1956.  2.  Schwartz,  E.: 

New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W.,et  ah:  J.  Allergy 
27:96,  1956. 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


NOW  AVAILABLE.... 


to  overcome  specific 
infections  that  do 
not  respond  to  any 
other 

antibiotic  • • • • 


JATew... 


Today’s  resistant  pathogens  are  the  tough  survivors  of 
a dozen  widely-used  antibiotics.  Certain  organisms, 
notably  Staphylococcus  aureus*  and  susceptible  strains  of 
Proteus  vulgaris,  produce  infections  which  have  been  re- 
sistant to  all  clinically  useful  antibiotics. 

To  augment  your  armamentarium  against  these  resistant 
infections,  ‘Catho.mvcin’  (Novobiocin,  Merck),  derived 
from  an  organism  recently  discovered  and  isolated  in  the 
Merck  Sharp  & Dohme  Research  Laboratories,^  is  now 
available. 

SPECTRUM — ‘Catho.mvcin’  i-2.3.5.6  ^jg^  been  shown 
to  be  active  against  other  organisms  including — D.  pneu- 
moniae, N.  intracellularis,  S.  pyogenes,  S.  viridans  and  H. 
pertussis,  but  clinical  evidence  must  be  further  evaluated 
before  ‘Cathomycin’  can  be  recommended  for  these  patho- 
gens. 

ACTION — ‘Cathomycin’  in  optimum  concentration  is  bac- 
tericidal. Cross-resistance  with  other  antibiotics  has  not 
been  observed.^ 

TOLERANCE — ‘Cathomycin’  is  generally  well  tolerated  by 
most  patients.  5.6.8.9.10.11 


CATHOMYCIN 


(Crystalline  Sodium  Novobiocin,  Merck) 


SODIUIVI 


ABSORPTION — ‘Cathomycin’  is  readily  absorbed,  and 
oral  dosage  produces  significant  blood  and  tissue  levels 
which  persist  for  at  least  12  hours. ^ 

INDICATIONS:  Clinically  ‘Catho.mvcin’  has  proved  effective 
for  cellulitis,  carbuncles,  skin  abscesses,  wounds,  felons, 
paronychiae,  varicose  ulcer,  pyogenic  dermatoses,  septi- 
cemia, bacteremia,  pneumonia  and  enteritis  due  to  Staphy- 
lococcus and  infections  caused  by  susceptible  strains  of 
Proteus  j,.«/^,j^/j'.6.7.8,9.io.  11. 12. 13. 14  ,:\igQ^  jj-  jg  gf  particular 
value  as  an  adjunct  in  surgery  since  staphylococcic  infec- 
tions seem  prone  to  complicate  postoperative  courses. 
DOSAGE:  Four  capsules  (one  gram)  initially  and  then  two 
capsules  (500  mg.)  twice  daily. 

SUPPLIED:  ‘Cathomycin’  Sodium  (Crystalline  Sodium 
Novobiocin,  Merck)  in  capsules  of  250  mg.,  bottles  of  16. 
‘C.^THOMYCIN’  is  a trademark  oj  Merck  £5?  Co.,  Inc. 


REFERENCES: 


1 Walhck,  H.,  Hams,  D..A.,  Reagan,  .M.A.,  Ruger,  M.,  and  Woodruff,  H.B., 
Antibiotics  Annual,  1955-1956,  New  York,  Medical  Encyclopedia,  Inc.,  1956, 
pg.  909. 

2.  Frost,  B.M.,  Valiant,  M.E.,  McClelland,  L.,  Solotorovsky,  M.,  and  Cuckler, 
.A.C.,  Antibiotics  .innual,  1955-1956,  pg.  918. 

3.  Vetwey,  W.F.,  Millet,  A.K.,  and  West,  M.K.,  .intibiotics  Annual,  1955-1956, 
pg.  924. 

4.  Kempe,  C.H.,  Calif.  Med.,  84  242.  (.\pril)  1956. 

5.  Simon,  H.J.,  McCune,  R.M.,  Dmeen,  P.A.P.,  Rogers,  D.E.,  Antib.  Sted.^ 

2:205,  (April)  1956.  ^ w ^ 

6.  Lubash,  (j.,  Van  Der  Meulen,  J.,  Berntsen,  C.,  Jr.,  Tompsett,  R.,  Antxb.  Med.^ 
2:233,  (.■\pril)  1956. 

7.  Lin,  F.-K.,  Conell,  L.L.,  Antib.  Med..  2:268.  (April)  1956. 

8.  Limson,  B.M.,  Romansky,  N.J.,  Antib.  Med..  2 177.  (April)  1956. 

9.  Morton,  R. F.,  Prigot,  A.,  Maynard,  A.  de  L.,  Antib.  Med..  2:282,  (April)  1936. 

10.  Nichols,  R.L.,  Finland,  M.,  Antib.  Med..  2:241,  (.April)  1956. 

11.  Mullins.  J.F.,  Wilson,  C.J.,  Antib.  Med..  2:201.  (April)  1956, 

12.  David.  N.A.,  Burgner,  P.R..  Antib.  Med.,  2:219,  (.April)  1956. 

13.  Martin.  W.J.,  Heilman,  F.R..  Nichols.  D.R.,  Wellman,  W.E.,  and  Geraci, 

J.E.,  Antib.  Med..  2:258.  (April)  1956.  . . w ^ / a 

14.  Milberg,  M.B.,  Schwartz.  R.D.,  Silverstein,  J.N.,  AW.,  2:286.  (April) 

1956. 
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The  Importance  of 

Rescimiamine  in 


Rauwiloid 


The  Original  Alseroxylon  Fraction  of  India-Grown  Rauwolfia  Serpentina,  Benth. 


The  isolation  of  rescinnamine,^  another  potent  alkaloid  in  Rauwolfia 
serpentina,  has  substantiated  two  important  points: 

A — It  discredits  the  erroneous  opinion  that  reserpine  is  the  sole 
active  principle  of  Rauwolfia;^ 

B — It  helps  to  define  the  advantages  of  Rauwiloid,  the  alseroxy- 
lon fraction  of  Rauwolfia  serpentina,  which  presents  desirable 
alkaloids^  of  the  Rauwolfia  plant  (among  them  reserpine  and 
rescinnamine)  but  is  freed  from  undesirable  alkaloids  and  the 
dross  of  the  crude  root. 

Pharmacologic  and  clinical  evaluation  has  shown  rescinnamine  to 
be  similar  to  reserpine  in  antihypertensive  activity,  but  to  be  con- 
siderably less  sedative  and  much  less  apt  to  lead  to  lethargy  and 
mental  depression.'*’® 


The  interaction  of  reserpine,  rescinnamine,  and 
other  contained  alkaloids  may  weU  account  for 
the  balanced  and  desirable  clinical  behavior  of 
Rauwiloid. 


The  dosage  of  Rauwiloid  is  simple  and  defi- 
nite: Merely  two  2 mg.  tablets  at  bedtime. 
For  maintenance,  one  tablet  usually  suffices. 


August,  1956 


Delaware  State  Medical  Journal 


TRICHOMONAS 

MONILIA 

BACTERIA 


>me  clinical  advance, 
effective  nnedication 
in  an  appealing  form 


Soft  and  pliant  ai  a tampon,  the  Milibis  vaginal  suppository  offers  proved  therapeutic 
action*  in  a v^icle  giving  unusual  clinical  advantages  to  both  patients  and  physician. 

COVERS  CERVIX  AND  VAGINAL  WALL -The  pliant  Milibis  suppository 
disintegrates  readily  and  molds  itself  to  the  cervix  as  well  as  the 
columns  and  rugae  of  the  vaginal  vault. 


SHORT  DOSAGE  SCHEDULE  —The  short  course  of  treatment  with 
Milibis— only  10  suppositories  in  most  cases— together  with  the  clean,  odorless, 
non-staining  qualities  eliminates  psychic  barriers  which  often  interrupt 
longer  treatments  before  complete  cure. 


"lAlUSil 


MILIBIS 


Vaginal  Suppositories 

Supplied:  boxes  of  10 


LABORATORIES 

New  York  18,  N.Y. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a series  of  510  cases. 


Milibis  (brand  of  glycobiarsol),  trademark  reg.  U. S.  Pat.  Off. 


new  dimensw 


in  the  treatment  of  sevei( 


broadens  benefits 

• rapid  control  of  allergic  sneezing,  lacrimation,  nasal 
congestion;  relief  of  pruritus,  edema  and  erythema 

• up  to  5 times  more  effective  than  oral  hydrocortisone, 
milligram  for  milligram 

narrows  side  effects 

• minimizes  incidence  of  fluid  and  electrolyte  disturbance 

• dietary  regulation  usually  unnecessary 


lengthens  established  gains 

• permits  a smoother,  undisturbed  regimen 

• extends  and  maintains  benefits  to  more  patients 


ly  fever  and  other  difficult  allergies... 

I 

I 

rtlETICORTEW 

(prednisone) 


3r  outstanding  hormonal  control 
nth  minimal  electrolyte  disturbances 


1 hay  fever  and  other  respiratory  allergies, 
contact  dermatitis  and  allergic  eczemas, 
drug  and  other  allergic  reactions, 
allergic  and  inflammatory  eye  disorders 


M ETICORTEN,*  brand  of  prednisone.  'T.  M. 
I,  2.5  and  5 mg.  tablets.  Mc.j.sost 


Schering 


METICORTEN 


PREDNISONE 
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'Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


Supplied: 

Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
uterine  infection. 

dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 
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PROVISIONS  FOR  THE  CARE  AND  TREATMENT 
OF  THE  MENTALLY  RETARDED 

by  M.  A.  Tarumianz,  M.D.* 

Mental  retardation  in  the  population  has 
long  been  recognized,  but  until  recently 
only  the  severely  retarded  received  special 
attention.  The  Joint  Expert  Committee  of 
the  World  Health  Association  observed 
that  only  during  the  last  century,  particu- 
larly within  the  last  40  or  50  years  in  parts 
of  Europe  and  America  has  some  consider- 
ation been  given  to  the  special  problems  of 
persons  suffering  from  milder  forms  of  men- 
tal subnormality  or  social  incompetence.’ 

Mental  retardation  is  a condition  of  ar- 
rested or  incomplete  mental  development 
resulting  from  disease  or  injury  occurring 
before  adolescence  or  arising  from  genetic 
causes.  A large  number  of  types  of  mental 
retardation  exist,  differing  in  etiology,  clin- 
ical manifestations  and  pathology. 

Mental  retardation  is  generally  demon- 
strated by  social  and  educational  retarda- 
tion based  on  impaired  intellectual  func- 
tions. Physical  stigmata  are  characteristic 
of  certain  types  of  mental  retardation,  but 
the  mildly  retarded,  comprising  the  largest 
group,  may  be  indistinguishable  in  physical 
appearance  from  normal  persons.  The  level 
of  the  intellectual  quotient  (I.Q.)  indica- 
tive of  mental  retardation  differs  according 
to  the  instruments  used  and  the  interpre- 
tations made  by  various  administrators  of 
the  instruments. 

Incidence  of  Mental  Retardation.  No  na- 
tion-wide statistics  on  the  incidence  of  men- 
tal retardation  in  the  United  States  are 
available.  On  the  basis  of  the  “normal  prob- 
ability curve”  it  has  been  estimated  that  1 
per  cent  of  the  population  (approximately 
1,600,000  persons)  in  the  United  States  is 
severely  retarded  mentally.  An  additional 
2 per  cent  (approximately  3,200,000)  are 
less  severely  retarded  but  are  seriously 

* Superintendent  of  the  Delaware  State  Hospital,  the  Gover- 
nor Bacon  Health  Center,  Hospital  for  the  Mentally  Re- 
tarded, Director  of  The  State  Mental  Hygiene  Clinic  and 
State  Psychiatrist. 


handicapped  in  life.  In  addition,  there  are 
many  borderline  cases.  The  United  States 
Department  of  Health,  Education  and  Wel- 
fare, on  the  basis  of  a census  of  public  in- 
stitutions for  mental  defectiveness  and  epi- 
leptics reported  an  average  resident  popula- 
tion of  106,667  mentally  retarded  persons 
in  1953  at  a per  capita  per  annum  cost  of 
$979.79.’’ 

Residential  care.  The  census  of  patients 
in  public  institutions  for  the  mentally  re- 
tarded in  1953,  referred  to  above,  reported 
facilities  for  residential  care  of  the  mentally 
retarded  in  forty-seven  states  and  the  Dis- 
trict of  Columbia.  Arkansas  and  Nevada, 
according  to  this  report,  do  not  have  pub- 
lic institutions  for  the  care  of  the  mentally 
retarded.  Those  states  reporting  per  capita 
maintenance  expenditures  for  their  mental- 
ly retarded  patients  in  residential  care 
spent  a totalof  approximately  $104,511,260. 
The  range  of  per  capita  expenditure  was 
$314.38,  reported  for  Idaho  institutions,  to 
$1,554.23  spent  by  the  District  of  Colum- 
bia.” 

Commitment  and  Detention  Policies.  The 
legislatures  of  the  states  have  written  into 
the  statutes  specific  procedures  regarding 
voluntary  and  involuntary  admission  to  the 
state  institutions  for  the  mentally  retarded. 
These  commitment  procedures  vary  from 
admission  by  court  action  exclusively  to 
voluntary  admission  on  the  basis  of  an 
agreement  with  the  parent  or  parents, 
guardian  or  custodian  of  a mentally  retard- 
ed person  who  is  a legal  resident  of  the 
state  at  the  time  of  admission.  Some  states 
require  that  an  examination  by  one  or  two 
physicians  (as  stated  by  the  law)  must  be 
made  of  the  person  for  whom  application 
for  commitment  has  been  brought  and  a 
certificate  of  the  findings  must  be  submit- 
ted as  evidence  that  the  applicant  is  a fit 
subject  for  such  an  institution.  In  all  of 
the  states  court  commitments  may  be  ap- 
pealed. 
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Extramural  Care.  As  humanitarian  ideals 
have  developed  and  as  diagnostic  proced- 
ures have  improved,  the  number  of  mentally 
retarded  persons  of  various  levels  identified 
in  the  population  has  increased  to  the  point 
at  which  it  is  impractical  to  try  to  provide 
residential  care  for  all  of  them.  Nearly  all 
of  the  state  institutions  are  over-crowded, 
with  the  resultant  reduction  of  opportunity 
for  admission  of  many  mentally  retarded 
patients  to  residential  care  and  treatment 
in  a number  of  state  institutions.  In  1948, 
ninety-two  state  institutions  for  the  men- 
tally retarded  reported  a resident  popula- 
tion 14.4  per  cent  above  capacity\  It  is  es- 
timated that  fewer  than  10  per  cent  of  the 
mentally  retarded  in  the  United  States  are 
being  cared  for  and  trained  in  residential 
facilities.^ 

Even  more  important  than  the  over- 
crowded condition  of  institutions,  is  the 
realization  that  the  mentally  retarded  need 
the  security  of  their  homes  and  families, 
especially  in  the  earlier  years  of  life  and 
that  parents  have  a right  to  keep  these 
handicapped  children  as  long  as  their  pres- 
ence in  the  home  is  not  detrimental  to 
themselves,  to  siblings,  and  or  the  com- 
munity. To  meet  the  dilemma  of  lack  of 
residential  facilities  and  the  changing  phi- 
losophy in  regard  to  the  care  and  training 
of  the  mentally  retarded  various  types  of 
extramural  services  have  developed.  These 
include  colonies,  “convalescent  care”,  and 
“vestibule  homes”  — various  types  of  liv- 
ing arrangements  to  facilitate  the  adjust- 
ment of  mentally  retarded  persons  into  the 
community  after  residential  care;  boarding 
homes;  child  guidance  clinics;  nursery 
schools  and  special  education  programs  as 
a part  of  the  system  of  public  education; 
“home  training”  programs;  community 
recreation  programs;  and  vocational  reha- 
bilitation programs.  A few  sporadic  extra- 
mural programs  for  pre-school  children 
have  been  established  in  some  states.  These 
include  day  nurseries  for  severely  retarded 
children. 

It  has  been  found  that  some  mentally  re- 
tarded persons  cannot  accept  institutional- 
ization even  though  there  may  be  room  for 
them  in  a state  facility;  yet  conditions  in 
their  homes  are  such  that  these  persons 


can  not  be  maintained  at  home.  There  are 
others  who  are  not  severely  enough  retard- 
ed to  require  residential  care  but  because  of 
rejection  by  their  parents,  deleterious  ef- 
fects on  siblings,  or  some  other  conditions 
such  persons  can  not  remain  at  home.  Some 
of  the  states  have  developed  boarding  homes 
or  family  care  for  mentally  retarded  per- 
sons who  do  not  need  or  for  whom  there 
is  no  available  residential  care. 

Provisions  for  extramural  care  and  train- 
ing of  school  age  mentally  retarded  chil- 
dren have  become  more  general  and  more 
extensive.  A study  of  education  and  train- 
ing of  mentally  retarded  in  the  nation 
showed  an  increase  of  30.5  per  cent  in  the 
enrollment  of  mentally  retarded  children  in 
special  schools  and  classes  in  the  public 
schools  in  five  school  years  between  1947 
and  1952,  an  increase  1 ^2  times  that  in  the 
general  public  school  enrollment.  Until  re- 
cently special  classes  were  provided  for  the 
mentally  retarded  children  considered  “ed- 
ucable”,  and  were  generally  not  open  to 
children  under  7 years  of  age  or  with  I.Q.’s 
below  50.  Now  classes  are  being  established 
for  children  with  I.Q.’s  below  50,  about  4 
per  cent  of  the  children  receiving  special 
educational  services  in  the  public  schools 
in  1952-53  being  of  this  level.  Some  states 
have  provided  specific  subsidies  for  school 
districts  for  special  classes  for  retarded 
children.'’ 

Another  type  of  extramural  service  being 
provided  for  mentally  retarded  persons  is 
outpatient  clinics  which  are  active  in  diag- 
nosing the  presence  and  degree  of  mental 
retardation,  in  treating  emotional  prob- 
lems in  the  retardates,  and  in  guiding  other 
members  of  the  family  in  meeting  their 
problems  with  mentally  retarded  children. 
The  National  Institute  of  Mental  Health 
is  giving  attention  to  mental  retardation 
in  its  program  of  community  services.  The 
position  of  National  Consultant  in  mental 
retardation  has  been  established  by  the  U. 
S.  Children’s  Bureau  to  direct  a program 
in  mental  retardation  within  this  agency.'* 

Other  Extramural  Services:  National  or- 
ganizations are  beginning  to  include  the 
mentally  retarded  in  their  social  service 
and  social  studies  activities.  Considerable 
interest  and  effort  have  been  expended  by 
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national  and  state  agencies  to  give  voca- 
tional guidance  and  occupational  training 
to  the  mentally  retarded  youth.  The  Sev- 
enty-Eighth Congress  of  the  U.S.  through 
the  enactment  of  the  Vocational  Rehabili- 
tation Amendments  extended  the  benefits 
of  the  State-Federal  program  to  the  men- 
tally retarded  who  could  be  trained  for 
and  placed  in  suitable  employment.  The 
Vocational  Rehabilitation  Act,  which  passed 
the  Eighty-Third  Congress  as  Public  Law 
565,  established  a five-year  program  of 
grants  to  the  states  on  the  same  percentage 
basis  as  formerly.  These  grants  have  been 
used  for  the  establishment  of  rehabilitation 
centers  and  sheltered  workshops.  Approxi- 
mately 6,000  persons  with  a primary  dis- 
ability of  mental  retardation  were  rehabil- 
itated under  the  program  from  1945  to 
1953.  A number  of  other  persons  with  some 
other  primary  disability  but  mental  retard- 
ation as  a secondary  disability,  have  been 
rehabilitated  under  the  state  grants  pro- 
gram.' 

Efforts  to  integrate  the  mentally  retarded 
into  community  life  after  they  have  left 
state  institutions  or  special  classes  can  be 
evaluated  as  successful  or  unsuccessful  only 
after  a follow-up  at  intervals. 

To  the  parents’  organizations,  which 
have  had  phenomenal  growth  in  the  United 
States  in  less  than  a decade,  must  go  much 
of  the  credit  for  the  interest  in  trying  to  im- 
prove the  conditions  of  the  mentally  re- 
tarded. The  National  Association  For  Re- 
tarded Children,  organized  in  October  1950 
as  a “non-sectarian,  non-profit  federation 
of  local  and  state  organizations  dedicated 
to  promoting  the  welfare  of  all  mentally 
retarded  persons  everywhere”,  has  hundreds 
of  member  units  and  thousands  of  inter- 
ested, active  members  in  the  48  states,  the 
District  of  Columbia,  Hawaii,  Puerto  Rico, 
and  Alaska. 

Parents’  groups  in  the  states  have  ac- 
complished significant  projects  for  the  wel- 
fare of  the  mentally  retarded  including 
support  of  legislation  in  behalf  of  the  state 
institutions  and  extramural  services,  col- 
lection of  funds  for  luxury  items  such  as 
radios  and  television  sets  and  necessary 
but  unavailable  articles,  sponsorship  of  day 
schools  and  other  training  units  for  men- 


tally retarded  children  not  provided  for  by 
the  public  education  systems,  day  camps 
and  overnight  camps  for  mentally  retarded 
boys,  other  recreational  projects  and  facil- 
ities. 

The  need  for  research  into  the  causes  of 
mental  retardation  and  methods  of  han- 
dling and  training  those  so  afflicted  has 
long  been  recognized,  but  little  has  been 
done  in  this  direction  until  recently  except 
a few  sporadic  research  projects  undertaken 
by  interested  individuals  working  in  priv- 
ate agencies  usually.  Probably  the  most 
significant  occurrence  in  research  in  the 
field  of  mental  retardation  is  the  appropri- 
ation of  $750,000.00  by  the  Eighty-Third 
Congress  of  the  United  States  for  research 
and  professional  training  in  mental  retar- 
dation. Several  of  the  states  have  research 
projects  in  progress.  Some  of  these  state 
research  projects  are  supported  by  appro- 
priations from  state  funds.  Others  are  be- 
ing financed  by  federal  funds  in  state  and 
private  institutions. 

Several  other  grants  have  been  made  in 
recent  years  to  support  research  in  mental 
retardation.  The  National  Association  for 
Retarded  Children  received  $23,425  for  re- 
search from  the  National  Institute  of  Men- 
t!il  Health  in  1955,  $26,319  from  the  Na- 
tional Institute  of  Neurological  Diseases 
and  Blindness,  $1,500  from  the  National 
Headquarters  of  the  American  Legion  Aux- 
iliary, $500  from  the  New  York  Auxiliary 
of  the  American  Legion,  and  $12,000  from 
the  Crippled  Children’s  Association.”  " * 
Future  Propjams  and  Policies 

The  study  of  the  policies  and  programs 
for  the  mentally  retarded  at  the  national 
and  state  level  reveals  heightened  interest 
both  nationally  and  locally  as  well  as  in- 
creased efforts  to  improve  and  increase  the 
residential  facilities  as  well  as  expand  the 
program  of  extramural  care  for  the  mental- 
ly retarded.  There  are  still  significant  un- 
met needs,  however.  A much  m.ore  aggres- 
sive program  for  the  early  identification 
and  diagnosis  of  mental  retardation  is  es- 
sential. This  should  be  combined  with 
greatly  expanded  intramural  and  extra- 
mural programs  and  facilities  for  the  care 
and  treatment  of  pre-school  mental  retard- 
ates. There  is  need  of  greatly  expanded 


180 


Delaware  State  Medical  Journal 


August,  1956 


community  services  for  all  ages.  Except  for 
follow-up  services  over  varying  periods  pro- 
vided by  the  social  service  departments  of 
state  institutions  for  patients  on  convales- 
cent status,  there  are  almost  no  follow-ups 
of  the  mentally  retarded  who  leave  special 
classes  and  state  training  institutions.  State 
officials  in  charge  of  programs  for  the  men- 
tally retarded  should  investigate  the  work 
of  the  private  institutions  caring  for  and 
training  mental  retardates  and  should  es- 
tablish standards  for  these  institutions  as 
well  as  means  of  enforcement. 

The  most  fundamental  need  is  for  both 
statistical  and  medical  research  in  mental 
retardation  to  learn  as  much  as  possible 
concerning  the  etiology,  diagnosis,  and  best 
techniques  for  managing  the  mentally  re- 
tarded person.  It  is  the  duty  of  each  state 
to  provide  a diagnostic  center  for  the  study, 
diagnosis,  and  treatment  of  mentally  re- 
tarded persons  to  assist  such  persons  in  de- 
veloping to  the  extent  of  their  abilities  and 
to  live  successfully  in  the  community  if 
possible. 

Representatives  of  the  ten  northeastern 
states  meeting  in  conference  at  Asbury 
Park,  N.J.,  in  March  1956,  to  consider  a 
unified  approach  to  the  problems  of  men- 
tal retardation,  made  the  following  recom- 
mendations: 

1.  That  the  ten  northeastern  states 
make  a compact  among  themselves  to  pur- 
sue a definite  research  project. 

2.  That  together  these  ten  states  seek 
to  obtain  funds  from  the  state  and  federal 
government  to  finance  this  research  proj- 
ect. 

3.  That  these  states  seek  to  discover 
the  number  of  pre-school,  school  age,  and 
adult  mentally  retarded  persons  in  the  com- 
monwealth. 

4.  That  the  states  investigate  what  the 
private  institutions  are  accomplishing  in  the 
care  and  training  of  mentally  retarded  per- 
sons and  that  the  states  devise  standards 
for  the  private  institutions  as  well  as  means 
of  enforcement. 

5.  That  these  states  set  up  a plan  of 
systematic  follow-up  to  learn  what  becomes 
of  the  mentally  retarded  when  they  have 
left  special  classes  and  institutional  train- 
ing programs. 


6.  That  these  states  study  and  evaluate 
the  various  techniques  now  in  use  in  the 
commonwealth  in  order  to  establish  the 
best  techniques  for  diagnosing  and  handling 
mental  retardation. 

In  such  a unified  approach  to  the  prob- 
lems of  mental  retardation  the  ten  north- 
eastern states  would  undoubtedly  make  a 
very  significant  contribution  to  their  own 
mentally  retarded  citizens.  They  also  would 
significantly  advance  the  body  of  knowl- 
edge making  possible  prevention,  at  least 
of  some  of  the  types  of  mental  retardation, 
and  better  management  of  persons  in  whom 
mental  retardation  has  occurred. 

The  combined  efforts  of  the  states  to  im- 
prove facilities  and  programs  for  the  care 
and  treatment  of  the  mentally  retarded, 
will  assure  to  this  segment  of  the  popula- 
tion that  right  held  sacred  in  our  democ- 
racy, the  right  of  the  individual  to  develop 
to  the  extent  of  his  ability. 
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NEW  DRUG  THERAPIES  IN  PSYCHIATRY 

F.  A.  Freyhan,  M.D.*,  Patricia  Turner, 
M.D.**  and  Rita  Stenzler,  M.D.*** 

When,  at  the  end  of  1953,  European  psy- 
chiatry reported  with  growing  interest 
about  new  pharmacological  agents  which 
made  possible  major  changes  in  therapeutic 
management,  we  decided  to  organize  our 
clinical  work  in  a manner  which  would  fa- 
vor an  intensive  investigational  program 
with  pharmacological  therapies.  As  one  of 
the  first  American  psychiatric  hospitals  to 
use  Chlorpromazine  as  a major  psychiatric 
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therapy,  we  were  able  to  contribute  our 
experiences  to  the  development  of  thera- 
peutic methods,  assess  the  range  of  clinical 
effectiveness  and  start  a carefully  planned 
follow-up  study.  One  advantage  of  our 
early  start  has  been  the  accumulation  of  a 
vast  complex  of  clinical  data  which  enables 
us  to  carry  out  comparative  studies  with 
various  new  drugs  which  may  eventually 
surpass  the  therapeutic  benefits  of  those 
now  at  our  disposal.  Our  main  interest  here 
concerns  the  two  drugs  which  had  the 
greatest  impact  on  psychiatry.  The  already 
m.omentous  literature  on  Chlorpromazine 
and  Reserpine  attests  to  their  clinical  and 
experimental  prominence.  It  is  the  purpose 
of  this  paper  to  bring  a condensed  summary 
of  our  clinical  experiences. 

For  the  sake  of  brevity,  we  will  focus  at- 
tention on  the  following  unique  and  spe- 
cifit  actions  of  Chlorpromazine  and  Reser- 
pine. Both  drugs,  though  chemically  differ- 
ent, effect  mesencephalic  and  diencephalic 
systems  in  a manner  which  causes  changes 
in  autonomic  functions  and  inhibits  psycho- 
motor activity.  On  the  autonomic  level,  we 
find  changes  in  blood  pressure,  body  tem- 
perature, metabolism  and  sleep  patterns,  to 
name  but  a few.  In  the  sphere  of  psychomo- 
tor behavior,  we  observe  a decrease  of  drive, 
impulsivity  and  affective  tension.  Since 
neither  drugs  effects  the  cortex,  there  is  no 
sedation  in  the  ordinary  sense.  Intellectual 
functions  are  not  impaired  and  conscious- 
ness remains  intact.  It  is  evident  then  that 
we  are  dealing  with  highly  specific  actions 
which  differ  fundamentally  from  other 
drugs  previously  used  for  psychiatric  pur- 
poses. 

A comparison  with  insulin  will  demon- 
strate the  fallacy  of  generalization  as  im- 
plied in  the  popular  term  “tranquilizer”.  In 
the  case  of  diabetes,  insulin  will  normalize 
the  blood  sugar  level  and  reduce  hypergly- 
cemia. If,  in  another  case,  the  blood  sugar 
is  normal  to  begin  with,  insulin  by  the  very 
same  physiological  action  will  lower  it  to 
what  now  becomes  an  abnormal  hypogly- 
cemic level.  While  the  pharmacological  ac- 
tion of  insulin  is  the  sam.e  in  both  instances, 
the  clinical  effect  has  changed  from  desir- 
able to  undesirable.  The  same  principle  ap- 
plies to  the  so  called  tranquilizing  drugs.  In 


the  case  of  a disturbed,  tense,  restless  or 
agitated  patient,  the  inhibitory  effect  on 
psychomotor  activity  expresses  itself  as 
calmness,  lassitude  and  emotional  harmo- 
nization. This  is  a favorable  respionse  to  the 
therapeutic  agent.  Patients,  on  the  other 
hand,  who  are  depressed,  apathetic,  hypo- 
chondriacally  fatigued  and  worried  fre- 
quently show  already  manifestations  of 
psychomotor  retardation.  The  use  of  “tran- 
quilizers” here  enhances  or  provokes  de- 
pression and  reduces  still  further  feelings 
of  energy  and  vitality.  The  resulting  thera- 
peutic failure  does  not  stem  from  the  drug 
but  from  misapplication. 

We  place  great  emphasis  on  the  specific- 
ity of  both  drugs’  action  in  order  to  show 
the  need  for  meaningful  therapeutic  cri- 
teria. Psychopathological  states  which  ex- 
press themselves  symptomatically  through 
a common  path  of  hypermotility,  abnormal 
drive,  increased  emotional  tension  and  im- 
pulsivity, are  most  apt  to  benefit  regardless 
of  the  nature  or  etiology  of  the  disorders. 
Conversely,  clinical  states  with  depression, 
apathy  and  emotional  withdrawal  require  a 
different  therapeutic  approach,  specifically 
electroconvulsive  therapy  (E.C.T.)  in  as  far 
as  depressive  states  are  concerned. 

Our  evaluations  of  therapeutic  responses 
are  bound  to  be  realistic.  We  do  not  de- 
pend so  much  on  the  completion  of  rating 
scales  as  on  personal  daily  observations  and 
follow-up  studies.  We  are  favored  in  this 
endeavor  by  the  close,  continuous  contact 
with  patients  and  their  families  which  re- 
sults from  being  the  only  psychiatric  hos- 
pital for  an  entire  state. 

Chlorpromazine 

Chlorpromazine,  i.e.  Thorazine,  has 
emerged  as  the  most  potent  therapeutic 
agent  thus  far  at  our  disposal.  Our  com- 
ments are  based  on  experiences  with  623 
patients  who  had  completed  treatment  be- 
fore June  1,  1956.  Thorazine  has  been  pri- 
marily responsible  for  successful  changes 
in  therapeutic  management.  We  reported 
previously  about  discontinuation  of  all 
those  restrictive  measures  which  had  been 
necessitated  by  the  disturbing  aspects  of 
mental  illness:  noise,  destructiveness  and 

aggressive  behavior.  The  traditional  prac- 
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tices  of  hydrotherapy,  isolation,  restraints, 
maintenance  E.C.T.  and  administration  of 
sensorium  clouding  drugs  became  obsolete 
as  soon  as  Thorazine  was  found  to  be  a po- 
tent replacement  which  could  be  adminis- 
tered on  a maintenance  basis  for  indefinite 
periods. 

At  no  time  did  we  combine  Thorazine 
therapy  with  other  somatic  therapies  (E.C. 
T.,  insulin,  sedatives).  Administration  of 
the  drug  was  started  intramuscularly  in  the 
majority  of  cases  and  changed  to  the  oral 
route  by  the  end  of  the  first  week.  In 
general,  total  daily  doses  started  with  200 
mg.  and  were  increased  up  to  800  mg.  The 
majority  of  patients  responded  to  daily 
doses  of  400-800  mg.  Others  required  up 
to  2100  mg.  a day. 

The  question  of  safety  and  toxicity  has 
passed  through  various  stages.  The  com- 
plexity of  the  drug’s  action  and  the  high 
degree  of  individual  variation  in  responsiv- 
ity  require  close  supervision  and  caution. 
While  it  is  true  that  severe,  even  fatal,  com- 
plications occur,  it  is  also  apparent  that 
many  reactions  initially  believed  to  be  toxic 
in  nature  should  be  considered  as  physio- 
logical effects  of  an  agent  which  influences 
a network  of  vital  cerebral  and  cellular 
mechanisms.  The  number  of  criteria  for 
interruption  of  therapy  has  steadily  de- 
creased although  it  should  be  stressed  that 
the  diagnostic  facilities  of  the  hospital  per- 
mit continuation  of  therapy  which  would 
be  risky  in  an  out  patient  setting.  Allergic 
skin  reactions  occurred  in  63  patients 
(10.1  per  cent).  If  extensive,  they  were 
sufficiently  disturbing  to  necessitate  in- 
terruption of  medication.  In  most  cases, 
however,  addition  of  antihistaminic  drugs 
sufficed  to  bring  about  prompt  improve- 
ment. Teldrin  spansules  proved  most  ef- 
fective because  of  the  uninterruped  anti- 
histaminic action.  There  was  no  incidence 
of  contact  dermatitis  among  nurses  or  at- 
tendants. Desensitization  appeared  to  de- 
velop with  regularity  since  patients  remain- 
ed free  from  allergic  disturbances  after 
medication  was  resumed.  14  patients 
(2.2  per  cent)  developed  jaundice.  With 
the  exception  of  1 case,  recovery  was  un- 
eventful within  2 to  3 weeks.  One  female 
patient,  age  52,  developed  a severe  hepatic 


disorder  with  evidence  of  persistent  biliary 
obstruction,  high  blood  cholesterol  and  al- 
kaline phospatase.  Transfer  to  a medical 
service  became  necessary  since  striking 
changes  in  lipid  metabolism  continued  for 
many  months.  In  case  of  jaundice,  treat- 
ment was  always  terminated  and  never 
reinstituted.  Recent  investigations  by 
Shay-  indicate  that  jaundice  is  a drug  sen- 
sitivity reaction  which  can  be  predicted  by 
the  use  of  serum  alkaline  phospatase  de- 
termination as  screening  tests  during  the 
administration  of  the  drug.  An  abnormal 
elevation  soon  after  the  start  indicates  a 
warning  signal.  If  medication  is  stopped 
until  the  phospatase  value  returns  to  a nor- 
mal level,  desensitization  takes  place  in 
most  cases  which  permits  safe  continuation 
of  treatment.  Our  own  studies  with  this 
screening  technique  are  still  in  the  begin- 
ning stage,  but  there  is  hope  that  jaundice 
will  cease  to  be  a serious  obstacle. 

There  were  30  cases  (4.8  per  cent)  with 
a variety  of  toxic  reactions.  These  includ- 
ed generalized  edema,  vomiting,  diarrhea, 
high  fever,  a grand  mal  seizure  in  a non- 
epileptic person  and  a case  of  marked  ab- 
dominal distension  with  evidence  of  begin- 
ning paralytic  ileus.  Termination  of  treat- 
ment resulted  invariably  in  prompt  recov- 
ery. Two  agitated  senile  patients  died  dur- 
ing treatment.  While  death  could  not  be 
directly  attributed  to  the  medication  in 
view  of  the  pathological  findings,  there  was 
clinical  evidence  that  poor  drug  tolerance 
causing  cardiovascular  collapse  contributed 
to  the  fatal  outcome. 

Parkinsonism  characterized  by  rigidity, 
tremors,  loss  of  associated  movements,  fa- 
cial fixity,  difficulties  in  swallowing  and 
mastication  and  occasional  other  symptoms 
developed  in  69  patients  (11.1  per  cent). 
We  want  to  stress  the  fact  that  subtle  man- 
ifestations of  extrapyramidal  involvement 
occur  more  frequently  and  should  be  re- 
garded as  normal  drug  effects  upon  the  sub- 
cortical motor  system.  Our  observations 
strongly  suggest  that  both  Chlorpromazine 
and  Reserpine  inhibit  psychomotor  activity 
in  a manner  which  changes  the  functional 
balance  of  the  extrapyramidal  system  caus- 
ing symptoms  which,  if  more  pronounced, 
assume  the  characteristics  of  the  Parkin- 
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sonian  syndrome.  Our  observations  clearly 
indicate  that  individual  disposition  plays 
a decisive  part  since  the  severity  of  this 
drug-induced  Parkinsonism  does  not  de- 
depend  on  duration  of  treatment  or  the 
quantity  of  the  drug  administered*.  De- 
tailed data  will  be  the  subject  of  another 
publication. 

Duration  of  treatment  depended  on  the 
nature  of  the  disorder  as  well  as  on  the  in- 
dividualized therapeutic  goal.  Table  1 gives 
a collective  survey  of  the  duration. 


TABLE  1 (DURATION  OF  TREATMENT) 


No. 

Per  Cent 

LTp  to  30  days 

240 

38.5 

31  to  60  days 

200 

32.1 

61  to  90  days 

94 

15.1 

More  than  90  days 

89 

14.3 

Total 

623 

Table  2 presents  an 

analysis  of 

the  thera- 

peutic  results  in  relation  to  the  disorders. 
It  should  be  noted  that  the  affective  psy- 
choses are  divided  into  two  groups,  one  ex- 
clusively for  manic  psychoses,  the  other 
for  depressions,  especially  of  the  involu- 
tionary type.  “Anxiety  states”  applies  ex- 
clusively to  psychoneurotic  patients. 

The  following  principles  of  evaluation 
were  applied.  A specific  therapeutic  goal 
was  formulated  in  each  case  in  terms  of  tar- 
get symptoms.  The  complete  disappear- 
ance of  these  symptoms  was  rated  “very 
good”,  partial  elimination  “good”,  lack  of 
improvement  “unsatisfactory”  and  aggra- 
vation of  symptoms  “worse”.  The  social 
degree  of  improvement  depends  essentially 
on  the  magnitude  of  the  target  symptoms 
in  the  total  clinical  picture.  The  elimina- 
tion of  syndromes  of  disturbed  psychomo- 
tility, for  example  in  acute  manic  psycho- 
ses, in  agitated  involutional  and  disturbed 
catatonic  states  or  in  acute  toxic  brain 


syndromes  can  well  mean  total  clinical  im- 
provement. By  contrast,  the  unchanged 
paranoid  ideation  of  a schizophrenic  still 
interferes  with  a good  social  result  although 
the  treatment  has  been  quite  effective  in 
terminating  hostile-aggressive  behavior.  A 
thorough  discussion  of  the  therapeutic  im- 
plications will  be  presented  in  another  pub- 
lication. In  a summarizing  fashion,  the  fol- 
lowing conclusions  seem  justified: 

( 1 ) There  is  a high  correlation  between 
therapeutic  effectiveness  and  psy- 
chopathological  states  characterized 
by  hypermotility  syndromes.  This 
is  also  indicated  by  the  favorable 
response  encountered  in  cases  of  agi- 
tated depressions  in  contrast  to  the 
total  failures  observed  in  neurotic 
and  psychotic  depressions. 

(2)  As  a major  therapy,  if  critically  se- 
lected, it  is  as  effective  as,  and  in 
some  respects  superior  to  other  so- 
matic therapies  which  were  previous- 
ly considered  as  treatments  of 
choice.  The  psychological  advan- 
tages inherent  in  this  therapeutic 
approach  have  greatly  infuenced  and 
improved  the  social  climate  of  the 
hospital. 

(3)  There  is  at  present  no  evidence  that 
the  immediate  therapeutic  results 
will  change  the  long-term  prognostic 
patterns  of  the  functional  psychoses. 

230  patients  (36.9  percent)  are  now  at 
home.  This  global  figure  as  such  is  of  no 
particular  relevancy.  It  should  be  stated, 
howevei,  that  the  majority  of  these  patients 
would  previously  have  received  other  so- 
matic therapies  in  order  to  recover.  In- 
definite maintenance  therapy  enables  cer- 
tain of  patients  to  leave  the  hospital  and 
to  resume  their  normal  activities.  Since 


TABLE  2 (RESULTS  OF  TREATMENT) 


Schizophrenia 

Manic 

Psychoses 

Other  Affective 
Psychoses 

Anxiety  States 

Orgamic 

Syndromes 

Drug  or 
Alcohol 
Addiction 

Personality 

Disturb. 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Very  Good  

.26.2 

50.0 

23.6 

29.6 

21.6 

52.5 

37.5 

Good  

.51.9 

31.0 

44.4 

44.5 

47.1 

40.0 

31.3 

Unsatisfactory 

21.9 

19.0 

29.2 

22.2 

28.4 

5.0 

31.2 

Worse  

0.0 

0.0 

2.8 

2.8 

2.9 

2.5 

0.0 

Total  No.  of  Cases 

324 

42 

72 

27 

102 

40 

16 

184 


Delaware  State  Medical  Journal 


August,  1956 


this  offers  new  clinical  and  social  aspects  of 
therapeutic  management,  we  instituted  last 
February  a home  care  program  which  now 
includes  60  patients.  The  purpose  of  this 
program  is  to  determine  what  methods  are 
most  adequate  and  safe  in  the  use  of  main- 
tenance therapy  as  a means  of  keeping 
suitable  patients  compensated. 

Reserpine 

Reserpine,  i.e.  Serpasil,  influences  the 
same  psychopathological  syndromes  in  a 
grossly  similar  fashion.  Much  of  what  has 
already  been  said  about  the  therapeutic 
criteria  in  reference  to  Thorazine  applies 
to  Serpasil.  Distinctive  differences  exist, 
however,  which  require  special  considera- 
tion. Our  series  comprises  164  patients 
who  had  completed  treatment  before  June 
1,  1956.  In  general,  Serpasil  proved  to  be 
less  dependable  in  the  treatment  of  acutely 
psychotic  patients.  Therapeutic  results 
were  less  satisfactory.  The  greatest  effec- 
tiveness was  noticed  in  the  control  of 
chronic  disturbed  patients,  especially  in  the 
geriatric  group. 

Courses  began  as  a rule  with  simultan- 
eous administration  of  intramuscular  and 
oral  medication.  Injections  were  continued 
for  2 to  3 weeks  or  longer  if  the  result  was 
unsatisfactory.  The  average  dose  varied 
between  5 to  10  mgm.  intram.uscularly  (2 
to  5 mg.  orally ) . The  doses  were  lower  for 
senile  and  higher  for  manic  patients  reach- 
ing in  a few  cases  a maximum  of  30  mg.  a 
day. 

There  was  no  incidence  of  allergic  der- 
matitis. The  absence  of  liver  dysfunctions 
offers  obvious  advantages.  This  is,  how- 
ever, somewhat  offset  by  the  higher  fre- 
quency of  toxic  reactions.  17  patients 
( 10.4  per  cent)  developed  a variety  of  com- 
plications which  necessitated  termination. 
These  included  cardio-vascular  crises  and 
collapse,  edema  of  the  ankles  and  face,  per- 
sistent diarrhea,  severe  weakness,  lethargy 
and  a peculiar  breathing  difficulty  charac- 
terized by  loud,  labored  breathing  appar- 
ently due  to  spastic  contractions  in  the  up- 
per respiratory  space.  Two  senile  patients 
died  in  a sudden  state  of  circulatory  col- 
lapse. While  the  causes  of  death  could  be 
attributed  to  pathological  findings,  the  un- 


expected suddenness  seemed  due  to  the 
contributory  effects  of  the  medication.  One 
patient,  not  included  in  this  series  (medica- 
tion was  given  for  non-psychiatric  reasons) 
died  of  a massive  gastro-intestinal  hemor- 
rhage caused  by  a duodenal  ulcer  v/hich 
had  not  been  diagnosed  prior  to  autopsy. 
Finally,  one  patient  died  of  sudden  respira- 
tory arrest  associated  with  the  develop- 
ment of  extreme  Parkinsonian  rigidity. 
This  case  will  be  discussed  in  another  pub- 
lication. 

28  patients  (17.1  per  cent)  developed 
Parkinsonism.  Basically,  the  Parkinsonian 
syndrome  follows  the  same  pattern  as  de- 
scribed with  Thorazine.  While  the  action 
of  Reserpine  involves  the  subcortical  motor 
system  in  a clinically  similar  fashion,  cer- 
tain differences  can  be  observed  which  are 
significant.  In  the  first  place,  the  incidence 
of  Serpasil-Parkinsonism  is  higher.  Second- 
ly, drooling  which  is  rarely  seen  with  Thor- 
azine occurs  frequently.  Lastly,  many  pa- 
tients complain  of  an  “inner  unrest”  and 
feel  unable  to  relax  or  sit  still.  This  rest- 
lessness which  resembles  “kinesia  para- 
doxa”  as  described  in  the  literature  on  pa- 
ralysis agitans  and  encephalitis,  interferes 
with  the  therapeutic  progress,  especially 
when  complicated  by  insomnia.  On  the 
whole.  Parkinsonism,  if  not  too  severe,  does 
not  justify  interruption,  since  the  addition 
of  anti-Parkinsonian  drugs  suffices  to  con- 
trol tremors  and  rigidity. 

Table  3 provides  the  data  on  duration  of 
treatment.  The  fairly  large  group  continu- 
ing for  3 and  more  months  includes  10 
schizophrenic  and  19  patients  with  chronic 
brain  syndromes. 

TABLE  3 (DURATION  OF  TREATMENT) 


No. 

Per  Cent 

Up  to  30  days 

52 

31.7 

31  to  60  days 

52 

31.7 

61  to  90  days 

26 

15.9 

More  than  90  days 

34 

20.7 

Total 

164 

Table  4 presents  the  therapeutic  results, 
arranged  on  the  same  principle  as  in  ref- 
erence to  Thorazine. 

The  intrepretation  of  the  results  should 
not  be  on  comparative  basis  with  Thora- 
zine. The  Serpasil  series  is  smaller  and 
differs  in  the  proportional  representation 
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TABLE  4 (RESULTS  OF  TREATMENT) 

Schizophrenia  Manic 

Psychoses 

Other  Affective 
Psychoses 

Anxiety  States 

Organic 

Syndromes 

Drug  or 
Alcohol 
Addiction 

Personality 

Disturb. 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Very  Good  . . . . 

, . . . 7.4 

8.3 

25.0 

0.0 

6.8 

50.0 

0.0 

Good  

. . . .44.1 

41.7 

41.7 

20.0 

54.2 

25.0 

25.0 

Unsatisfactory 

. . . .48.5 

50.0 

33.3 

80.0 

39.0 

25.0 

75.0 

Worse  

. . . . — 

— 

— 

— 

— 

— 

— 

Total  No.  of  Cases  68 

12 

12 

5 

59 

4 

4 

of  the  various  disorders.  Results  with  the 
manic  psychoses  were  mediocre  as  half  of 
the  cases  showed  no  improvement  at  all 
while  only  one  reacted  very  favorably. 
Other  authors  have  advocated  the  addition 
of  sedatives,  however  we  abstained  from 
such  combinations  in  order  to  explore  the 
full  range  of  therapeutic  potency  on  the 
drug’s  own  merits.  The  results  in  schizo- 
phrenia cannot  be  fully  understood  without 
a detailed  breakdown.  This  will  be  pre- 
sented elsewhere.  We  were  most  impressed 
with  the  favorable  responses  of  chronic 
cases  with  long  records  of  disturbed  and 
unsocial  behavior.  These  patients,  if  kept 
on  medication  for  several  months,  emerged 
from  their  primitive  existence  of  isolation 
and  showed  ability  for  social  participation. 
Senile  patients  and  those  with  chronic 
arteriosclerotic  brain  syndromes  reacted 
quite  favorably.  Some  of  these  patients 
are  notoriously  difficult  because  of  noisi- 
ness, aimless  physical  activities  and  para- 
noid outbursts.  Serpasil  reduces  the  over- 
activity and  facilitates  more  harmonious 
group  behavior.  Special  caution  must  be 
taken  with  regards  to  dosage  since  geriatric 
patients  are  more  prone  to  have  hypoten- 
sive crises,  to  suffer  from  dizziness  and 
drowsiness.  Ritalin  seems  effective  in 
counteracting  these  effects  without  exert- 
ing an  influence  on  mood  or  psychic  tempo. 

In  conclusion: 

(1)  The  range  of  clinical  effectiveness 
includes  all  psychopathological 
states  with  hypermotility  syn- 
dromes. The  mode  of  therapeutic 
effectiveness  is  gradual  and  cumula- 
tive rather  than  immediate.  This 
renders  the  drug  less  useful  in  the 
treatment  of  acute  psychotic  states. 


(2)  Therapeutic  advantages  over  other 
somatic  forms  of  treatment  can  be 
observed  in  chronic  schizophrenic 
and  geriatric  disorders. 

(3)  There  is  no  evidence  of  a therapeutic 
influence  on  ultimate  prognostic 
patterns  of  the  functional  psychoses. 

Meratran  and  Frenquel 

Many  psychopathological  states  require 
pharmacological  therapies  because  of  psy- 
chokinetic  retardation,  depressive  dysphor- 
ia and  behavioral  apathy.  We  wish  to 
state  categorically  that  electro-convulsive 
therapy  remains  unchallenged  as  the  only 
effective  therapy  for  depressive  psychoses. 
A pharmacological  therapy  for  depressions 
does  not  exist  as  yet.  Stimulants,  primari- 
ly the  drugs  of  the  amphetamine  group, 
have  long  proved  their  value  as  supportive 
measures  in  the  treatment  of  depressive 
fatigue  and  emotional  energy  deficits. 

Meratran  was  introduced  as  a new 
central  stimulant  which  differs  from  sym- 
pathico-mimetic  drugs  in  that  it  does  not 
cause  cardio-vascular  pressor  reactions,  di- 
lated pupils  or  sweating.  Preliminary  re- 
ports indicated  its  usefulness  in  the  treat- 
ment of  depressions  as  well  as  in  schizo- 
phrenic states  characterized  by  apathy.  We 
treated  31  patients  of  which  22  were  schizo- 
phrenics. These  patients  were  chosen  be- 
cause of  apathy,  blocking  and  total  lack  of 
initiative.  The  non-schizophrenic  patients 
displayed  depressive  moods  with  mild  re- 
tardation. Dosage  levels  varied  between  2.5 
and  40  mg.  daily,  with  an  average  of  10  mg. 
a day.  Duration  of  treatment  was  from  5 
to  60  days,  averaging  2 to  3 weeks. 

Anorexia  occurred  frequently.  Treat- 
ment of  6 patients  had  to  be  discontinued 
because  of  nausea  and  severe  loss  of  ap- 
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petite.  Several  patients  became  activated 
but  complained  of  jitteriness  and  anxiety. 
Two  patients  previously  unproductive  and 
lethargic  became  elusional.  Of  the  22 
schizophrenic  patients,  five  reacted  favor- 
ably showing  decrease  of  blocking  and  apa- 
thy, while  6 remained  unchanged  or  de- 
voloped  undesirable  reactions.  Three  of  the 
depressed  patients  improved,  6 remained 
unchanged.  While  these  results  are  incon- 
clusive because  of  the  smallness  of  the 
series,  they  do  not  suggest  that  Meratran 
has  therapeutic  advantages  over  the  am- 
phetamines. On  the  psychological  side, 
there  was  little  appreciable  change  in  mood. 
Motor  activation  alone  did  not  suffice  to 
implement  an  improvement  in  feeling  or 
attitude.  Physically,  anorexia  frequently 
complicated  the  therapeutic  progress.  Fur- 
ther studies  are  needed  to  gain  a better 
understanding  of  the  drug’s  potentialities. 

Frenquel,  despite  its  structural  resem- 
blance of  Meratran,  was  found  to  have  op- 
posite effects  on  laboratory  animals.  Far 
from  acting  as  a stimulant,  it  diminishes 
spontaneous  activity.  Moreover,  it  blocks 
the  hallucinogenic  effects  of  mescaline  and 
LSD-25.  A number  of  investigators  advo- 
cated its  clinical  use  in  the  treatment  of 
disturbed  patients,  especially  those  with 
hallucinatory  states.  Available  reports  dif- 
fer widely.  In  some,  intravenous  adminis- 
tration is  stated  to  be  effective  in  relieving 
patients  of  their  psychotic  symptoms  with- 
in a few  hours.  In  others,  the  observers 
failed  to  notice  any  effects  whatsoever, 
beneficial  or  toxic,  regardless  of  length  of 
treatment.  Our  own  observations  are  limit- 
ed to  8 patients.  These  patients  were  care- 
fully selected  on  the  basis  of  vivid  halluci- 
natory disturbances  associated  with  schizo- 
phrenia in  6,  with  acute  alcoholic  brain 
syndromes  in  2 patients.  Medication  was 
started  with  repeated  intravenous  injec- 
tions, totalling  100  to  180  mg.  the  first  day. 
Oral  medication  was  substituted  on  the 
second  day  and  maintained  for  the  dura- 
tion of  treatment  which  varied  from  13  to 
55  days.  Dosage  levels  averaged  100  to 
200  mg.  daily  with  800  mg.  as  daily  maxi- 
mum. In  one  case  with  alcoholic  halluci- 
nosis, all  symptoms  disappeared  within  48 
hours.  In  all  other  cases  hallucinations. 


even  during  and  immediately  following  in- 
travenous injections,  remained  equally 
vivid.  The  drug  appears  to  be  quite  harm- 
less since  even  large  doses  did  not  produce 
any  observable  toxic  symptoms.  With  the 
exception  of  the  one  alcoholic  case,  there 
was  no  evidence  of  therapeutic  effects. 
While  these  results  can  hardly  be  called  en- 
couraging, further  studies  are  in  progress 
which  will  be  concerned  with  a variety  of 
toxic  brain  syndromes.  The  experimental 
evidence  seems  to  suggest  that  toxic  rather 
than  schizophrenic  hallucinations  can  be 
modified  with  this  drug. 

Prospects 

A new  science  of  psychopharmacology 
has  come  into  existence.  Drugs  which  pro- 
duce model  psychoses  offer  new  insights  in- 
to cerebral  processes.  Model  psychoses  in 
turn  become  the  experimental  testing 
ground  for  new  therapeutic  agents.  Ad- 
vances in  the  biological  sciences  contribute 
on  a growing  scale  to  the  evolution  of  con- 
cepts on  normal  and  abnormal  behavior. 
What  does  this  offer  to  clinical  psychiatry? 

The  unsatisfactory  overall  results  in  the 
treatment  of  mental  disorders,  only  too 
strongly  in  evidence  in  the  biometrical  sta- 
tistics, demands  that  we  are  alert  and  re- 
ceptive to  new  ideas  and  ever  ready  to 
modify  therapeutic  approaches.  Psychiatric 
therapies  are  composites  of  somatic,  psy- 
chological and  social  methods.  Any  attempt 
to  single  out  one  and  exclude  others  has 
resulted  in  therapeutic  failures.  The  in- 
troduction of  new  drug  therapies,  when 
seen  in  the  context  of  this  perspective,  is 
not  a matter  of  unsound  optimism  versus 
hostile  skepticism.  What  is  called  for  is 
an  imaginative  program  of  research  and 
therapeutic  integration.  Not  so  much  the 
fact  that  we  now  possess  new  drugs  as  the 
hope  that  this  is  only  the  beginning  of 
therapeutic  progress  in  psychiatry  appears 
to  us  encouraging. 

* Smith,  Kline  & French,  Ciba  Pharmaceutical  Products, 
inc.  and  the  Wm,  S.  Merrell  Co,  have  been  most  generous 
in  supplying  the  hospital  with  drugs  for  clinical  research, 
REFERENCES 

1,  Freyhan,  F.  A.  : The  immediate  and  long  range  effects 
of  Chlorpromazine  on  the  Mental  Hospital.  Chlorproma- 
zine  and  Mental  Health,  p.  71.  Lea  & Febiger.  Philadel- 
phia, 1955. 

2.  Shay  H.  and  Siplet.  H.  Study  of  Chlorpromazine 
jaundice,  its  mechanism  and  prevention.  To  be  published. 

,3.  Freyhan.  F.  A.  : Comments  on  the  biological  and 

psychopathological  basis  of  individual  variation  in  Chlor- 
promazine therapy.  International  Symposium  on  Chlor- 
promazine and  Neuroleptic  Drugs,  Paris.  Oct.  20-22. 
1955.  To  be  published  in  ENCEPHALE. 


August,  1956 


Delaware  State  Medical  Journal 


187 


THE  SPIRIT  OF  RESEARCH 

A.  W.  Gottschall,  M.D.* 

Recent  pronouncement  by  recognized  au- 
thorities in  the  field  of  psychiatry  have  fo- 
cused attention  once  more  on  the  many  and 
varied  problems  affecting  our  nation’s  men- 
tal health.  Among  the  questions  which  have 
been  raised  there  are  two  which  involve 
difficult  decisions  in  the  matter  of  public 
policy.  First,  how  shall  we  provide  adequate 
educational  facilities  for  those  of  the  med- 
ical profession  now  in  the  field  of  psychi- 
atry in  order  to  have  a more  thorough  un- 
derstanding of  the  cause  and  treatment  of 
mental  illness.  Secondly,  how  shall  the  cur- 
riculum be  organized  so  as  to  inculcate  the 
moral,  the  spiritual,  and  the  scientific  val- 
ues more  effectively  in  the  minds  and  hearts 
of  the  medical  profession. 

Frequent  discussion  in  the  press  of  the 
country  have  made  practically  everyone  fa- 
miliar with  the  fact  that  more  than  half 
of  all  hospital  beds  are  now  occupied  by 
the  mentally  ill;  more  than  by  the  victims 
of  polio,  cancer,  heart  disease  and  all  other 
illnesses  combined.  The  fact  is  that  one  in 
every  ten  persons  can  expect  to  be  confined 
sometime  in  a mental  institution.  Thus 
mental  patients  today  occupy  over  700,000 
hospital  beds  in  our  country,  actually  more 
than  half  of  the  available  hospital  space 
that  our  country  provides.  These  facts  have 
awakened  public  consciousness  so  that  the 
observance  of  “Mental  Health  Week”  this 
year  ought  to  provide  the  opening  signal 
for  a nation  wide  gathering  of  forces  to 
combat  what  the  Hoover  Commission  has 
called  the  nation’s  greatest  single  health 
problem. 

And  who  does  the  public  look  forward  to 
to  help  them  in  their  dilemma?  To  the  phy- 
sician, to  the  psychiatrist  and  especially 
those  psychiatrists  who  possess  the  spirit 
of  research.  Man  is  always  asking  questions, 
his  mind  seeks  answers,  his  body  seeks  an- 
swers, his  emotions  seek  answers.  He  ques- 
tions himself,  he  questions  his  neighbor,  he 
questions  his  world,  he  questions  his  uni- 
verse. Primarily  in  birth  his  lips  ask  where 
is  food  and  silently  in  death  his  eyes  ask 
where  is  tomorrow.  The  questions  of  man 
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have  their  source  and  root  in  two  basic 
puzzles  “What  is  Truth”  and  “What  is 
Goodness”.  From  the  moment  reason  light- 
ed the  first  man’s  eyes,  “Is  this  true  or 
false,”  “Is  this  good  or  bad”  has  echoed  in 
caves  and  market  places,  in  halls  of  legis- 
lation and  judgment  and  unceasingly  in 
the  human  breast.  They  have  been  and  are 
asked  because  the  restless  mind  of  man 
which  God  molded  after  his  own  can  not  be 
content  with  doubt  and  the  hungry  will  of 
man,  which  like  that  of  its  giver  bears  no 
chains  and  cannot  be  satisfied  with  uncer- 
tainty. 

To  understand  man,  that  is  to  under- 
stand ourselves,  it  is  necessary  to  realize 
two  elementary  things.  The  first  is  that  we 
are  beings  of  great  personal  dignity.  The 
second,  that  we  are  creatures.  These  things 
are  not  opposed,  they  mutually  support 
each  other,  but  they  are  ignored  or  forgot- 
ten all  too  often  by  too  many  people.  One 
might  think  that  there  is  little  danger  that 
man  would  forget  his  own  importance. 

Until  recently  at  least  there  was  hardly 
any  doubt  in  most  minds  that  man  was 
quite  capable  of  solving  any  problem  that 
might  present  itself,  that  together  with  sci- 
ence and  industry  he  was  in  a path  of  in- 
evitable progress  that  could  eventually  lead 
only  to  perfection  and  that  all  he  needed 
was  to  be  given  freedom  and  opportunity. 

There  are  many  people  who  regard  sci- 
ence and  scientists  with  a mixture  of  an- 
tagonism and  suspicion.  It  is  somewhat 
novel  for  human  beings  to  experience  some 
fear  and  suspicion  toward  things  they  do 
not  understand.  Because  present  day  sci- 
ence is  exploring  so  many  unchartered 
fields,  the  tendency  to  be  awed  at  the  per- 
son behind  these  mysteries  is  probably 
greater  than  in  normal  times.  There  are 
other  reasons  why  people  tend  to  take  a 
doubtful  view  of  the  scientist.  One  is  the 
strange  and  special  language  they  use  in 
talking  about  their  work.  The  public  need 
not  think  itself  stupid  for  failing  to  grasp 
all  these  technicalities.  What  has  developed 
is  a series  of  very  specialized  dialects,  each 
really  understood  only  by  its  inventors. 
Still  another  cause  of  suspicion  toward  the 
scientist  is  man’s  natural  tendencies  to  re- 
sent persons  who  seem  more  intelligent. 
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The  aura  of  silent  mystery  that  so  often 
surrounds  the  scientist  is  usually  nothing 
more  than  their  absorbing  interest  in  their 
work.  Actually  the  scientist  is  the  friendly 
servant  of  us  all.  The  student  of  research 
is  imbued  with  the  spirit  of  the  explorer  of 
our  unmapped  regions,  the  discoverer  of  un- 
known facts,  the  investigator  of  intangible 
problems.  All  of  them  being  driven  forward 
by  the  insatiable  thirst  for  knowledge  that 
has  possessed  men  and  directed  their  en- 
deavors for  centuries.  It  is  the  spirit  of  re- 
search that  guides  them  all.  It’s  more  than 
mere  curiosity.  It  is  an  overwhelming  de- 
sire which  has  lived  in  the  hearts  of  scien- 
tifically minded  men  since  time  immemori- 
al. The  spirit  of  research  has  invaded  all 
branches  of  the  arts;  medicine,  law,  elec- 
tronics, engineering,  biology,  agriculture, 
geology,  and  chemistry  and  etc.,  just  to 
mention  a few.  Such  minds  are  nourished 
by  the  hope  of  achievement  of  finding  the 
pot  of  gold  at  the  end  of  the  rainbow;  and 
many  do.  From  Hippocrates  to  the  present 
day  this  has  been  going  on  and  will  con- 
tinue to  progress. 

It  might  be  noted  that  many  a research- 
er, while  striving  toward  one  goal,  found  a 
more  important  goal  by  close  observation 
of  all  that  occurred  along  the  path  of  his 
investigation,  as  for  instance.  Dr.  Jenner, 
in  treating  the  infected  hands  of  milk  maids 
who  had  acquired  cow  pox  from  infected 
cows,  found  that  these  milk  maids  never 
acquired  human  small  pox.  The  result, 
small  pox  vaccine.  Dr.  Pasteur,  in  search- 
ing for  the  cause  of  the  spoilage  of  beer, 
acquired  the  knowledge  of  rabies  preven- 
tion. Dr.  Fleming,  in  studying  certain  types 
of  bacteria,  noticed  that  some  of  his  cul- 
tures of  bacteria  became  contaminated  with 
mold,  but  most  important,  that  this  mold 
had  destroyed  the  bacteria.  He  reasoned 
that  if  that  mold  could  destroy  bacteria  in 
a culture  dish,  it  could  do  it  in  a human 
body.  The  result,  penicillin. 

In  this  same  light,  but  in  research  of  an- 
other category,  the  grand  admiral  Chris- 
topher Columbus,  to  prove  that  the  earth 
was  round  instead  of  flat,  sailed  due  west 
from  Spain  to  find  a new  passage  to  India, 
when  everyone  knew  that  India  lies  to  the 
east  of  Spain.  He  of  course  never  reached 


India,  but  in  its  stead,  discovered  a new 
hemisphere,  much  more  important  than  his 
original  goal.  That  was  the  result  of  the 
spirit  of  research  in  geography  and  navi- 
gation. The  spirit  of  research  in  aeronau- 
tics prompted  Colonel  Lindbergh’s  flight 
from  New  York  to  Paris.  It  wasn’t  so  much 
the  Spirit  of  St.  Louis,  that  made  for  suc- 
cess as  the  spirit  of  Lindbergh.  Those  for- 
tunate individuals,  regardless  of  their  voca- 
tion in  life,  who  possess  the  spirit  of  re- 
search are  persons  of  character,  of  deter- 
mination, who  possess  an  inward  driving 
power  which  propels  them  forward  toward 
the  unknown,  in  search  of  knowledge  and 
of  facts.  They  are  the  leaders  of  men.  They 
are  the  ones  who  blaze  the  way  toward  ul- 
timate victories  through  knowledge.  Dr. 
Albert  Einstein  has  written  that  “ the  man 
who  regards  his  own  life  and  that  of  his 
fellow  creatures  as  meaningless  is  not  mere- 
ly unfortunate,  but  almost  disqualified  for 
life.” 

Last  year  at  this  time.  Dr.  Jonas  Salk, 
who  developed  the  polio  vaccine,  suggested 
that  mental  illness  mysteries  could  be  at- 
tacked by  the  same  methods  of  coordinated 
and  organized  research  as  used  against 
polio.  Since  then,  success  with  the  new 
tranquilizing  drugs,  Reserpine  and  Chloro- 
promazine,  has  strengthened  his  thesis  tre- 
mendously. 

The  mental  illness  program  is  an  urgent 
matter.  It  should  be  met  squarely  by  vigor- 
ous, positive  action  at  federal,  state  and 
local  levels  to  provide  clinics,  medical  care 
and  hospitalization  and  to  support  an  all 
out  research  effort.  Herein  lies  our  greatest 
hope  of  a real  break  through  to  victory  in 
this  field.  Those  who  will  command  the  road 
to  victory  will  be  those  with  the  spirit  of 
research.  Government  rests  on  the  resolu- 
tion and  determination  of  its  people  for 
progress.  Good  citizens  are  informed  citi- 
zens. Only  by  knowing  what  we  are,  in  the 
area  of  mental  hygiene  and  what  we  have 
at  our  disposal,  can  all  of  us  set  about  ful- 
filling best  that  mutual  moral  responsibility 
that  everyone  shares  toward  improving  the 
care  and  circumstances  of  the  mentally  ill. 
If  the  people  know  the  facts,  if  they  under- 
stand the  problems  that  effect  the  well  be- 
ing of  themselves  and  their  neighbors  they 
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will  not  shirk  their  obligations.  They  will 
act  at  once  for  human  betterment. 

Let  us,  therefore,  who  are  possessed  of 
the  spirit  of  research  in  psychiatry,  go  for- 
ward, show  the  way,  blaze  the  trail  toward 
ultimate  truth.  Always  remembering  that 
Biblical  quotation,  “And  you  shall  know 
the  truth  and  the  truth  shall  make  you 
free.”  Let  us  hope  that  these  facts  of  accu- 
racy shall  help  free  our  fellow  human  beings 
from  the  tragic  toll  of  mental  illness. 


RESPONSE  TO  THORAZINE  (CHLORPROMA- 
ZINE)  ADMINISTRATION  IN  HYPERKINETIC 
MONGOLISM 

by 

Hal  W.  Geyer,  M.D.* 

It  has  been  found,  following  a year  of 
intensive  study  of  hyperkinesia  in  mentally 
retarded  children  afflicted  with  mongolism, 
that  Thorazine  (Chlorpromazine)  has  been 
most  effective,  and  the  results  are  equally 
gratifying. 

The  purpose  of  this  case  report,  which  is 
one  of  the  few  treated  for  hyperkinesia,  is 
to  not  only  open  a field  from  the  stand- 
point of  treatment  in  a Hospital  for  the 
Mentally  Retarded,  but  for  the  general 
practitioner  and  psychiatrist  in  private 
practice,  who  may  be  confronted  with  sim- 
ilar cases. 

It  has  been  noted  throughout  the  treat- 
ment program,  in  this  particular  sphere, 
that  only  minimal  dosages  are  required  to 
alleviate  the  condition.  It  may  also  be  add- 
ed that  no  side  affects,  of  any  description, 
were  manifested  during  the  entire  treat- 
ment period.  The  following  case  presented 
is  typical  in  its  aspects; 

A 9 year-10  month  old  white  male,  a 
mentally  retarded  mongoloid,  was  Court 
committed  to  this  Hospital  on  October  3, 
1955  due  to  his  inability  to  be  socially  ad- 
justable in  the  community. 

Physical  examination  of  this  patient  re- 
vealed an  undersized,  white  male,  with  the 
physical  structure  and  anatomical  develop- 
ment of  a 4 year  old  child.  He  manifested 
all  appearances  of  gross  physical  negligence; 

Acting  Clinical  Director,  Hospital  for  the  Mentally  Re- 
tarded, Stockley,  Delaware. 


he  was  dehydrated,  hair  matted,  and  he 
showed  no  response  to  the  requests  made 
of  him,  continuing  in  whatever  direction 
he  was  projecting  at  the  time.  Due  to  his 
severe  hyperkinetic  display  the  neurological 
examination  was  not  completed  nor  evalu- 
ated. 

Patient  was  brought  to  the  Medical  Cen- 
ter of  this  Hospital  from  the  Juvenile  Court 
by  a social  worker.  A severe  display  of 
hyperkinesia  and  hostility  was  demonstrat- 
ed, momentarily,  upon  his  arrival.  He  ran 
up  and  down  the  corridor,  pushing  patients 
aside  and  showed  overt  hostility  and  com- 
bativeness when  he  met  with  resistance.  It 
was  at  the  late  evening  meal  that  he  arrived 
and  he  entered  the  room  by  leaping  on  a 
bench,  teetering,  scooping  up  large  spoon- 
fuls of  food,  taking  a little  in  his  mouth 
and  throwing  the  rest  on  the  table.  This 
was  followed  by  his  running  around  the 
table,  dipping  his  spoon  into  the  other  pa- 
tients’ plates  and  showing  hostility  and 
combativeness  when  restrained  from  this 
activity. 

The  patient  fell  asleep  in  the  early  eve- 
ning, apparently  from  sheer  exhaustion,  and 
slept  until  shortly  after  daylight  the  fol- 
lowing morning.  Upon  his  awakening  he 
presented  a behavior  pattern  exactly  as  pre- 
viously described,  with,  possibly,  a little 
more  accentuation. 

During  the  morning  he  was  escorted  to 
the  Endocrine  Clinic  by  two  nurses;  this 
procedure  ensued  in  a struggle  all  the  way. 
When  he  saw  the  endocrinologist  he  imme- 
diately broke  away  from  the  nurses;  ran 
toward  the  doctor,  kicked  him  in  the  shins 
and  endeavored  to  pummell  him.  The  exam- 
ination by  the  endocrinologist  was  not  too 
successful. 

Immediately  following  the  examination 
the  patient  was  placed  upon  25  mg.  of 
Thorazine  four  times  daily  with  an  initial 
intramuscular  dose  of  50  mg.  Thorazine 
with  2cc  of  1%  procaine.  Within  3 hours 
the  change  was  dramatic.  His  entire  atti- 
tude changed;  he  became  more  docile.  This 
docility  was  not  accompanied  by  the  dulling 
of  the  sensorium;  in  fact,  he  seemed  much 
brighter.  He  also  verbalized  more,  in  an 
echolalia  manner,  typical  of  his  mongoloid 
affliction.  His  table  manners  changed  im- 
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mediately;  he  sat  quietly  and  ate  his  food 
without  the  uproar  that  usually  accompa- 
nied his  mealtime. 

Under  constant  observation  and  medica- 
tion, the  patient’s  progress  was  noted  as 
follows : 

November  3,  1955 — Results  of  the  medi- 
cation on  this  little  mongoloid  is  dramatic, 
he  has  gained  weight,  skin  has  cleared,  and 
there  has  not  been  a single  complaint  about 
his  behavior.  He  is  very  friendly  with  the 
nurses  and  doctors;  tries  to  cooperate  in 
every  way,  comparable  to  his  mental  abil- 
ity. He  was  examined  psychiatrically,  this 
date  and  was  found  to  function  in  the  im- 
becilic  bracket  with  a mental  age  of  2 years- 
11  months.  Due  to  his  lack  of  hyperactiv- 
ity he  is  being  transferred  to  a cottage 
where  he  will  continue  his  medication  and 
commence  his  training  program. 

December  3,  1955 — This  patient  has  lev- 
eled off  excellently  and  is  cooperative  in 
every  phase  and  an  excellent  patient  at  the 
cottage.  He  responds  to  all  requests;  such 
as,  “Close  the  door,”  “Move  the  chair”,  etc. 
He  is  neater  in  his  dress  and  endeavors  to 
follow  the  hygienic  instructions  relative  to 
his  training  program.  His  medication  con- 
tinues and  he  is  incorporated  into  the 
Group  Therapy  program  for  mongoloid  pa- 
tients within  his  age  range. 

February  10,  1956 — All  medication  dis- 
continued and  patient  maintains  in  an  ex- 
cellent manner. 

June  4,  1956 — Patient  transferred  to  an- 
other Hospital,  in  another  State  due  to  the 
change  in  the  residential  status  of  his 
father. 


“FAMILY  PLANNING”  AS  A NEUROTIC 
MANIFESTATION 

Frieda  R.  Hendeles,  M.D.* 
(Although  the  case  reported  here  is  from 
English  psychiatric  practice,  the  general 
principles  applv  equally  to  this  country.) 

Mr.  & Mrs.  D.  L.  an  attractive  couple  of 
27  and  28  years  respectively,  presented  to 
their  families  and  friends  the  picture  of  an 
intelligent,  happily  married  pair  who  were 
working  steadily  and  saving  to  provide  a 
home  and  finances  suitable  to  the  advent 
of  a family  of  two  or  three. 

* Acting  Senior.  Delaware  State  Hospital. 


Since  the  post-war  housing  situation  was 
still  a problem  and  the  husband  was  em- 
barking on  a new  and  uncertain  business 
partnership,  “family  planning”  was  decided 
upon  with  an  allowance  of  five  years  to  pre- 
pare for  the  first  child.  The  five  year  period 
having  elapsed,  Mrs.  L.  became  pregnant; 
initially  the  pregnancy  was  described  as 
having  been  normal,  delivery  uneventful 
and  Mrs.  L.  delighted  with  the  daughter 
she  had  wished  for. 

Mrs.  L.  first  came  under  psychiatric  care 
during  the  second  week  of  the  puerperium, 
having  become  deeply  depressed  and  at- 
tempted to  walk  out  of  a second  floor  win- 
dow. She  was  unable  to  sleep,  refused  food, 
stated  her  case  to  be  hopeless,  showed 
marked  hostility  toward  her  husband  and 
a total  lack  of  interest  in  the  baby.  A course 
of  electro-convulsive  therapy  (E.C.T.)  (8 
treatments)  was  given  to  relieve  the  de- 
pression and  so  render  the  patient  more  ac- 
cessible to  subsequent  psychotherapy.  Some 
weeks  after  E.C.T.  was  terminated,  the  pa- 
tient became  extremely  tense  and  voiced 
numerous  fears  and  obsessive  thoughts  of 
harming  her  baby. 

During  the  course  of  psychotherapy  the 
following  history  emerged: 

The  patient  was  the  older  daughter  of 
humble,  ignorant  but  hard-working  parents 
who  were  emotionally  unstable  and  spent 
much  time  quarrelling.  They  devoted  a 
greater  part  of  their  interest  and  atten- 
tion to  her  younger  sister,  four  years  her 
junior,  and  an  older  brother;  consequently 
she  felt  herself  to  have  been  an  unhappy, 
rejected  and  “ugly  child”  by  contrast  with 
the  younger  sister  who  had  received  the 
“lion’s  share”  of  parental  love  as  well  as 
being  regarded  by  everyone  as  a “very  pret- 
ty little  girl”.  In  early  childhood  D.  had 
walked  and  talked  in  her  sleep  and  became 
a persistent  nail-biter.  She  took  to  school 
with  pleasure,  was  an  intelligent  scholar 
and  graduated  from  high  school  having 
many  friends  and  many  extra-curricular  ac- 
tivities. She  resented  the  financial  bar  to  a 
college  education  and  tended  to  blame  her 
parents  exclusively  although  war-time  con- 
ditions in  England  were  important  factors 
in  the  inaccessibility  of  higher  education 
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to  those  of  limited  means.  After  graduation 
she  obtained  a secretarial  position  and  ad- 
vanced steadily  to  higher  grades  of  employ- 
ment. 

The  picture  of  her  personality  at  this 
time  was  that  of  a young  woman  with  a 
high  standard  of  intellectual  pursuits,  am- 
bitious to  achieve  a high  level  of  prominence 
in  some  spectacular  type  of  work,  to  im- 
prove her  socio-economic  position  and  “keep 
up”  with  her  friends.  She  was  highly  emo- 
tional, being  readily  moved  to  tears,  very 
susceptible  to  noise  and  had  a low  frustra- 
tion tolerance.  She  was  disposed  to  varia- 
tions of  mood,  frequently  became  disgrun- 
tled and  irritable,  particularly  with  her  par- 
ents for  whom  she  felt  an  admixture  of  pity 
and  contempt  because  of  their  low  standard 
of  living  and  interests  as  well  as  their  con- 
stant bickering.  The  only  member  of  the 
family  with  whom  she  had  a good  relation- 
ship was  her  brother,  three  years  her  senior. 

Her  attitude  toward  herself  was  domi- 
nated by  the  unconscious  rejection  of  her 
femininity;  her  menses  were  regarded  as  a 
painful  nuisance,  she  dated  many  boy- 
friends but  always  shunned  any  physical 
contact,  keeping  relations  on  a platonic 
level.  She  revelled  in  vigorous  physical  ac- 
tivities, liked  to  organize  and  conduct  large- 
scale  social  activities,  but  hated  all  domes- 
tic pursuits  and  showed  only  a superficial 
interest  in  her  appearance  and  selection  of 
clothes. 

Finally,  she  realized  her  ambitions  in  the 
promotion  to  an  executive  job  which  al- 
lowed the  expression  of  her  exhibitionistic 
tendencies  and  the  need  to  dominate  and 
manipulate  others.  She  gave  much  extra 
time  to  her  work,  but  out  of  working  hours 
the  need  for  conformity  with  her  friends 
still  had  to  be  satisfied  as  did  the  same 
needs  which  were  operating  in  her  work. 
All  her  friends  were  by  now  getting  mar- 
ried and  planning  for  the  future,  so  that  at 
twenty-one  years  of  age  she  married  a 
member  of  her  group,  a man  a few  years  her 
senior  and  the  antithesis  of  herself.  He  was 
a feminine-looking,  passive,  dependent,  in- 
adequate man  who  had  helped  his  widowed 
mother  in  her  business.  Soon  after  marriage 
he  entered  into  partnership  in  a new  and 
floundering  business,  thus  the  family  fi- 


nances depended  largely  upon  the  wife’s 
earnings  which  exceeded  her  husband’s.  She 
also  played  an  active  part  in  attempting  to 
reorganize  and  improve  his  portion  of  the 
business. 

Post-war  conditions  rendered  housing  a 
problem  so  that  at  first  the  couple  lived 
with  the  wife’s  parents  then  later  rented  a 
small  apartment  which  she  devalued,  as  she 
did  all  her  other  possessions,  believing  that 
it  was  an  inadequate  place  for  the  rearing 
of  a child.  The  couple  then  decided,  largely 
at  the  patient’s  prompting,  to  exercise 
“family  planning”,  the  wife  to  continue  her 
work  so  that  in  due  time,  suitable  living 
conditions  and  adequate  finances  would  en- 
able them  to  consider  “wise  parenthood”. 
The  time  planned  for  this  was  five  years. 

The  marriage  itself  was  regarded  by  both 
partners  as  an  essentially  happy  one,  al- 
though it  emerged  that  the  patient  was 
frigid  the  greater  part  of  the  time.  She 
hated  housework  and  did  little  to  improve 
the  home;  most  week-ends  throughout  the 
marriage  were  spent  on  trips  away  from 
the  home,  ostensibly  to  allow  the  couple 
to  devote  their  entire  free  time  to  each 
other. 

By  the  end  of  five  years,  most  of  the  pa- 
tient’s group  of  friends  had  acquired  small 
families  of  their  own  and  social  pressure 
was  beginning  to  bear  upon  the  couple.  The 
wife  decided,  perhaps  somewhat  reluctant- 
ly, that  the  time  limit  had  come  to  an  end 
and  that  they  must  start  a family.  She  con- 
tinued working  until  late  in  pregnancy 
which,  she  revealed,  was  punctuated 
throughout  its  course  by  minor  bouts  of 
vomiting.  At  term  she  was  apparently  hap- 
py and  expecting  the  birth  with  eagerness. 
She  anticipated  remaining  home  to  rear  the 
infant  for  the  first  year  or  two,  but  had  not 
been  aware  of  the  fact  that  she  really  dread- 
ed staying  home  to  perform  “a  dull  daily 
routine  of  diapers  and  housework”.  Deliv- 
ery was  uneventful  and,  during  the  first 
week  of  the  puerperium,  Mrs.  L.  was  the 
delighted  recipient  of  boisterous  greetings 
and  visits  from  all  her  friends.  During  the 
second  week  she  began  experiencing  marked 
feelings  of  exhaustion,  dejection,  hostility 
toward  her  husband,  loss  of  all  feelings 
toward  the  infant  and  became  sleepless. 
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hopeless,  feeling  that  the  only  solution  was 
to  destroy  herself. 

Some  weeks  after  E.C.T.,  she  became 
anxious,  tense,  lacrymose  and  expressed 
numerous  fears  of  harming  the  baby,  re- 
garded the  initiation  and  continuation  of 
wifely  and  motherly  duties  with  dread,  ex- 
pressed intense  hostility  toward  her  hus- 
band, felt  that  the  marriage  had  gone  to 
pieces  and  that  she  desired  a divorce. 

Discussion 

The  basic  personality  of  this  woman 
showed  marked  masculine  strivings  evi- 
denced by  her  choice  of  activities  in  the 
fields  of  work  and  marriage.  The  need  to 
dominate  and  manipulate  others  was  the 
driving  force  in  the  realization  of  her  work- 
ing ambitions  as  it  was  in  the  choice  of  a 
marriage  partner.  Unconscious  rejection  of 
femininity  was  manifest  in  attitudes  toward 
menses,  relationships  toward  the  opposite 
sex,  neglect  of  domestic  commitments  and 
avoidance  of  pregnancy. 

The  major  conflict  in  this  woman  was 
brought  about  by  the  need  for  conformity 
which  was  at  variance  with  her  masculine 
strivings,  and  when  social  pressure  began 
to  be  felt,  the  manifestation  of  “family 
planning”  served  the  purpose  of  temporarily 
satisfying  both  needs  in  a socially  accept- 
able manner.  However,  the  need  for  con- 
formity and  social  pressures  gradually 
reached  proportions  of  stress  rendering 
pregnancy  imperative.  Once  pregnancy  was 
under  way,  being  no  longer  avoidable,  other 
neurotic  manifestations  such  as  periodic 
vomiting  began  to  appear. 

The  actual  arrival  of  the  infant  acted  as 
a trigger  for  the  mobilisation  of  tremendous 
aggression  and  anxiety  since  this  infant 
symbolized  many  objects  concerned  in  the 
patient’s  sense  of  deprivation  and  frustra- 
tion: 

a)  a recognized  resemblance  of  the  baby 
to  the  patient’s  young  sister  and  there- 
fore a reminder  of  lack  of  parental  love. 

b)  a threat  to  the  continuation  of  mas- 
culine type  satisfactions. 

c)  an  ultimate  confirmation  of  (despised) 
femininity. 

Since  this  aggression  was  unacceptable  to 
her  superego  it  became  directed  inwardly 


onto  herself  with  consequent  appearance  of 
depression  with  suicidal  impulses. 

Psychotherapy  of  8 months  duration  en- 
abled Mrs.  L.  to  develop  positive  feelings 
toward  her  child,  lose  her  hostility  toward 
her  husband  and  initiate  maternal  feelings 
and  domestic  activities. 

Conclusion 

All  psychotic  illness  in  the  puerperium 
is  preceded  by  long-standing  emotional  dis- 
order, manifestations  of  which  are  some- 
times more  evident  than  others.  “Family 
planning”  in  the  context  of  this  history 
could  be  recognized  as  a neurotic  manifes- 
tation. 


PSYCHOPATHOLOGY  OF  DEPRESSION 

W.  A.  Kohlmeyer,  M.D.* 

In  reviewing  the  literature  on  the  subject 
of  psychopathology  we  find  considerable 
disagreement  among  various  writers.  It  is 
necessary  to  clarify  in  which  sense  this  con- 
cept is  to  be  used,  respectively  which  part 
of  the  whole  field  of  psychopathology  will 
be  covered. 

Two  extreme  standpoints  will  be  outlined 
below.  There  are,  however,  many  variations 
between  them.  One  theory  is  represented 
by  the  German  psychiatrist  and  philoso- 
pher, Karl  Jaspers.  He  regards  psychopa- 
thology as  a science,  almost  in  the  sense  of 
natural  science.  He  takes  the  phenomeno- 
logical descriptive  approach  and  includes  in 
his  studies  only  those  biological  and  psy- 
chological facts  which  are  open  to  general 
observation,  which  can  be  expressed  in  con- 
cepts and  which  can  be  classified  in  a gen- 
eralized system.  He  restricts  his  work  to 
conclusions  which  are  derived  from  observa- 
tion of  the  conscious  psychological  mani- 
festations of  the  individual  under  examina- 
tion. Jaspers  distinguishes  psychiatry  and 
psychopathology  in  the  following  way: 

The  clinical  psychiatrist  has  to  deal  with 
the  individual  case  in  its  very  complex  or- 
ganization. It  is  important  for  him  to  diag- 
nose and  treat  his  patient.  Since  it  is  often 
very  difficult  to  classify  a case  he  may  neg- 
lect the  diagnosis  in  favor  of  treatment  of 
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the  patient.  The  knowledge  of  psychopa- 
thology is  one  of  the  tools  the  psychiatrist 
uses  in  his  work. 

The  psychopathologist,  on  the  other  hand, 
is  more  interested  in  recognizing  the  basic 
trends  in  the  psychic  abnormalities  of  hu- 
man beings.  He  observes  the  facts  and 
draws  his  conclusions  by  generalization.  He 
is  not  primarily  interested  in  the  single  in- 
dividual, but  in  the  data  from  which  he  can 
build  systems.  This  approach  to  psycho- 
pathology finds  its  limitations  in  the  single 
personality.  The  individuum  cannot  be  dis- 
solved into  biological  or  psychological  data, 
and  consequently  the  possibilities  for  theo- 
rizing are  limited. 

Here  the  other  extreme  of  psychopatho- 
logic  theory  has  to  be  considered:  Coleman 
describes  psychopathology  as  a speculative 
subject  with  undefined  limits  concerned 
with  the  isolation  of  clinical  entities  on  a 
psychological  basis,  including  interpreta- 
tions of  unconscious  material.  He  is  not  so 
concerned  with  the  collection  of  exact  ob- 
servations about  the  structure  of  the  psy- 
chic organization.  In  this  approach  there 
is  much  more  space  for  interpretation  of 
the  observed  facts  and  of  the  underlying 
psychodynamics.  Psychoanalysis  evaluates 
psychopathological  phenomena  in  this  way. 
The  latter  approach  has  been  integrated  in 
increasing  measure  into  the  psychopatho- 
logical thinking  of  our  time.  The  phenom- 
enological approach  has  particular  impor- 
tance in  evaluation  of  psychiatric  condi- 
tions. It  is  therefore  the  purpose  of  this 
paper  to  draw  attention  to  this  way  of 
thinking  and  to  use  the  example  of  depres- 
sion to  elaborate  its  implications. 

Depression  is  a particular  state  of  mood 
in  the  human  being.  Mood  is  one  of  the 
basic  elements  in  the  affective  life,  extend- 
ing over  a large  scale  from  depression  to 
syntony  and  elation.  It  is  not  clear  how 
mood  is  related  to  the  biological  structure 
of  the  body,  but  it  can  be  concluded  from 
certain  observations  that  there  is  a correla- 
tion between  mood  and  the  function  of  the 
body,  particularly  the  brain.  This  is  illus- 
trated by  the  change  of  mood  seen  in  phys- 
ical illness,  intoxications,  brain  injuries,  ar- 
teriosclerosis, etc. 

It  is  assumed  that  every  psychic  phenom- 


enon must  have  equivalents  in  the  physical 
structure  of  the  body.  However,  we  do  not 
know  enough  about  such  correlations  to 
make  any  dogmatic  statements  about  them. 
Many  authors  have  tried  to  find  concepts 
which  integrate  all  the  different  aspects  of 
this  relationship.  One  of  these  is  the  con- 
cept of  ‘Biotonus’,  formulated  by  Ewald. 
He  covers  with  this  term  all  the  basic  bio- 
logical and  psychological  agents  motivating 
the  organism.  If  some  external  or  internal 
events  inhibit  or  retard  the  ‘Biotonus’  in 
its  function,  a depression  follows.  It  is  one 
of  the  very  common  phenomena  in  psychic 
life.  To  a certain  extent  it  may  be  present 
in  every  human  individual,  where  it  ordi- 
narily has  a transient  character.  It  finds 
a stronger  expression  in  the  mood  swings 
of  the  cyclothymic  personality,  where  it  is 
related  to  the  preponderantly  pyknic 
habitus.  The  morbid  depression  is  distin- 
guished by  its  degree,  its  persistence,  its 
self-perpetuating  character,  its  occupation 
of  the  entire  personality  and  frequently  its 
recurrence. 

The  term  depression  is  used  variably  and 
loosely  to  describe  either  a disease  entity 
or  a concomitant  symptom.  This  may  be 
the  cause  of  misunderstanding.  The  nam- 
ing of  diseases  necessitates  a separation 
which  is — as  with  most  of  the  nominations 
in  the  biological  and  psychological  fields — 
rather  artificial.  In  the  next  part  of  this 
presentation,  the  basic  connections  of  these 
concepts  will  be  further  elaborated. 

Two  concepts  have  proven  useful  in  the 
evaluation  of  psychopathological  problems 
— the  concepts  of  pathogenesis  and  patho- 
plasticity.  The  first  refers  to  the  causes,  and 
the  second  to  the  formation  of  the  patho- 
logical mental  process.  ‘Pathogenesis’  in- 
cludes heredity,  in  the  physical  and  mental 
sense,  diseases  with  their  subsequent  func- 
tional, biochemical  and  possibly  anatomical 
changes,  and  age  with  its  biological  implica- 
tions. 

In  this  term  all  the  endogenous  and  con- 
stitutional factors  are  included.  The  pos- 
sibilities for  reactions  are  limited  for  every 
individual  by  the  pathogenetic  structure, 
which  provides  the  material  for  the  forma- 
tive pathoplastic  factors  to  work  on. 

In  contrast  to  the  limited  pathogenetic 
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factors  the  ‘pathoplastic’  factors  are  almost 
universal.  They  include  aU  external  or  ex- 
trapersonal factors,  the  environment,  the 
life-constellation,  family  and  friends,  pro- 
fession, etc.  The  multiple  psychodynamic  in- 
fluences forming  the  final  picture  of  the 
psychic  disorder  are  involved  in  this  con- 
cept. The  pathoplastic  factors  are  the  most 
obvious  manifestations,  and  they  frequently 
obscure  the  underlying  genetic  structure. 
A long  and  intensive  observation  is  often 
necessary  to  demonstrate  the  genetic  basis 
of  the  disease  with  its  importance  for  diag- 
nosis, prognosis  and  therapy. 

Following  is  a list  of  couples  of  factors 
which  will  show  the  polarity  of  these  two 
concepts; 


PATHOGENETIC 

Basic 

Endogenous 

Biologic 

Static 


PATHOPLASTIC 

Reactive 

Exogenous 

Psychologic 

Dynamic 


In  the  clinical  picture  of  a psychosis, 
multiple  combinations  of  all  these  factors 
are  seen.  The  genetic  factors  determine  the 
internal  structure  and  are  essential  for  the 
progress  of  the  illness,  while  the  plastic  fac- 
tors form  the  external  appearance,  which 
is  very  frequently  the  only  thing  that  can 
be  observed.  Therefore,  only  a careful  anal- 
ysis of  the  whole  picture  may  reveal  the 
real  basis  of  the  disease. 

It  has  been  mentioned  previously  that 
depression  may  be  either  a symptom  or  a 
disease  entity.  Both  are  only  different  as- 
pects of  the  same  fundamental  matter, 
which  is  defined  by  the  triad:  depressed 
mood,  inhibition  of  ideation,  and  psycho- 
motor retardation. 

Now  a new  determination  of  these  fac- 
tors may  be  added.  It  may  be  stated  that 
depression  as  a symptom  is  related  to  the 
group  of  pathoplastic  factors.  The  depres- 
sive illness  on  the  contrary  is  determined 
by  the  pathogenetic  factors  — heredity  and 
constitution. 

As  an  example  of  the  pathoplastic  as- 
pect of  depression  one  can  choose  the  syn- 
drome schizophrenia  with  depressive  fea- 
tures. The  genetic  process  is  schizophrenic, 
but  the  clinical  picture  may  be  a prepon- 
derantly depressive  one  due  to  the  forma- 
tive influence  of  the  pathoplastic  depres- 


sion. The  frequent  occurrence  of  this  has 
led  certain  writers  to  speak  of  melancholic 
or  schizophrenic  depression.  Others  men- 
tion organic  depression.  According  to  the 
frame  of  reference  postulated  in  this  paper, 
there  is  only  one  basic  complex  of  depres- 
sion, and  all  the  other  concepts  are  confus- 
ing. The  aim  should  be  to  find  the  genetic, 
process,  schizophrenic  or  organic,  and  then 
to  name  the  illness  according  to  this  genetic 
basis,  not  to  the  plastic  factors  which  are 
superimposed. 

In  the  case  of  the  so-called  endogenous 
depression  it  is  necessary  to  consider  it  as 
a disease  in  which  depression  plays  the  pre- 
ponderantly genetic  role  on  the  basis  of 
constitutional  trends.  The  extreme  type  of 
this  illness  is  not  frequent.  In  most  cases, 
the  picture  is  influenced  by  pathoplastic- 
environmental  factors.  This  brings  up  the 
concept  of  reactive  depression.  The  rela- 
tionship between  endogenous  and  reactive 
depression  may  be  delineated  by  the  fol- 
lowing example:  A patient  had  marked 
trends  indicating  a depressive  constitution 
and  heredity.  His  brother  committed  sui- 
cide, and  a sister  died  in  a depression  from 
anorexia.  The  patient  had  a depressive  epi- 
sode without  any  obvious  precipitating 
factors  at  the  age  of  30.  At  that  time  he 
lived  in  the  best  of  circumstances  and  was 
an  active  successful  businessman.  This  epi- 
sode cleared  up  within  three  months  with- 
out any  specific  treatment.  It  was  clearly 
an  endogenous  depression. 

This  man  is  now  56  years  old.  He  came 
to  this  country  as  a refugee,  having  lost 
all  his  property  in  Europe  due  to  political 
circumstances.  He  found  it  extremely  diffi- 
cult to  adjust  here,  lost  most  of  the  little 
money  he  brought  with  him  in  an  unlucky 
business,  and  then  was  unable  to  find  a 
job  immediately.  He  developed  another  de- 
pressive episode  which  might  be  called  re- 
active because  of  the  many  given  precip- 
itating factors.  Considering  the  whole  com- 
plex of  this  case,  however,  it  would  have  to 
be  diagnosed  as  an  endogenous  depression 
because  of  the  pathogenetic  structure. 

Another  well  circumscribed  entity  is  the 
involutional  depression.  Here  the  genetic 
factors  are  — besides  constitutional  factors 
— the  age  with  its  biological  and  psycho- 
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logical  changes.  The  formation  of  the  psy- 
chosis in  its  clinical  appearance  is  frequent- 
ly determined  by  external  factors,  and  we 
may  see  an  agitated  picture  with  an  over- 
lay of  delusion  and  even  hallucination, 
which  is  similar  to  a schizophrenic  picture. 

A term  that  is  frequently  used  in  a sim- 
ilar sense  as  reactive  depression  is  ‘neu- 
rotic depression’.  The  neurosis,  in  the  light 
of  our  concept  ‘pathogenetic  — pathoplas- 
tic’  is  the  disease  in  which  the  plastic  fac- 
tors have  the  greatest  influence,  while  the 
genetic  background  is  less  specific.  The  de- 
pression in  these  cases  is  a formative  symp- 
tom. An  individual  with  the  genetic  trends 
to  depression  and  one  with  a super-struc- 
ture of  neurotic  depressive  features,  may 
present  a similar  or  identical  clinical  pic- 
ture. The  present  condition  alone  frequent- 
ly cannot  give  sufficient  information  about 
the  illness.  Only  the  careful  evaluation  of 
the  pathogenetic  and  plastic  factors  en- 
ables one  to  make  the  correct  diagnosis, 
with  all  its  importance  for  treatment  and 
prognosis. 

Summary 

In  this  presentation  the  complex  of  de- 
pression has  been  elaborated  in  the  light 
of  the  concepts  of  pathogenetic  and  patho- 
plastic  factors.  There  are  no  different  types 
of  depression;  all  depressive  manifestations 
belong  to  the  same  group,  defined  by  the 
triad  — depressive  mood,  inhibition  of 
thought,  psychomotor  retardation.  The 
differences  are  only  relative,  not  essential. 

There  are  diseases  in  which  depression  is 
deep-rooted  in  the  genetic  structure  of  the 
individual.  There  are  also  all  kinds  of  tran- 
sient states  down  to  the  slightest  depression 
as  a concomitant  symptom  in  other  dis- 
eases. The  pathoplastic  factors  are  universal 
and  they  frequently  obscure  the  picture. 
To  make  the  correct  diagnosis  one  has  to 
analyze  the  cases  from  the  pathogenetic 
viewpoint,  since  genetic  factors  determine 
the  prognosis,  the  treatment,  and  the  en- 
tire progress  of  the  illness. 
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THE  USE  OF  THORAZINE  AND  SERPASIL 
IN  NEUROLOGICAL  CASES 

C.  Lawrence  R.  Souder,  M.D.* 

The  following  case  reports  are  presented 
to  show  the  effectiveness  of  Thorazine  and 
Serpasil  in  a few  selected  neurological  ca.ses. 
While  these  are  not  the  only  type  of  neu- 
rological cases  treated  with  these  drugs, 
they  are  chosen  because  they  represent  cer- 
tain features  seen  in  cases  with  neurological 
disorders.  There  have  been  various  refer- 
ences in  the  literature  on  the  effect  of  Tho- 
razine on  cases  of  acute  brain  syndrome 
due  to  trauma.  The  following  is  a case  of 
chronic  brain  syndrome  with  trauma. 

The  patient  was  a 42  year  old  married 
woman  of  French  descent.  Her  first  admis- 
sion date  was  February,  1955  on  regular 
commitment  papers.  She  was  committed 
here  from  a general  hospital  where  she  de- 
veloped symptoms  of  confusion,  suspicious- 
ness, tremulousness,  and  disorientation.  In 
December,  1954  she  received  a head  injury 
in  an  automobile  accident.  At  the  scene  of 
the  accident  she  was  not  unconscious  but 
was  admitted  to  a general  hospital  for  four- 
teen days. 

A few  days  after  admission  to  the  Dela- 
ware State  Hospital  she  showed  marked 
tremors  of  both  upper  extremities.  She  de- 
veloped an  elevation  of  temperature  of 
101.2°  axillary.  She  became  unresponsive 
and  later  comatose  with  Cheyne-Stokes 
respirations.  She  was  then  transferred  to 
the  neurosurgical  service  of  the  Delaware 
Hospital  where  a right  temporal  parietal 
osteoplastic  craniotomy  was  done  with  the 
total  evacuation  of  a massive  right  chronic 
subdural  hematoma,  including  the  mem- 
branes. Exploratory  trephine  was  next  car- 
ried out  on  the  left.  Again  a massive  sub- 
dural hematoma  was  evacuated. 

Following  the  operation  she  became  ex- 
tremely restless.  The  postoperative  syn- 
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drome  of  restlessness  and  confusion  devel- 
oped which  was  attributable  to  brain  dam- 
age. Because  of  the  behavioral  deterioration 
she  could  not  be  kept  in  the  general  hos- 
pital. 

She  was  readmitted  to  the  Delaware 
State  Hospital  in  May,  1955.  Neurological 
symptoms  included  coarse  tremors  of  both 
upper  extremities.  She  also  had  quick,  ir- 
regular, sporadic,  and  uncontrollable  move- 
ments of  the  head,  which  were  mostly  from 
side  to  side.  She  was  confused  and  verbally 
underproductive.  Occasionally  she  became 
excited  and  manifested  some  restlessness 
with  mild  paranoid  reactions.  She  also  had 
crying  spells. 

Because  of  the  hyperactivity  and  con- 
stant agitation  with  restlessness  she  was 
started  on  Thorazine  treatment.  She  was 
given  25  mg.  intramuscularly  four  times 
the  first  day,  the  following  four  days  she 
was  given  50  mg.  intramuscularly  four 
times  daily.  She  was  then  changed  to  the 
oral  route  of  administration  with  dosage 
increase  to  100  mg.  four  times  daily. 

At  the  end  of  two  weeks  of  Thorazine 
treatment  the  patient  was  sleeping  well  and 
was  less  restless.  There  were  fewer  noisy 
intervals.  It  was  possible  to  discontinue  the 
use  of  restraints. 

For  the  next  three  and  one-half  months 
she  was  kept  on  a total  daily  dosage  of  400 
mg.  by  mouth. 

The  Thorazine  had  a controlling  effect 
on  her.  It  regulated  her  hypermotility  syn- 
drome. There  was  concomitant  improve- 
ment in  her  physical  condition  with  in- 
creased appetite  and  gain  of  weight.  Her 
first  course  of  treatment  was  discontinued 
in  December,  1955. 

After  the  completion  of  her  first  course 
of  Thorazine  she  became  amenable  to  psy- 
chotherapy. She  was  more  relaxed  and  did 
well  on  the  ward. 

After  having  maintained  improvement 
for  some  months  she  again  reverted  to  some 
of  the  former  behavior  and  emotional  reac- 
tions. This  did  not  appear  to  be  intentional 
assaultiveness  but  mainly  loss  of  impulse 
control. 

Due  to  this  relapse  she  was  again  started 
on  Thorazine  treatment  on  April  13,  1956. 
This  time  she  was  given  50  mg.  orally,  four 


times  a day  for  ten  days,  after  which  she 
received  100  mg.  orally,  three  times  daily 
until  the  completion  of  her  course  on  May 
29,  1956.  Thorazine  effected  a favorable  re- 
sponse in  this  case  each  time  she  received 
it.  Presently  she  maintains  her  improve- 
ment. 

Two  patients  with  Huntington’s  Chorea 
were  treated  with  Serpasil  to  counteract 
the  choreatic  movements.  Both  were  male 
patients,  one  age  49  years  and  the  other 
age  69  years.  Both  patients  were  in  an  ad- 
vanced stage  of  the  disease.  Both  are  com- 
pletely incapacitated  physically  as  well  as 
mentally,  having  been  unable  to  walk  for 
several  years. 

Both  were  hypotensive.  For  the  latter 
reason  Dexedrine  5 mg.  twice  daily  was 
combined  with  the  course  of  Serpasil.  Both 
patients  had  previously  been  receiving 
Hyoscine,  1150  grain  twice  daily  as  need- 
ed. These  patients  were  started  on  Serpasil 
treatment  in  the  beginning  of  September, 
1955.  They  each  received  1 mg.  orally, 
twice  daily  on  the  first  two  days  of  treat- 
ment. Then  they  were  each  given  an  ad- 
ditional 2 mg.  Serpasil  orally,  daily  on  the 
next  two  treatment  days.  From  then  on 
until  November  8,  1955  each  patient  was 
given  2 mg.  orally,  three  times  daily.  The 
Serpasil  dosage  was  then  reduced  to  1 mg. 
twice  daily,  which  dosage  was  continued 
until  December  6,  1955.  From  then  on  until 
the  completion  of  their  course  of  treatment 
at  the  end  of  December,  1955  each  received 
1 mg.  Serpasil  orally,  daily. 

An  evaluation  of  results  in  both  cases 
showed  that  there  was  no  marked  change 
in  the  general  symptomatology  but  that 
there  was  a reduction  in  the  choreatic 
movements.  There  was  accompanying  phy- 
sical improvement  with  a gain  of  weight  in 
each  instance.  As  there  is  no  known  cure 
for  Huntington’s  chorea  the  amelioration 
of  symptoms  seemed  to  be  a favorable  re- 
sponse in  these  two  cases. 
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NOTES  ON  THE  CONCEPT  OF  INTELLIGENCE 
AND  THE  PROBLEM  OF  MENTAL  RETARDATION 

W.  H.  Tracy,  Ph.D.* 
Introduction 

It  is  hoped  that  what  is  offered  in  this 
paper  will  be  a step  in  the  direction  of  a 
broader  understanding  of  what  we  mean  by 
the  terms  of  intelligence  and  mental  re- 
tardation. 

Two  general  theoretical  points  of  view 
seem  to  dominate  the  picture  when  the 
topic  of  intelligence  arises  for  serious  con- 
sideration. Representing  one  point  of  view 
today  are  those  who  feel  that  an  abstract 
definition  of  intelligence  is  unnecessary,  and 
that  looking  for  any  but  an  operational 
definition  is  a form  of  unreasonableness.  In 
a few  words,  intelligence  is  what  intelligence 
tests  measure,  nothing  more.  On  the  other 
hand,  in  contrast  with  this  seemingly  ni- 
hilistic position,  we  have  a school  of  thought 
that  assumes  the  reality  of  intelligence,  and 
consequently  reifies  it. 

The  problem  of  reification  is  a serious 
one.  It  can  lead  to  serious  theoretical  diffi- 
culties. Whereas  operationalism  may  be 
criticized  for  its  theoretical  sterility,  reifica- 
tion may  force  into  our  thinking  fictitious 
entities  which  are  given  an  existence  inde- 
pendent of  our  biological  and  psychological 
beings.  To  regard  intelligence  as  a some- 
thing is  but  little  removed  from  the  old 
faulty  psychology  of  little  compartmental- 
ized fictions  which  exerted  ruling  force  over 
the  organism.  Such  an  attitude  may  be  ac- 
ceptable for  the  layman,  but  it  is  hardly 
excusable  for  those  who  are  interested  in 
the  structure  of  psychology,  either  for  theo- 
retical or  practical  purposes. 

Operationalism,  although  necessary  for 
scientific  objectivity,  is  not  sufficient  in  it- 
self for  the  extension  of  scientific  knowl- 
edge. In  the  development  of  scientific  think- 
ing it  has  been  found  useful  to  employ  ab- 
stract concepts  which  carry  some  surplus 
meaning.  To  think  only  in  operational  terms 
would  probably  destroy  much  creativity 
and  exploration  as  well  as  stifle  theoretical 
generalizations. 

There  are  many  conceptualizations  of  in- 
telligence. Some  of  these  have  special  ref- 
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erence  to  so-called  “verbal”  intelligence, 
others  refer  to  “non-verbal”  intelligence. 
There  are  notions  of  social  intelligence, 
mechanical  intelligence,  and  abstract  intel- 
ligence. It  seems  to  this  writer  that  psy- 
chobiological  adaptation  is  implied  in  all 
definitions  of  intelligence.  From  this  broad 
notion  we  are  able  to  set  up  specific  experi- 
ments, tests,  if  you  will,  which  may  be 
viewed  as  subject  to  operational  or  phy- 
sicalistic  statements.  This  is  all  very  fine  if 
the  interpreter  of  the  test  material  recog- 
nizes the  logical  steps  involved,  or  better, 
the  logical  background  preceding  the  label- 
ing of  individuals  with  intelligence  tags.  It 
should  be  recognized  that  the  notion  of  in- 
telligence is  a broad,  abstract  one,  while 
the  performance  of  the  individual  on  a 
given  intelligence  test  is  a highly  opera- 
tional situation  which  may  be  explained  in 
very  operationalistic  terms.  We  are  then 
able  to  define  intelligence  as  specifically 
and  precisely  as  we  wish  in  any  given  situa- 
tion. It  appears  that  a more  adequate  gen- 
eralized concept  of  intelligence  than  we 
have  today  will  have  to  wait  for  a concep- 
tualization of  mental  energy.  But  as  yet 
there  are  no  laws  for  describing  what  we 
refer  to  as  mental  energy. 

The  Scores  and  Personality  Factors 

The  score  which  most  people  are  familiar 
with  is  the  intelligence  quotient.  This  quo- 
tient is  a representative  figure  of  the  sub- 
ject’s ability  level  according  to  a set  of 
norms  derived  from  a sample  of  a given 
population.  It  is  essentially  a global  quo- 
tient in  that  it  represents  an  average  of  a 
group  of  ability  scores.  It  is  possible  to 
represent  various  specific  abilities  with  com- 
parable quotients. 

As  one  can  easily  see,  many  conditions 
may  affect  the  score  level  which  an  individ- 
ual may  attain  on  a particular  ability  test 
or  group  of  ability  tests.  If  we  are  inclined 
to  view  the  1.0.  as  a score  which  represents 
the  individual’s  performance  on  a given 
test  at  a given  time,  as  well  as  representing 
the  abstract  notion  of  intelligence,  then  we 
are  much  more  sensitive  to  the  effect  of 
extrinsic  factors  on  the  I.Q.  of  a given  in- 
dividual. From  this  point  of  view  there  is 
never  any  such  thing  as  an  inaccurate  I.Q. 
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unless  inaccuracy  is  due  to  technical  error 
such  as  improper  administration  of  the  test 
or  scale.  Each  and  every  score,  whether 
designated  as  an  I.Q.  or  not,  is  representa- 
tive of  the  patient’s  or  subject’s  function- 
ing at  that  particular  time  of  administra- 
tion. Granted,  these  scores  may  not  be  rep- 
resentative of  the  subject’s  performance  at 
another  point  in  time  or  in  another  situa- 
tion, but  this  is  another  matter,  and  in- 
volves the  inferences  which  are  made  from 
a set  of  scores.  In  some  cases  the  effect  of 
personality  factors  may  be  great.  Many 
clinicians  have  been  aware  of  this  for  some 
time,  and  have  made  qualitative  estimates 
of  the  effects  of  uncontrolled  factors  on  the 
patient’s  intelligence  test  performance.  Jas- 
tak%  in  taking  account  of  the  influence 
of  personality  on  intelligence,  has  developed 
a method  of  deriving  quotients  from  an  in- 
telligence scale  which  describe  personality 
structure  and  points  to  strengths  and  weak- 
nesses in  a quantitative  way.  It  is  quite  well 
agreed  that  attitudinal  and  motivational 
factors,  emotional  disruption,  and  lack  of 
opportunity  may  have  negative  effects  on 
I.Q.  scores.  Likewise,  special  abilities  and 
talents,  extraordinary  experience  and  train- 
ing, and  optimal  social  and  educational  ad- 
justment have  positive  effects  on  I.Q.  scores. 

The  Relative  Nature  of  Intelligence 

If  we  consider  intelligence  as  adaptive 
capacity  we  find  that  it  is  not  constant  in 
all  situations.  Motivation  may  be  high  in 
one  social  context  and  low  in  another.  Emo- 
tions and  attitudes  may  negatively  effect 
performance  in  a given  situation,  and  posi- 
tively in  another  situation.  The  behavior  of 
a subject  in  an  examining  room  or  in  the 
classroom  may  be  much  less  intelligent  than 
his  behavior  on  the  streets  or  on  the  banks 
of  a trout  stream.  Severe  emotional  tension 
may  be  incapacitating.  Extreme  excitement 
may  bring  about  a state  which  has  been 
called  “emotional  decerebration”. ^ This  sort 
of  emotional  blocking  reduces  intelligent 
behavior.  The  affective  arousal  which  some 
individuals  experience  in  an  examining 
room  may  invalidate  inferences  as  to  what 
he  may  be  expected  to  do  under  other  con- 
ditions. Certain  types  of  delinquent  chil- 
dren may  do  poorly  in  the  classroom  and 


on  intelligence  tests  but  show  the  cunning 
of  a fox  when  on  the  street  or  engaged  in 
delinquent  activities  of  their  own  choosing. 
Introversive  individuals  may  block  emotion- 
ally in  certain  social  situations  and  give  a 
much  lower  level  of  performance  than 
they  would  when  in  the  relatively  neutral 
environment  represented  by  their  ivory 
towers.  It  is  not  uncommon  to  find  that 
individuals  who  function  quite  intelligently 
in  chosen  vocations  may,  if  forced  into  an- 
other line  of  work,  show  behavior  changes 
which  appear  to  be  very  unintelligent.  It  is 
easily  observed  that  many  people  show  a 
marked  facility  in  making  remarkably  suc- 
cessful adjustments  in  certain  areas,  imply- 
ing intelligence,  whereas  other  aspects  of 
their  lives  appear  to  be  not  particularly 
brilliant. 

The  I.Q.  is  quite  commonly  accepted  to- 
day as  a constant  measure.  This  is  unques- 
tionably true  insofar  as  group  averages  are 
concerned.  More  particularly,  this  is  true  if 
the  same  test  is  used  for  temporal  compari- 
son, and  if  normal  subjects  are  utilized. 
However,  we  must  be  particularly  concerned 
with  the  variability  of  I.Q.  scores  when  dif- 
ferent intelligence  tests  are  administered  to 
the  same  individual,  and  particularly  when 
the  individual  examined  is  a disturbed  per- 
son. Under  these  circumstances  we  find  that 
the  I.Q.  will  vary  and  that  interpretations 
must  take  into  consideration  a host  of  fac- 
tors which  are  critical  in  making  meaning 
of  the  available  scores.  I.Q.  and  ability 
scores  will  vary  upward  or  downward  ac- 
cording to  emotional,  attitudinal  and  phys- 
ical conditions. 

The  Problem  of  Mental  Retardation 

The  concept  of  mental  retardation  has 
proven  to  be  a useful  one.  It  has  proven  to 
be  valuable  for  describing  a rather  diverse 
clinical  group  of  individuals  who  have 
failed  to  attain  a certain  level  of  adapta- 
bility. As  used  in  general  it  is  not  a unit 
concept  but  covers  many  clinical  syn- 
dromes.- An  individual  is  not  defined  as 
mentally  retarded  if  he  is  below  the  rest  of 
the  population  is  only  one  phase  of  his  life 
activity.  Rather,  he  has  to  be  sub-normal 
in  several  important  areas  before  he  fulfills 
the  requirement  of  mental  retardation. 
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Mental  retardation  may  be  broken  down 
into  several  clinically  distinguishable  cate- 
gories. The  term  mental  deficient  seems 
best  applied  to  those  individuals  who  are 
low  in  all  abilities  which  are  studied,  and 
who  have  a gentic  and  historical  back- 
ground of  inadequate  adaptation.  The  term 
mental  defective  should  be  reserved  for 
those  individuals  whose  I.Q.’s,  or  mean  quo- 
tients, are  on  the  same  general  low  level  of 
the  mental  deficient,  but  who  show  a scat- 
tering of  abilities,  the  highest  of  which  are 
considerably  above  those  of  the  mental  de- 
ficient and  are  sometimes  on  the  average  or 
above  average  level.  The  mental  defective 
also  does  not  typically  have  a familial  or 
genetic  background  of  mental  deficiency. 
Brain  injury  or  emotional  disturbance  may 
affect  certain  ability  scores  and  leave  other 
abilities  relatively  intact.  The  average  quo- 
tient, nevertheless,  is  reduced.  If  the  reduc- 
tion is  great  enough  on  the  average  to  ap- 
proximate that  of  the  mental  deficient,  we 
speak  of  mental  defective.  Diagnosis  is 
made  difficult  in  those  cases  in  which  ex- 
ogenous factors  such  as  brain  injury  or 
emotional  disturbance  affect  all  abilities  in 
an  equally  damaging  way  in  early  infancy. 
The  result  of  this  impairment  is  very  diffi- 
cult to  distinguish  from  so-called  “garden 
variety”  mental  deficiency. 

In  recent  years  much  attention  has  been 
paid  to  the  rather  inadequately  defined 
condition  referred  to  as  pseudofeeblemind- 
edness. In  this  condition  a patient  who  is 
suffering  from  an  emotional  and  intellectual 
disorder  resembles  a mental  deficient.  Until 
recent  advances  in  psychological  examina- 
tions were  accomplished  these  patients  were 
probably  grouped  with  the  mentally  defi- 
cient colony.  Unless  the  disease  process  has 
begun  at  a very  early  age  and  affected  all 
abilities  in  an  equally  devastating  way,  it  is 
usually  possible  to  recognize  the  condition 
as  a form  of  mental  defectiveness  based  on 
emotional  disorder.  As  a general  rule,  these 
patients  turn  out  to  be  schizophrenic.  It 
seems  that  a note  of  caution  need  be  sound- 
ed at  this  point,  however.  Along  v/ith  the 
tide  of  recognition  of  the  role  of  emotional 
disturbance  in  mmntal  retardation  has  come 
an  increasing  tendency  to  attribute  all  forms 
of  mental  retardation  to  emotional  disturb- 


ance. This  may  be  merely  over-enthusia.sm 
for  some  new  anti-cognitive  theories  of  per- 
sonality, but  probably  it  also  reflects  a log- 
ical error.  Many  cases  of  superficially  ap- 
parent pseudofeeblemindedness  are,  in  ef- 
fect, either  truly  mentally  deficient  or  men- 
tally defective  due  to  brain  injury.  Affective 
or  emotional  disturbances  that  occur  with 
these  cases  are  concurrent  with,  or  stem 
from,  the  frustrations  and  difficulties  which 
the  patient  has  encountered  in  his  feeble 
adaptive  efforts  to  a rather  difficult  and 
competitive  environment.  The  emotional 
disturbance  here  is  not  the  cause  of  the 
impaired  mental  functioning.  Therefore,  it 
is  important  that  we  differentiate  in  sus- 
pected cases  of  pseudofeeblemindedness  be- 
tween intellectual  impairment  due  to  emo- 
tional disturbance  and  intellectual  impair- 
ment due  to  other  factors.  If  this  is  done, 
we  will  avoid  the  danger  of  diagnosing  pa- 
tients as  mentally  retarded  due  to  emotion- 
al disturbances  when  they  are  basically  re- 
tarded for  other  reasons,  but  who  suffers 
from  concurrent  or  derived  emotional  prob- 
lems. 

There  is  a class  of  patients  who  are  not 
essentially  deficient  or  defective  insofar  as 
their  global  functioning  is  concerned,  but 
who  reveal  a form  of  mental  deficit.  Their 
average  scores  are  sufficiently  high  so  that 
there  is  no  question  of  general  mental  re- 
tardation. Due  to  the  nature  of  the  disorder 
certain  specific  ability  scores  are  more  ad- 
versely affected  than  others.  Some  ability 
scores  are  in  the  defective  range.  Affective 
disturbances  and  brain  impairment  may  re- 
duce certain  functions  to  a level  far  below 
that  of  the  patient’s  general  intellectual 
capacity.  For  example,  certain  types  of  psy- 
choneurotics manifest  attention  and  con- 
centration defects.  Brain  injured  people  will 
experience  great  difficulty  on  tasks  requir- 
ing a high  degree  of  abstractive  and  syn- 
thesizing abilities.  It  is  obviously  extremely 
important  that  this  group  of  patients  be 
studied  with  a wide  range  of  ability  tests 
in  order  to  avoid  a false  diagnosis  of  men- 
tal deficiency. 

There  is  another  large  class  of  individuals 
conventionally  considered  to  be  “border- 
line” or  “dull-normal”  who  might  be  best 
considered  as  mentally  inadequate.  Perhaps 
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most  of  these  individuals  are  potentially 
capable,  in  infancy,  of  making  a fairly  ade- 
quate adjustment  to  life.  However,  prob- 
ably because  of  cultural,  social,  and  educa- 
tional vacuums  in  their  lives,  these  individ- 
uals grow  into  adulthood  as  incapable  in 
their  school  adjustment  as  in  their  social 
lives.  The  general,  or  mean,  ability  level  of 
this  group  is  below  the  average.  It  is  not 
low  enough,  however,  to  meet  the  require- 
ments for  a psychometric  classification  of 
mental  deficiency  or  mental  defectiveness. 
In  spite  of  this,  the  capacity  for  adapta- 
tion in  most  situations  is  very  limited.  Al- 
though these  individuals  may  adjust  in  a 
protected  or  especially  suitable  environ- 
ment, they  are  often  social  problems  be- 
cause of  their  low  intelligence  and  because 
of  their  susceptibilities  to  frustration  and 
suggestibility.  Special  tutoring  classes  in 
school  or  institutional  training  may  be 
helpful,  particularly  while  these  individuals 
are  young,  in  assisting  them  to  become  re- 
sponsible citizens  with  some  ability  to  main- 
tain an  independent  life. 

The  upshot  of  the  matter  seems  to  be 
that  we  can  develop  finer  diagnosis  and  bet- 
ter therapeutic  programs  if  we  avoid  the 
temptation  of  merely  dichotomizing  our 
population  of  humans  into  two  classes,  i.e. 
the  normal  and  the  mentally  retarded.  The 
various  forms  of  mental  retardation,  the 
etiologic  factors,  and  the  relative  nature  of 
the  individual’s  problem  in  adapting  to  his 
unique  environment,  all  must  be  considered 
for  scientific  progress.  The  need  to  individ- 
ualize in  each  case  is  of  utmost  importance. 
At  an  early  age  institutionalization  or  spe- 
cial school  placement  may  prove  to  be  ther- 
apeutic, or  at  least  prevent  the  individual 
from  getting  into  serious  social  difficulty. 
In  general,  a global  picture,  including  in- 
telligence examination  results,  social  ma- 
turity quotients,  school  ability  and  adjust- 
ment, adaptability  in  the  home,  as  well  as 
physical  and  physiological  characteristics 
are  all  necessary.  With  this  information  at 
hand  it  is  then  possible  to  make  practical 
plans  for  the  patient.  Home,  school,  and 
community  facilities  may  be  appraised  rela- 
tive to  the  assets  and  liabilities  of  the  pa- 
tient. Decision  as  to  proper  care  of  the  pa- 
tient will  depend  upon  the  global  picture 
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presented  by  the  individual  and  the  exist- 
ing therapeutic  facilities. 
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GROUP  PSYCHOTHERAPY  WITH  HIGH  GRADE 
IMBECILES  AND  LOW  GRADE  MORONS 

Nicholas  De  Palma,  Ed.D.* 

Group  psychotherapy  at  this  institution 
was  begun  in  late  November,  1955,  and  con- 
tinues to  the  present  time.  Five  groups 
comprising  40  members  were  organized. 

Generally  speaking,  the  composition  of 
each  group  remained  relatively  stable.  A 
substantial  majority  of  the  subjects  fall 
within  the  range  of  high  imbecilic  and  low 
moron  levels  of  intelligence.  To  date,  at 
least  twenty  sessions  of  approximately  for- 
ty-five minutes  each  have  been  held  for 
each  group. 

General  Limitations 

In  evaluating  group  psychotherapy  for 
the  mentally  retarded,  in  no  clear  sense 
can  it  be  judged  a success  or  failure.  Thera- 
py with  involuntarily  institutionalized  pa- 
tients seems  inherently  confronted  with 
difficulties.  Restrictions  upon  the  patient’s 
freedom  to  come  and  go  is  in  itself  a nec- 
essary but  still  unnatural  conditioning;  an 
element  of  coercion  seems  intrinsic  to  insti- 
tutional living.  In  spite  of  the  noblest  in- 
tentions this  one  factor  seems  to  permeate 
the  patient’s  daily  behavior  and  to  delimit 
psychotherapy  from  the  very  start.  For  ex- 
ample, hardly  a session  passes  that  the  topic 
of  discharge  is  not  brought  up  for  discus- 
sion. Basically,  the  raison  d’etre  of  the 
training  program  is  that  of  returning  the 
patient  to  the  community.  In  this  respect 
the  basic  purpose  of  institutions  is  to  elim- 
inate institutionalization;  psychotherapy  is 
one  facet  of  this  work.  Assuming  that  the 
patient  shows  optimal  response  to  therapy, 
then  whence?  Return  the  patient  to  his 
family?  Yet,  on  further  inspection,  the  men- 
tally retarded’s  home  conditions  are  too 

* Chief  Clinical  Psychologist,  Hospital  for  the  Mentally 
Retarded,  Stockley. 
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frequently  unfavorable.  The  parents  are 
not  often  the  most  reliable  custodians.  This 
is  true  of  the  family  conditions  of  the  ma- 
jority of  the  group  therapy  members.  The 
social  history  seems  replete  with  such  symp- 
toms of  social  pathology  and  deviation  as 
alcoholism,  separation,  desertion,  mental 
deficiency,  gambling,  sexual  laxity  and 
promiscuity,  transient  work,  cruelty,  insuf- 
ficient income  and  inadequate  living  quar- 
ters. Without  some  liaison  between  patient 
and  community,  without  out-patient  facil- 
ities, home  placement  and  discharge  can 
be  a poor  risk. 

A frequent  topic  of  discussion  relates  to 
the  disparagement  felt  by  the  patient  for 
having  been  “forgotten”,  for  not  receiving 
mail  or  visits  from  home.  The  aggression 
and  hostility  that  ensues  because  of  invol- 
untary confinement  is  displaced  upon  the 
staff,  attendants,  and  nurses,  and  toward 
the  hospital  in  general.  With  inhibitions 
eased,  with  free  venting  in  group  therapy, 
with  a reemphasis  upon  the  patients’  needs, 
integrity,  and  individuality,  the  tendency 
on  the  part  of  the  patient  is  to  move  to- 
wards license  and  unrestrained  liberties. 
Given  some  voice  in  their  own  destiny, 
granted  a hearing  in  psychotherapy,  vent- 
ing without  retaliation,  the  patients  have 
in  some  instances  capitalized  on  this  new 
permissiveness.  Consequently,  venting  can 
often  extend  beyond  the  bounds  of  group 
sessions  and  continues  in  cottage  living. 
Hostility  is  directed  toward  a few  attend- 
ants, especially  toward  the  more  autocratic 
disciplinarian.  By  imbuing  the  patient  with 
a sense  of  self-worth,  the  tendency  is  to 
carry  this  a step  further  so  that  the  pa- 
tient may  resent  even  a minimal  curtailing 
of  privileges. 

The  goal  of  psychotherapy  is  personal 
insight,  self-discipline,  self-management,  so- 
cial and  group  compatibility.  The  tendency 
of  some  is  to  move  toward  self-indulgence 
rather  than  toward  the  self-denial  that  is 
an  essential  correlary  of  social  obligation 
and  responsibility.  For  example,  attendants 
report  that  their  authority  is  being  ques- 
tioned on  such  matters  as  making  beds, 
meeting  classes,  and  work  assignments,  and 
the  usual  health  and  sanitary  measures. 
Deviating  from  the  normal  codes  of  cour- 


tesy, social  duty,  sportsmanship,  and  good 
habits  can  hinder  interpersonal  adjustment. 
In  other  words,  group  therapy  has  had  to 
wrestle  with  the  major  problems  of  self- 
management (discipline)  versus  license,  of 
self-enhancement  versus  social  obligation 
and  responsibility. 

The  task  of  therapy  is  to  prepare  the 
patient  for  self-rule  and  self-government  in 
order  that  he  may  become  a potentially 
good  community  risk  rather  than  a possible 
character  disorder.  The  didactic  aspects  of 
therapy,  then,  often  concern  questions  of 
habit  training,  occupational  adjustment, 
domestic  relations,  budgeting,  sanitation, 
parental  compatibility,  courtship,  sexual 
education,  religion  and  moral  habits,  ru- 
mor, criminality,  emotional  stability  and 
maturity,  temper  tantrums,  quarrels,  im- 
pulsivity,  anger,  and  fears.  In  most  in- 
stances these  areas  of  discussion  are  the 
spontaneous  result  of  actual  behavioral  dif- 
ficulty experienced  by  the  patient.  For  ex- 
ample, discussion  and  a brief  illustrative 
experiment  concerning  rumor  was  initiated 
by  the  question,  “Why  do  people  carry 
stories  about  you?”  or  “How  is  one  to  get 
a job  if  people  throw  it  up  to  you  that  you 
are  from  Stockley?”  Assuming  that  such 
talks  achieve  maximal  results,  that  is,  self- 
growth, the  patient  should  be  ready  to  re- 
turn to  the  community.  But,  if  the  home  is 
such  that  it  is  not  ready  to  receive  the  pa- 
tient, and  a substitute  home  is  not  avail- 
able, the  patient  is  left  with  no  other  pros- 
pect than  to  remain  at  the  institution.  This 
tends  to  delimit  therapy  in  the  sense  that 
one  of  the  most  tangible  goals  for  the  pa- 
tient is  unavailable.  Psychotherapy  is  then 
confronted  with  a dead-end  condition. 
With  the  possibility  of  community  place- 
ment removed,  psychotherapy  eventually 
reaches  a stalemate,  a level  of  diminishing 
returns.  The  effect  upon  the  patient’s  mo- 
rale and  behavior  is  conveyed  by  the  com- 
ment, “It’s  no  use  for  me  to  be  good.  It 
can’t  get  you  nowhere.  I’m  going  to  be 
mean,”  and  usually  this  is  accompanied  by 
the  erroneous  deduction  that  bad  behavior 
pays  off.  As  the  author  sees  it,  such  are  the 
major  limits  of  group  therapy  within  the 
confines  of  institutional  life. 
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Mental  retardation  sets  a limit  to  the 
level  of  insight  gained.  A heartening  and 
surprising  understanding  on  a verbal  level 
is  often  evidenced.  For  example,  most  agree 
to  the  need  for  a self-imposed  system  of 
discipline.  They  follow  the  rationale  for 
such  measures,  especially  in  such  matters 
as  health,  safety,  sanitation,  and  even  max- 
imum security.  But  this  insight  remains 
on  a verbal-intellectual  level  and  is  not 
generalized  and  carried  over  to  their  inter- 
personal relationship  with  one  another.  For 
example,  three  members  are  known  to  have 
been  involved  in  a scuffle.  Reconciliation 
was  achieved  but  proved  to  be  short-lived; 
two  of  the  members  requested  to  be  trans- 
ferred to  another  group. 

The  success  of  group  therapy  sometimes 
depends  upon  one  or  two  individual  mem- 
bers. For  example,  a somewhat  verbose  pa- 
tient stimulates  conversation  and  serves  as 
a catalytic  agent  for  the  more  dysphoric 
members.  One  finds,  too,  that  a somewhat 
distracting  influence  is  the  adolescent 
youngster  who  assumes  leadership  through 
exhibition,  bravado,  and  impulsive  swagger. 
He  diverts  purposeful  and  goal-oriented  dis- 
cussions. Consequently,  nothing  construc- 
tive seems  to  be  accomplished  beyond 
frolic,  entertainment,  and  aimless  venting. 
In  the  least  successful  of  the  five  groups, 
in  which  membership  is  entirely  composed 
of  adolescents,  the  ring  leader  sets  the  pace, 
and  the  kind  of  pace  set  seems  descriptive 
of  the  nickname  ascribed  to  him,  e.g.,  “Cis- 
co Kid.”  Much  of  this  random  behavior 
can  be  attributed  to  other  than  intellectual 
factors.  It  ensues  because  of  the  quicker 
release  of  affectivity  characteristic  of  the 
adolescent  group  whose  average  chronolog- 
ical age  is  fourteen  and  one-half  years  as 
contrasted  to  the  four  adult  groups  whose 
average  chronological  age  is  twenty-two 
years. 

Favorable  Results 

The  emphasis  up  to  this  point  has  been 
on  the  limitations  encountered  in  group 
therapy.  Yet,  a measure  of  success  can  be 
claimed  in  many  respects.  If  it  accomplishes 
nothing  else,  group  therapy  serves  as  a 
screening  device  for  separating  quasi-chron- 
ic from  the  more  prospective  individual. 


Over  one-third  (sixteen  members)  have 
shown  a stable  work  history,  kept  them- 
selves above  the  stress  and  strains  experi- 
enced by  colleagues,  conform  to  cottage 
regulations,  and  have  generally  acted  amen- 
able in  social,  emotional  and  scholastic 
areas. 

There  is  also  the  case  of  two  members 
who  were  notorious  elopers  and  given  to 
petty  stealing.  Up  to  this  point,  none  of 
this  behavior  has  occurred. 

That  group  therapy  has  met  with  moder- 
ate success  can  be  judged  by  the  popularity 
it  has  gained  within  the  institution.  Mem- 
bers are  constantly  asking  permission  to 
invite  friends  to  the  sessions.  Patients  re- 
quest that  other  groups  be  started  and 
sometimes  feel  left  out  when  this  cannot 
be  arranged.  Though  attendance  is  volun- 
tary, absenteeism  is  at  a minimum.  The 
fact  that  the  patient  is  looking  for  a pa- 
rental surrogate  is  a strong  motivating 
force.  The  desire  for  a more  personal  con- 
tact with  the  Superintendent  and  staff  doc- 
tors, the  occasional  suggestion  to  be  dis- 
charged to  the  therapist  affirm  the  surro- 
gate hypothesis. 

Even  the  frankness  with  which  some 
very  personal  problems  are  discussed  at- 
tests to  the  progress  made.  This  confidence 
was  not  present  during  very  early  sessions. 
The  feeling  of  group  belongingness  is  some- 
times evidenced  when  some  members  vio- 
late the  confidential  nature  of  the  sessions. 
Other  members  voice  their  obiection  open- 
ly and  even  tend  to  ostracize  such  breach 
of  faith  so  that  the  victim  tends  to  be 
treated  as  an  isolate. 

It  has  also  become  evident  that  high 
grade  imbeciles  and  low  grade  morons  are 
not  so  poverty  stricken  intellectually  that 
they  cannot  exchange  ideas  and  concepts 
purposefully.  It  is  true  that  such  concepts 
are  handled  on  a more  concrete,  personal 
level  of  experience.  Still,  even  at  this  non- 
abstract level,  the  discourse  seem.s  over  and 
above  that  expected  of  one  with  a mental 
age  rating  of  eight  years. 

There  are  two  patients  in  one  group 
whose  silence  bespeaks  meager  ideational 
content.  It  is  no  credit  to  therapy  that 
these  two  are  model  behavioral  patterns. 
They  volunteer  very  little  information  but 
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usually  sit  attentively,  smilingly,  and  un- 
communicatively  throughout  each  session. 
Yet,  even  here  group  therapy  has  served 
as  a screening  technique.  This  passivity  de- 
picts the  silence  of  complacency,  content- 
ment, and  ideational  meagerness;  it  does 
not  stem  from  stiltifying  inhibition,  repres- 
sion, guardedness,  or  secretiveness.  In  an 
unchallenging,  tolerant,  supervisory  envi- 
ronment, such  patients  might  adjust  ade- 
quately. 

Successful  therapy  involves  interdepart- 
mental coordination.  In  many  instances  it 
also  relates  to  employee  selection  and  train- 
ing. Half  the  problems  of  “discipline”  in- 
volve minor  infractions  that  a prudent, 
tactful,  empathetic,  and  even  forceful  but 
kind  attendant  could  manage.  Essentially, 
it  is  the  autocratic-obsessive-compulsive 
type  of  employee  who  proves  too  exacting 
for  furthering  a program  oriented  towards 
the  development  of  responsible  self-growth. 
Complaints,  exaggerated  as  they  may  some- 
times be,  cannot  always  be  regarded  as 
baseless.  Data  from  various  sources  often 
dovetail  to  support  “gripes”.  The  young 
moron  who  asks  for  a little  more  privacy 
in  his  toileting,  the  patient  worker  who  in- 
sists that  attendants  share  equally  in  the 
cottage  work,  the  patient  who  complains 
of  being  called  “dumb”,  another  who  does 
“not  want  to  be  yelled  at”,  the  patient  re- 
turnee who  resents  the  stigma  the  commu- 
nity attaches  to  a resident  of  “Stockley” — 
all  this  material  cannot  be  discredited  as 
sheer  fancy.  It  is  quite  evident  that  group 
therapy  extends  beyond  the  limits  of  the 
therapist’s  four  walls. 

Conclusions 

1.  The  question  as  to  whether  group 
therapy  is  a success  or  failure  seems  imma- 
terial. Success  and  failure  are  dichotomies; 
nobody  possesses  one  without  some  degree 
of  the  other. 

2.  Many  of  the  behavioral  problems  en- 
countered are  not  necessarily  “abnormal”. 

3.  Therapeutic  methodology  must  be 
adapted  to  the  nature  of  the  group  com- 
position and  exigencies. 

4.  Psychotherapy  “spills  over”  into 
other  departments.  Interdepartmental  co- 
ordination seems  essential. 


5.  Good  judgment,  tact,  discretion,  em- 
pathy, and  a resolute,  but  kind  approach 
to  patient  care  and  interpersonal  relations 
seem  prerequisites. 

6.  Venting  has  its  counterpart  in  dis- 
placed aggression  and  hostility. 

7.  A system  of  tangible  rewards  and 
goals  seems  needed.  Without  it  a level  of 
diminishing  benefit  and  success  is  eventu- 
ally reached.  Therapy  may  even  taper  off 
into  apathy  and  repressed  aggression. 

8.  There  seems  to  be  an  all  too  human 
tendency  to  seek  privileges  without  obliga- 
tion, license  without  freedom  earned,  self- 
indulgence  rather  than  self-discipline.  Yet, 
this  is  by  no  means  a universal  trend  with 
this  group  of  retarded. 

9.  Separation  from  home  engenders  the 
search  for  a parental  surrogate. 

10.  The  need  for  out-patient  facil- 
ities, a liaison  clinic,  seems  essential  in  pre- 
paring the  community  for  the  patient’s  re- 
turn. This  involves  a program  of  public  re- 
lations and  information. 


THE  RELATIONSHIP  OF  CHILDHOOD  BEHAVIOR 
PROBLEMS  TO  EPILEPSY 

Sal  J.  Pappalardo,  M.S.* 

In  the  historical  development  of  the  study 
of  human  behavior,  the  archaic  conception 
of  constitutional  inferiority  of  certain  in- 
dividuals was  quickly  seized  upon  as  an 
explanation  for  seemingly  inexplicable  de- 
viant behavior.  The  advent  of  a more  so- 
phisticated and  fact-filled  psychology  dem- 
onstrated the  reality  of  environmental  fac- 
tors in  the  development  of  personality  dis- 
turbances. More  recently,  attention  has 
been  re-directed  toward  findings  closely  re- 
lated to  basic  human  structure  and  physio- 
logical processes. 

The  effects  of  some  types  of  cerebral 
pathology  due  to  injury,  mal-development 
or  disease  have  long  been  known  to  be  con- 
tributory toward  certain  personality  char- 
acteristics of  children.  Hyperactivity,  dis- 
tractibility  and  impulsiveness  have  been 
associated  with,  even  expected  of  many  chil- 
dren with  brain  injuries  and  other  types  of 
cerebral  pathology.  The  questions  raised 

* Clinical  Psychologist.  Mental  Hygiene  Clinic,  Famhurst. 
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here  are  concerned  mostly  with  the  extent 
to  which  certain  types  of  behavior  reac- 
tions, often  assumed  to  be  psychogenic, 
have  primarily  direct  physiological  causa- 
tion. 

Electrocenephalography  has  opened  new 
means  of  exploring  the  bio-physical  cor- 
relates of  behavior.  Of  special  importance 
to  the  psychologist  have  been  the  reports 
of  abnormal  electrocenephalographic 
(E.E.G.)  records  in  children  showing  be- 
havior problems,  carrying  with  them  the 
implication  of  neurological,  organic  dys- 
function. 

This  mode  of  thought  stems  mostly  from 
the  series  of  E.E.G.  studies  initiated  with 
that  of  Jasper,  Solomon,  and  Bradley  in 
1938.  ’’A  review  of  the  literature  up  to  the 
present  time  reveals  that  most  if  not  all  of 
the  investigations  are  markedly  deficient  in 
experimental  design  and  execution.  Diag- 
nostic criteria  are  nebulous  and  determined 
largely  by  expediency,  while  statistical 
treatment  is  insufficient  and  naive.-  ® 

Nevertheless,  a high  incidence  of  E.E.G. 
abnormality  among  sociopathic  personali- 
ties and  children  with  behavior  problems  is 
reported  in  a large  proportion  of  cases,  de- 
spite a wide  disparity  of  standards  by  the 
different  investigators.® 

Some  have  drawn  a similarity  between 
the  “behavior  problem”  child  and  the  epi- 
leptic, in  terms  of  both  electrical  cortical 
potential  and  behavior.®  This  presupposes 
a particular  behavior  pattern  attributable 
to  the  epileptic  child.  Some  of  the  charac- 
teristics ascribed  to  the  epileptic  are  moodi- 
ness, sudden  outbursts  of  temper,  resent- 
ment of  interference,  rigidity,  perservation 
and  staccato,  uneven  mental  processes. 
Bridge'  states  that  at  the  onset  of  seizures, 
the  epileptic  child  becomes  irritable  and 
generally  dissatisfied.  He  becomes  demand- 
ing, sleeps  restlessly,  and  has  a short  atten- 
tion span.  Pouting  and  temper  tantrums  are 
common. 

Others  deny  that  the  epileptic  consti- 
tutes any  personality  entity,  referring  to 
the  vague  and  ambiguous  features  attrib- 
uted to  them.  There  is  general  agreement 
that  epileptic  seizures  may  occur  in  all  per- 
sonality types  and  that  the  supposed  ac- 
companying personality  traits  are  concom- 


itant with  or  resultant  from  convulsive 
seizures.  If  the  findings  of  recent  investi- 
gators are  meaningful,  this  concept  may  be 
extended  to  include  those  who  have  an  epi- 
leptic type  of  personality  without  overt 
seizures. 

A large  proportion  of  the  children  re- 
ferred to  the  Mental  Hygiene  Clinic  of  The 
Delaware  State  Hospital  constitutes  prob- 
lems because  of  explosive  outbursts,  often 
initiated  by  minimal  external  excitation. 
Tom  is  one  such  hoy. 

Initially  he  was  referred  to  the  Mental 
Hygiene  Clinic  at  the  age  of  ten  because  of 
poor  school  adjustment.  The  social  history 
referred  to  a general  irritibility  and  restless- 
ness. He  was  argumentative  with  both  chil- 
dren and  adults  and  often  started  fights. 
More  often  he  became  disruptive  in  other 
ways  — teasing  others,  running  about  the 
classroom,  using  profane  language  and 
shouting  and  singing  at  school. 

In  the  psychiatric  interview  his  appear- 
ance and  behavior  were  not  extremely  de- 
viant. The  disruptive  behavior  increased  in 
intensity  until  he  was  admitted  to  individ- 
ual psychotherapy  at  age  eleven.  The  diag- 
nostic evaluation  and  subsequent  treatment 
sessions  revealed  a strong  rebelliousness 
and  defiance  which  appeared  to  account 
for  his  excitability  and  aggressiveness.  At 
the  same  time,  he  could  not  fully  accept 
the  aggressive  aspects  of  his  behavior,  part- 
ly because  of  an  apparent  superego  con- 
flict. Remorse  after  aggressive  outbursts 
seemed  understandable  in  these  terms.  The 
overall  behavior  pattern  was  not  inconsist- 
ent with  an  impulse  disorder  of  a psycho- 
genic nature.  There  were  many  unfavor- 
able aspects  to  his  development,  e.g.,  as  an 
infant  Tom  was  deserted  by  his  mother. 
He  didn’t  learn  of  this  until  late  in  child- 
hood. These  factors,  it  is  generally  agreed 
are  detrimental,  often  psychically  traumatic 
in  most  cases.  However,  the  extent  of  the 
reported  impulsive  episodes  seemed  greater 
than  might  be  warranted  on  the  basis  of  a 
purely  emotional  disorder. 

Tom  showed  only  slow  improvement  with 
therapy.  During  this  time,  variable  expres- 
sion of  affect  became  apparent  as  both  de- 
pression and  exuberance  were  exhibited. 
After  nine  months  of  once-a-week  individ- 
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ual  psychotherapy  at  the  Clinic,  it  was 
learned  that  following  a fall  from  a tree, 
which  resulted  in  unconsciousness,  Tom  had 
developed  “black-out”  spells. 

After  this,  he  is  reported  to  have  experi- 
enced several  episodes  of  excited,  random 
running,  followed  by  periods  of  impaired 
consciousness  during  which  he  lost  the  use 
of  his  limbs  and  became  irrelevant  in  speech 
and  otherwise  disorientated.  Electroence- 
phalographic  study  revealed  inconclusive 
findings.* 

Tom’s  situation  offers  an  illustration  of 
pre-traumatic  excitability  similar  to  that 
which  was  later  associated  closely  with  im- 
paired consciousness  and  suspected  epilepsy. 
Despite  the  psychogenic  concomitants,  the 
question  of  brain  dysfunction  prior  to  in- 
jury is  raised. 

An  epileptic  condition  may  have  ben  pre- 
cipitated by  the  fall;  but  to  what  extent 
was  the  pre-traumatic  behavior  a function 
of  a previously  “epileptoid”  personality, 
i.e.,  a pathological  condition,  one  feature 
of  which  might  be  an  immaturity  of  those 
physiological  mechanisms  associated  with 
emotional  control.  There  might  be  a ten- 
dency for  a child  with  this  type  of  develop- 
ment to  resort  frequently  to  impulsive  out- 
bursts. Though  closely  interwoven  with  to- 
tal emotional  development,  the  immature 
control  processes  would  dominate  and  struc- 
ture personality  growth  to  a great  extent. 

Ego  development,  so  largely  dependent 
upon  and  interrelated  with  adequate  affec- 
tive control  might  be  progressively  inhibit- 
ed. The  frequently-observed  occurrence  of 
a primitive  ego  structure  in  those  with  ob- 
vious and  long-standing  brain  pathology 
seems  to  attest  to  this  arrestment.** 

The  experimental  findings  concerning  in- 
duced audiogenic  seizures  in  animals  are 
pertinent  in  this  consideration  of  an  epilep- 
toid predisposition.  With  auditory  stimula- 
tion of  a select  nature,  certain  strains  of 
rats  and  other  animals  become  hypersensi- 
tive, excitable  and  run  aimlessly  about.' 

^ Similar  cases  of  “running  fits”  are  associated  with  dis- 
turbed consciousness,  some  type  of  epilepsy  and  abnormal 
E.E.G.’s.  Family  conflicts  are  usually  contributory.  Drug 
and  psychotherapy  are  reported  effective  in  relieving  behavior- 
al symptoms. 

The  personality  components  deserves  more  conskleration 
than  they  are  given  here.  Study  of  schizophrenic  children 
with  their  lability,  explosiveness  and  poorly  integrated  per- 
sonality structure  seems  intimately  related  to  the  whole  prob- 
lem. 


Though  this  situation  may  have  no  rela- 
tionship to  human  behavior,  the  analogy 
with  epileptic  and  behavior  problem  chil- 
dren may  be  relevant. 

The  possible  hereditary  component  of 
epileptic  conditions  has  been  suggested  by 
Lennox  and  others.'’  A far  greater  propor- 
tion of  “cerebral  dysrhythmia”  is  found 
among  relatives  of  epileptics  than  among 
others.  In  addition,  there  have  been  report- 
ed cases  of  pairs  of  twins,  one  of  whom  was 
epileptic  — the  other  with  an  epileptic-like 
E.E.G. 

Lennox"  reports  that  an  estimated  ten 
percent  of  the  population  has  a type  of 
dysrhythmia  similar  to  that  found  in  epi- 
leptic conditions,  and  that  this  constitutes 
a predisposition  to  epilepsy.  Some  individ- 
uals (such  as  Tom)  may  be  more  suscep- 
tible to  epilepsy  and  might  be  more  likely 
to  respond  with  convulsions  or  other  epi- 
leptic phenomena  with  trauma  or  other  in- 
citing conditions.  Artificial  convulsion-pro- 
ducing techniques,  such  as  chemical  stimu- 
lants, electroshock  and  hyperventilation 
have  been  used  as  diagnostic  indications  of 
this  susceptibility.  Drug  therapy  has  been 
used  with  varying  reported  success  and  may 
prove  to  have  important  diagnostic  and 
experimental  utility. 

Although  reasonable  proof  of  a positive 
relationship  between  E.E.G.  abnormalities 
and  sociopathic  disorders  is  not  established, 
those  with  an  intimate  knowledge  of  elec- 
troencephalography are  confident  of  a cor- 
relation. Possibly  they  are  adding  the 
mounting  weight  and  importance  of  isolat- 
ed data  to  their  own  personal  frames  of 
reference." 

Undoubtedly,  more  than  superficial  ac- 
quaintance with  electroencephalography  is 
necessary  to  formulate  fruitful  ideas  in  this 
area.  However,  in  view  of  certain  reported 
similarities  of  the  tracings  of  “sociopaths” 
with  those  of  normal  young  children,"  it 
may  be  hypothesized  that,  assuming  their 
validity,  obtained  abnormalities  are  under- 
standable in  terms  of  immaturity  of  brain 
function  and  development. 

The  individual  who  behaves  in  an  irra- 
tional, highly  impulsive  and  ordinarily  un- 
gratifying manner  behaves  much  like  a 
young  child  in  a temper  tantrum.  In  the 
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younger,  less  mature  individual,  inhibitory 
factors  related  to  cortical  dominance  over 
the  subcortical  thalamic  area  are  not  well 
developed. 

If  a physiological,  developmental  imma- 
turity is  contributing  to  the  problem,  then 
this  factor  may  be  discernible  in  psycholog- 
ical tests.  Some  measure  of  psychomotor 
maturity  in  children,  such  as  the  Bender 
Gestalt  test  may  serve  as  a valuable  ad- 
junct to  investigation  of  some  of  the  prob- 
lems presented  here. 

The  visual-motor  processes  as  measured 
by  this  test  approach  maturity  at  about 
eleven  years  of  age.  Disturbances  of  an 
organic  nature  are  often  reflected  in  dis- 
ruption of  these  processes.  Study  of  per- 
ceptual-motor functions  may  be  contribu- 
tory to  further  exploration  of  the  nature 
of  possible  constitutional  and/or  develop- 
mental defects. 

The  inherent  danger  in  attributing  a 
child’s  adjustment  difficulties  largely  to  con- 
stitutional factors  lies  in  the  tendency  to 
discount  the  possibility  of  a psychogenic 
motor  discharge  and  to  minimize  the  im- 
portance of  psychodynamics  in  affective 
and  motor  release  as  well  as  in  sociopathic 
disorders.  A link  may  yet  exist  between  the 
motor  and  behavioral  processes,  i.e.,  be- 
tween “acting  out”  and  the  diffuse  dis- 
charge of  energy  through  motor  channels 
by  means  of  seizures  or  other  episodic  be- 
havior. 

Knowledge  of  the  precise  nature  of  a 
child’s  difficulties  remains  the  goal  of  re- 
search. Clarification  of  possible  physiolog- 
ical predisposition  to  behavior  disorder 
should  lead  to  improved  methodological  and 
therapeutic  techniques. 
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FATHERS  ARE  PARENTS  TOO!  A NECESSARY 
PART  IN  THE  TREATMENT  PLAN  OF  EMOTION- 
ALLY DISTURBED  CHILDREN 

Dorothy  A.  Palmer,  M.S.W.* 
and 

Margaret  E.  Carey,  M.A.** 

It  has  been  recognized  for  some  time  that 
fathers  are  important  in  the  treatment  of 
their  children  with  emotional  or  personality 
disorders.  Child  Guidance  Clinics  have  been 
aware  of  the  need  for  both  parents  to  be 
involved  in  a meaningful  way  if  treatment 
of  their  children  is  to  be  successful.  The 
Staff  of  the  Mental  Hygiene  Clinic  have 
frequently  discussed  this  problem.  The  co- 
authors of  this  article  believe  that  on  the 
basis  of  having  worked  together  in  joint 
treatment  of  cases,  that  active  participa- 
tion of  both  parents  is  so  necessary  that 
no  child  should  be  accepted  by  our  Agency 
for  treatment  until  this  prerequisite  is  met. 
Obviously,  this  consideration  is  intended 
for  cases  in  which  the  father  is  available. 

It  has  been  routine  procedure  that  the 
mother  of  a young  child  comes  to  Clinic  and 
is  seen  by  a Staff  member  at  the  same  time 
that  her  child  is  in  therapy.  Many  of  the 
mothers  have  gained  considerable  insight 
into  many  aspects  of  their  child’s  problems. 
Many  fathers  have  not  had  this  opportu- 
nity, perhaps  because  we  have  only  recent- 
ly recognized  the  need  to  expect  fathers  to 
participate  in  the  treatment  plan.  Several 
cases,  in  which  the  father  was  included  in 
the  treatment  plan,  showed  greater  success 
than  did  those  in  which  only  the  mother 
and  the  child  were  seen.  We  now  believe 
that  it  was  not  valid  that  they  should  not 
be  expected  to  occasionally  lose  time  from 
work  in  order  to  participate  actively.  If  a 
serious  physical  problem  arose,  the  father 
would  more  than  likely  be  concerned  enough 
to  be  active  in  getting  medical  help  for  his 
child  and  perhaps  we  have  unjustly  thought 
that  he  was  less  concerned  over  his  child’s 
emotional  health. 

Including  the  father  in  a very  real  way 
not  only  gives  us  a knowledge  of  the  father’s 
and  the  family’s  problems  but  gives  him  an 

* Supervisor,  P.sychiatric  Social  Worker,  Mental  Hygiene 
Clinic,  Famhurst,  Delaware. 

**  Psychiatric  Social  Worker.  Mental  Hygiene  Clinic,  Farn- 
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I opportunity  to  express  his  feelings.  It  also 
I tends  to  enhance  the  status  of  the  father  in 
the  home.  This  point  was  forcibly  brought 
home  to  the  authors  when  toward  the  end 
of  a lengthy  treatment  case  the  hospitaliz- 
ation of  the  mother  made  it  necessary  for 
the  step-father  to  bring  the  child  to  the 
Clinic.  A totally  different  impression  of  the 
step-father  was  gained  by  the  Social  Work- 
er’s sessions  with  him  than  the  impression 
given  by  the  mother.  The  mother  had  indi- 
cated that  he  lacked  interest  in  the  patient, 
employed  harsh  methods  of  discipline  and 
discriminated  against  the  patient.  After  a 
few  sessions  with  this  father,  it  became 
clear  that  the  mother  had  been  projecting 
her  own  feeling  toward  the  children  onto 
her  husband. 

For  this  and  other  reasons  that  will  be 
discussed  later,  a plan  has  evolved  by 
which  the  father  becomes  an  integral  part 
of  the  whole  treatment  from  the  beginning. 
Many  of  our  referrals  come  from  the  family 
physician  who  frequently  is  the  first  to 
learn  of  cases  needing  psychiatric  help.  Re- 
ferrals come  from  many  other  sources  such 
as  Social  Welfare,  Public  Health,  Religious 
and  Educational  Agencies.  The  initial  con- 
tact is  made  by  the  Psychiatric  Social 
Worker  to  obtain  a social  history  from  par- 
ents, or  parent  substitutes,  in  the  case  of  a 
referred  child.  From  this  point  on,  if  this 
is  a valid  problem,  a team  approach  is  used. 
Occasionally,  there  may  be  several  diag- 
nostic interviews  before  disposition  of  a 
case  is  determined.  The  patient  is  usually 
scheduled  for  a complete  battery  of  psycho- 
logical tests  unless  there  is  available  a re- 
cent psychological  examination  done  by  the 
school  psychologists.  Even  when  school  psy- 
chological reports  are  present,  frequently 
the  Clinical  Psychologist  gives  additional 
personality  evaluation  tests.  The  Psychiat- 
ric Social  Worker  for  each  Clinic  arranges 
all  of  the  appointments  and  in  this  man- 
ner coordinates  the  work  of  the  whole  team. 
The  patient  is  then  seen  by  the  psychia- 
trist for  a psychiatric  examination  and  a 
brief  neurological  examination.  After  this, 
the  case  is  staffed  by  the  clinical  team  and 
recommendations  are  made.  A conference  is 
then  scheduled  with  the  father,  mother  and 
clinical  team  to  discuss  the  clinical  findings 


and  recommendations.  If  the  recommenda- 
tions include  treatment  by  the  clinical 
team,  this  is  discussed  with  both  parents. 
This  may  be  done  in  a series  of  interviews 
rather  than  one,  in  order  for  the  parents 
to  accept  the  Clinic’s  thinking  about  their 
child’s  problems  as  well  as  the  treatment 
that  is  recommended.  After  the  parents 
have  been  given  the  opportunity  to  under- 
stand what  treatment  implies  and  they  de- 
cide that  they  want  this  kind  of  help  for 
their  child,  therapy  is  begun. 

At  the  time  of  the  initial  interviews  with 
the  father  and  mother,  it  is  made  clear  that 
the  Clinic  will  expect  the  father’s  active 
participation  at  certain  intervals.  It  is 
preferable  that  the  father  be  seen  with  the 
mother  throughout  the  treatment  plan.  If 
this  is  not  practical,  and  frequently  it  is 
not,  a plan  is  made  with  the  individual 
family  and  a minimum  of  three  sessions 
with  the  father  is  required.  Some  flexi- 
bility is  shown  as  to  the  time  of  these  ses- 
sions but  it  is  our  thinking  that  an  accept- 
able plan  is  to  see  the  father  in  the  be- 
ginning, somewhere  near  mid-term  and  at 
termination  of  treatment. 

In  case  A,  Sidney,  age  four  and  a half 
was  referred  by  a medical  agency  for  hyper- 
activity which  they  believed  exceeded  nor- 
mal limits.  The  mother  presented  many 
other  problems;  sibling  rivalry,  poor  rela- 
tionship with  peers,  extreme  aggressiveness, 
punitive  step-father  and  continued  somatic 
symptoms  without  physical  basis.  It  had 
already  been  determined  by  the  referring 
agency  that  slight  brain  damage  had  occur- 
red and  superimposed  upon  this  severe 
emotional  trauma  perhaps,  brought  out 
what  appeared  to  be  petit  mal  seizures 
which  were  unaccountable  for  by  the  minim- 
ally abnormal  electroencephalogram.  The 
Clinic  team  recommended  that  control 
medication  be  prescribed  by  the  psychia- 
trist and  individual  psychotherapy  be  given 
Sidney  by  a Psychiatric  Social  Worker. 
Another  Psychiatric  Social  Worker  was  as- 
signed to  see  the  mother  for  counselling  at 
the  time  Sidney  was  being  seen  by  the  other 
Worker. 

In  retrospect.  Case  A pointed  out  the 
real  need  to  see  the  father  in  discussing  our 
findings  and  recommendations  for  the  treat- 
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ment  plan.  This  was  made  clear  to  us  when 
the  step-father  was  not  included  in  the 
initial  stages  of  planning.  When  we  were 
able  to  obtain  his  active  participation  and 
learn  of  his  feelings  about  Sidney  and  his 
behavior,  therapy  with  Sidney  advanced  at 
a more  rapid  pace.  Sessions  with  this  step- 
father gave  us  a truer  picture  of  the  family. 
The  Worker  seeing  the  mother  doubted  the 
reliability  of  the  material  presented  by  her, 
particularly  in  regard  to  the  step-father’s 
role  in  the  family  inter-relationships.  The 
mother’s  defense  mechanism  of  projecting 
blame  upon  the  step-father,  tended  to  re- 
tard progress  in  this  case  until  we  learned 
that  the  step-father  was  the  real  strength 
of  this  family  and  was  the  one  person  who 
could  best  use  the  casework  process  in  help- 
ing the  patient.  Agency  recognition  of  the 
step-father’s  ability  to  accept  and  use  help, 
illustrated  two  points  that  were  made 
earlier,  i.e.,  it  enhanced  the  father’s  posi- 
tion in  the  family  and  made  it  possible  for 
him  to  express  his  feelings.  Sidney’s  ther- 
apist had  felt  for  some  time  without  any 
real  foundation  that  the  patient  was  identi- 
fying with  the  step-father.  After  the  step- 
father was  seen  and  she  learned  her  sup- 
position was  factual,  she  was  able  to  re- 
inforce the  positive  relationships  between 
Sidney  and  his  step-father.  From  this  point 
on  the  patient  moved  very  quickly  to  ter- 
mination. 

In  case  B,  Billy  was  referred  to  us  by  the 
school  psychologist.  Billy  is  an  attractive, 
very  bright  8 year  old  who  had  been  doing 
some  stealing  in  school.  The  teacher  showed 
considerable  insight  into  Billy’s  problem, 
gave  him  a lot  of  understanding  and  sup- 
port, but  recognized  the  child  needed  fur- 
ther help  in  his  problem  which  was  conflict 
with  his  extremely  domineering  mother. 
The  Psychiatric  Social  Worker  made  every 
attempt  to  see  the  father  before  the  child 
came  into  Clinic,  but  was  prevented  from 
doing  so  by  the  mother.  Appointments 
after  hours  and  lunch  hour  appointments 
were  not  convenient  for  one  reason  or  an- 
other according  to  the  mother. 

During  the  diagnostic  evaluation,  the 
Psychologist  discovered  by  projective  tech- 
niques that  the  child  felt  that  his  mother 
was  a “witch”  and  that  his  father  weighed 


120  pounds.  The  total  impression  of  the 
father  was  that  of  a weak  man  who  had  no 
“weight”  whatsoever.  Billy  was  found  to 
be  an  exceptionally  bright  child  who  had 
the  ability  to  make  an  adequate  adjust- 
ment, if  he  could  get  some  small  measure  of 
help.  After  staff  consideration,  a conference 
was  scheduled  with  the  mother  and  the 
father.  The  father  was  unable  to  keep  the 
appointment.  The  mother  was  seen  briefly 
and  again,  the  necessity  of  seeing  the  father 
was  stressed  and  another  appointment  was 
made.  The  father  and  the  mother  appeared 
for  the  second  scheduled  conference  on 
time.  The  father  was  found  to  be  a large 
man  physically,  probably  weighing  200 
pounds  at  a conservative  estimate.  The 
dynamics  of  their  child’s  problem  were 
thoroughly  discussed  with  them.  The  father 
admitted  that  he  “interfered”  little  with 
the  mother’s  discipline  and  further  stated 
that  he  was  rarely  home  during  the  chil- 
dren’s waking  hours  because  of  his  job.  He 
expressed  much  dissatisfaction  with  his  job 
such  as  long  hours,  low  pay,  and  a misuse 
of  his  professional  training.  The  discovery 
of  the  fact  that  this  job  was  also  harmful 
to  his  family  relationship  was  the  impetus 
that  led  to  a new  job  in  his  field,  with  in- 
creased pay.  He  was  shocked  to  learn  that 
his  son  considered  him  such  a “light- 
weight” and  throughout  this,  carried  the 
implication  that  as  a father,  he  was  not 
carrying  his  load. 

Both  parents  accepted  the  clinic  findings, 
which  was,  in  essence,  that  the  mother  was 
the  one  who  needed  Psychiatric  help  and 
she  entered  the  Psycho-therapy  with  the 
psychiatrist.  The  parents  also  understood 
and  agreed  that  Billy  would  need  a mini- 
mum of  clinic  time  and  would  be  seen  for  a 
short  period  by  a male  therapist  to  help  him 
strengthen  his  male  identification.  When 
the  father  was  more  aware  of  Billy’s  prob- 
lem, he  became  more  active  as  a father. 

We  think  that  it  is  likely  that  the  clinic 
would  not  have  been  able  to  be  at  all  help- 
ful to  Billy  if  his  father  had  not  been  re- 
quired to  participate  in  the  treatment  plan. 

It  is  necessary  that  both  parents  be  seen 
so  that  they  may  gain  an  understanding  of 
the  psychological  meaning  of  their  child’s 
Continued  on  Page  212 
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PROGRESS 

We  wish  to  congratulate  the  newly  or- 
ganized Board  on  Mental  Health  Training 
and  Research  of  Delaware  which  recently 
approved  eight  research  projects  and  13 
training  projects  submitted  by  the  Univer- 
sity of  Delaware,  Newark,  the  Delaware 
State  Hospital,  Farnhurst,  the  Governor 
Bacon  Health  Center,  Delaware  City,  the 
Hospital  for  the  Mentally  Retarded,  Stock- 
ley,  and  the  State  Welfare  Home  and  Hos- 
pital for  the  Chronically  111,  Symrna. 

The  Research  Projects  approved  are  as 
follows: 

The  University  of  Delaware 

“The  Inter-Relationship  of  Psychomotor 
Tests  at  Three  Developmental  Levels”. 

The  Delaware  State  Hospital 

“Clinical  Effectiveness  of  Psychopharma- 
cological  Therapies  with  Chlorpromazine, 
Promazine,  Reserpine  and  Related  Drugs”. 


rials  + 

“The  Implications  of  Social  and  Clinical 
Aspects  on  Course  and  Outcome  of  Schizo- 
phrenia”. 

“Cerebral  Blood  Flow  and  Metabolism  in 
Psychiatric  Disorders”. 

The  State  Welfare  Home  and  Hospital 
for  the  Chronically  III 

“Preparation  of  Geriatric  Material  for 
the  Research  Project,  ‘Cerebral  Blood  Flow 
and  Metabolism  in  Psychiatric  Disorders’  ”. 
The  Governor  Bacon  Health  Center 

“An  Investigation  of  the  Relationship 
Between  Behavioral  Adjustment  and  Emo- 
tional Arousal  Patterns  in  Disturbed  Chil- 
dren”. 

The  Hospital  for  the  Mentally  Retarded 

“Complete  Studies  of  Social,  Environ- 
mental, Medical  and  Psychiatric  Histories 
of  Mentally  Retarded  Patients  of  the  Hos- 
pital for  the  Mentally  Retarded”. 

“The  Effect  of  New  Tranquilizing  Drugs 
on  Twenty  Emotionally  Disturbed  and 
Mentally  Retarded  Patients”. 

The  Training  Projects  approved  are  as 
follows: 

The  University  of  Delaware 

“Scholarships  — Medical  Technology  (5 
students  at  $500  each)” 

“Psychiatric  Social  Service  Aide  Pro- 
gram” 

“Psychiatric  Nursing  Program” 
“Graduate  Assistantships  in  Psychology” 
“Training  In  Occupational  Therapy” 
“Promotional  Program” 

“Training  Course  In  Mental  Health  for 
Public  School  Teachers” 

The  Delaware  State  Hospital 

“Training  of  2 Technicians  in  Electro- 
encephalography” 

“Advanced  Training  in  Electroencephalo- 
graphy (Physician)” 

“Training  of  2 Qualified  Laboratory 
Technicians  in  Special  Techniques  of  Gas 
Analyses” 

“Training  of  2 Staff  Resident  Physicians 
in  the  Techniques  of  Blood  Flow  Studies” 
“Seminars  and  Conferences” 

The  Hospital  for  the  Mentally  Retarded 

“Postgraduate  Psychiatric  Training  of 
Nurses” 
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The  grand  total  of  all  Research  and 
Training  Projects  which  were  approved  by 
the  Board  is  $118,155.00,  leaving  a balance 
of  $1,845  from  the  $120,000  which  was  ap- 
propriated by  this  session  of  the  General 
Assembly  (House  Substitute  No.  1 for 
House  Bill  No.  300).  This  balance  will  be 
used  to  defray  the  cost  of  printing  the  re- 
ports of  all  projects. 

The  law  provides  that  the  appropriated 
$120,000  be  used  in  the  biennium  ending 
June  30th,  1957.  The  law  also  provides 
that  the  Board  on  Mental  Health  Training 
and  Research  “shall  report  its  progress  to 
the  Governor  not  later  than  January  1st, 
1957,  and  make  this  report  available  to  the 
119th  Session  of  the  General  Assembly  in 
1957”.  The  Board  was  also  authorized  to 
receive  grants  from  Federal  or  other  agen- 
cies for  Research  and  Training  Projects. 
The  Delaware  State  Hospital  has  received 
a grant  from  the  Public  Health  Service  of 
the  Department  of  Health,  Education  and 
Welfare,  of  $23,300  a year  for  five  years, 
for  the  Research  Project  “Cerebral  Blood 
Flow  and  Metabolism  in  Psychiatric  Dis- 
orders”. 

We  realize  that  it  will  be  very  difficult  for 
the  several  institutions  to  obtain  the  serv- 
ices of  adequately  trained  personnel  for 
these  Training  and  Research  Projects.  We 
are  also  aware  of  the  fact  that  many  of 
these  projects  cannot  be  started  until  the 
fall  of  1956.  We  feel  sure  that  the  General 
Assembly  of  1957,  when  it  learns  these 
facts,  will  extend  the  time  for  the  comple- 
tion of  these  projects  and  will  also  author- 
ize the  Board  on  Mental  Health  Training 
and  Research  to  continue  its  work  of  ob- 
taining new  projects,  and  will  allocate  funds 
for  these  additional  projects. 

We  congratulate  the  Board  and  the 
various  institutions  and  their  personnel  on 
the  excellence  of  their  accomplishments  and 
wish  them  continued  success. 


The  editors  call  attention  to  the  excellent 
program  arranged  for  the  Annual  Meeting 
at  Rehoboth.  This  is  the  result  of  much 
effort  on  the  part  of  President  Van  Valken- 
burgh,  who  is  to  be  commended  on  such 
an  excellent  balance  and  variety  of  subject 
matter.  Since  the  meeting  is  on  Thursday 


and  Friday,  it  is  hoped  that  many  members 
will  avail  themselves  of  the  opportunity  to 
hear  these  outstanding  speakers. 

MEDICAL  SOCIETY  OF  DELAWARE 
HENLOPEN  HOTEL 
REHOBOTH  BEACH,  DELAWARE 

Thursday,  Sept.  13,  1956 
3:30  p.m.  Registration  of  Delegates 
4:00  p.m.  House  of  Delegates  Meeting 
6:30  p.m.  Supper  for  Delegates 


8:00 


p.m. 


8:30  p.m. 
8:35  p.m. 


8:40  p.m. 


9:00  p.m. 


Registration  for  General  Meet- 
ing 

Invocation 

Welcoming  remarks — Thomas 
J.  Tobin,  M.D.,  President, 
Sussex  County  Medical  So- 
ciety 

Presidential  Address  — Glenn 
M.  Van  Valkenburgh,  M.D., 
Georgetown  (The  Physi- 
cian and  the  Patient) 

Panel  Discussion:  The  Care 
of  the  Older  Patient 
Moderator,  Glenn  M.  Van 
Valkenburgh,  M.D. 

Richard  T.  Smith,  M.D., 
Internist,  Philadelphia; 
Charles  W.  Semisch,  HI, 
M.D.,  Assistant  Professor 
of  Medicine,  Jefferson  Med- 
ical College;  Director  of  the 
Ross  V.  Patterson  Heart 
Station,  Jefferson  Hospital; 
Charles  J.  Katz,  M.D.,  Psy- 
chiatrist and  Neurologist, 
Wilmington. 

Adjournment — Refreshments 
Friday,  Sept,  14,  1956 
9:00  a.m.  Registration  for  General  Meet- 
ing 

Report  of  the  House  of  Dele- 
gates — Secretary,  Norman 
L.  Cannon,  M.D.,  Wilming- 
ton 

Extra-Uterine  Pregnancies — 
Paul  C.  Trickett,  M.D., 
Lewes 

Use  of  the  Obstetrical  For- 
ceps for  the  General  Prac- 
titioner— Sylvester  W.  Ren- 
nie, M.D.,  Wilmington 


10:30  p.m. 


9:30  a.m. 


9:40  a.m. 


10:00  a.m. 
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10:30  a.m. 
10:50  a.m. 


11:30  a.m. 


12:15  p.m. 
12:30  p.m. 
1:00  p.m. 

2:00  p.m. 

2:40  p.m. 


3:10  p.m. 
3:30  p.m. 

4:20  p.m. 

5:00  p.m. 
6:45  p.m. 


Intermission  to  Visit  Exhibits 
Traumatic  Accidents — George 
O.  Eaton,  M.D.,  Assistant 
Professor  of  Orthopedic  Sur- 
gery, The  Johns  Hopkins 
University  School  of  Medi- 
cine; Orthopedic  Surgeon, 
The  Johns  Hopkins  Hospi- 
tal 

Rehabilitation  of  the  Injured 
— William  J.  Erdman,  II, 
M.D.,  Director  of  the  De- 
partment of  Physical  Medi- 
cine and  Rehabilitation, 
Hospital  of  the  University 
of  Pennsylvania 
Election  of  President-Elect 
for  1957  (Kent  County) 
Announcements  — Adjourn- 
ment — Exhibits 
Luncheon,  as  guests  of  The 
Sussex  County  Medical  So- 
ciety 


Diseases  and  Surgery  of  the 
Prostate — J.  Craig  Clarke, 
M.D.,  Urologist,  Philadep- 
phia 

Viral  Diseases  and  Their 
Treatment — George  S.  Mi- 
rich,  M.D.,  Associate  Pro- 
fessor of  Medicine,  The 
Johns  Hopkins  University 
School  of  Medicine;  Physi- 
cian in  Chief  of  Medicine, 
Baltimore  City  Hospitals 

Intermission  to  visit  Exhibits 

Newer  Treatments  For  Can- 
cer— Joseph  H.  Burchanel, 
M.D.,  Professor  of  Medi- 
cine, Cornell  University 
Medical  College 

Pediatric  Emergencies — Rich- 
ard Olmstead,  M.D.,  Asso- 
ciate Professor  of  Pediatrics, 
Temple  University  School 
of  Medicine 

Announcements  — Adjourn- 
ment — Exhibits 

Reception  — Henlopen  Hotel 


7:30  p.m.  Annual  Dinner,  Henlopen  Ho- 
tel. Members  and  Auxiliary 
invited  to  subscribe.  Tick- 
ets from  Dr.  Charles  Levy, 
621  Delaware  Avenue,  Wil- 
mington. Dress:  optional 
Invocation  — Rev.  William  0. 

Hackett,  Georgetown 
Toastmaster  — Glenn  M.  Van 
Valkenburgh,  M.D. 

Citation  of  50  year  members 
Introduction  of  Distinguished 
guests 

Address  — Russell  S.  Boles, 
M.D.,  Philadelphia,  Profes- 
sor of  Clinical  Medicine, 
University  of  Pennsylvania 

School  of  Medicine 
* * * * 


Twenty-Seventh  Annual  Meeting 
of  the  Woman’s  Auxiliary 
To  the  Medical  Society  of  Delaware 
Friday,  September  14,  1956 
Dinner  Bell  Inn 
Rehoboth  Beach,  Delaware 
10:00  a.m.  Registration 
10:30  a.m.  Business  meeting 
12:45  p.m.  Luncheon — Dinner  Bell  Inn 
Invocation  — Mrs.  Carlton 
Fooks 

Address  — President  of  the 
Medical  Society  of  Dela- 
ware— Dr.  G.  M.  Van  Val- 
kenburgh 

Introduction  of  Advisory 
Committee  to  Auxiliary 
Guest  Speaker  — Mrs.  Paul 
Craig  — President-Elect  of 
the  Woman’s  Auxiliary  to 
the  American  Medical  As- 
sociation 

President’s  Report  — Mrs. 

Richard  W.  Comegys 
Installation  of  Officers — Mrs. 
Paul  Craig 

Presentation  of  Gavel  and 
President’s  Pin 
Address  of  President  — Mrs. 
Thomas  McGuire 

4:00  p.m.  Tea  — Rehoboth  Art  League 
6:45  p.m.  Dinner  with  members  of  the 
Medical  Society  of  Dela- 
ware 
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Continued  from  Page  208 

behavior  before  and  during  the  time  of 
treatment.  For  instance,  it  is  frequently 
found  in  treatment  that  as  a child  learns  to 
rid  himself  of  repressed  hostility  he  may 
become  more  difficult  to  live  with.  This  may 
be  manifested  in  his  acting  out  behavior 
until  he  learns  to  channel  his  aggression  in 
an  acceptable  way.  If  both  parents  do  not 
understand  that  this  is  a direct  evidence  of 
the  fact  that  the  child  is  using  the  thera- 
peutic relationships,  they  may  undo  much 
of  what  is  being  accomplished. 

Because  of  limited  space  only  two  cases 
were  used  to  illustrate  the  need  for  includ- 
ing fathers  in  the  treatment  plan,  but  there 
have  been  at  least  two  dozen  cases  within 
the  past  few  months  which  have  indicated 
the  importance  of  the  consideration  of 
fathers  if  the  Clinic’s  services  are  to  be 
more  efficiently  used. 


The  Delaware  Valley  Chapter  of  the 
American  Medical  Writers’  Association  an- 
nounces the  Silberman  Foundation  Award 
of  $100  to  be  given  to  the  author  of  the 
best-written,  previously  unpublished,  case 
report  submitted  prior  to  November  15, 
1956.  Manuscripts  are  to  be  submitted  in 
duplicate  to  Miss  Dorothy  Harrison  (Edi- 
tor of  Philadelphia  Medicine),  301  S.  21st 
Street,  Philadelphia  3. 

Manuscripts  are  not  to  exceed  750  words 
in  length.  Interns  and  residents  at  hos- 
pitals in  Pennsylvania,  Delaware  and  New 
Jersey  are  eligible.  Manuscripts  by  joint 
authorship  are  eligible.  Manuscripts  can 
be  returned  if  postage  is  forwarded. 

If  suitable  manuscripts  are  available,  the 
award  will  be  presented  at  the  meeting  of 
the  Delaware  Valley  Chapter  of  the  Ameri- 
can Medical  Writers’  Association  on  De- 
cember 17,  1956. 

The  Delaware  State  Medical  Journal  is 
pleased  to  be  able  to  announce  such  a 
worth-while  contest,  and  earnestly  hopes 
that  Delaware  physicians  will  be  well- 
represented  in  it.  We  should  like  to  call 
attention  to  two  excellent  books,  Fishbein’s 
Medical  Writing  and  Jordan  and  Shepard’s 


Rx  for  Medical  Writing,  which  should  be 
helpful  in  preparing  papers  for  submission. 


THE  MONTH  IN  WASHINGTON 

Compiled  by  the  Washington  Office 
of  the  A.M.A. 

Washington,  D.C. — In  terms  of  actual 
health  bills  passed  and  sums  of  money  ap- 
propriated, the  84th  Congress  which  ended 
just  a few  weeks  in  advance  of  party  presi- 
dential conventions  undoubtedly  set  some 
records.  Measures  ranged  from  the  far- 
reaching  program  of  disability  cash  pay- 
ments to  a bill  for  the  commissioning  of 
male  nurses  in  the  armed  services. 

In  between  are  a wide  variety  of  meas- 
ures which,  in  the  opinion  of  Secretary 
Folsom,  Secretary  of  Health,  Education, 
and  Welfare,  gives  “promise  of  immediate 
and  substantial  progress  on  a wide  front  in 
the  improvement  of  the  nation’s  health.” 
Both  Mr.  Folsom  and  the  President  de- 
plored the  fact  that  Congress  had  not  acted 
on  their  plan  for  federal  aid  to  medical 
schools,  but  Congress  decided  this  was  one 
of  the  subjects  that  needed  more  study  be- 
fore taking  any  further  action.  In  addition 
Mr.  Folsom  expressed  disappointment  that 
nothing  had  been  done  on  authority  for 
pooling  arrangements  among  small  health 
insurance  companies  and  the  long-dormant 
plan  for  a health  reinsurance  fund. 

On  medical  research  funds,  the  admin- 
istration this  session  asked  for  the  largest 
amount  of  money  ever  requested  in  one 
year.  The  appropriation  finally  voted  was 
even  larger,  some  $170  million.  On  top  of 
this.  Congress  in  its  final  hours  appropri- 
ated nearly  $80  million  to  carry  out  new 
legislation  just  passed. 

Here  are  the  highlights  of  major  health 
bills  approved  by  the  84th  Congress: 

Social  Security  Amendments — Changes 
in  the  21 -year-old  social  security  law  now  in- 
clude (1)  Old  Age  and  Survivors  Insurance 
payments  to  disabled  workers  at  age  50, 
paid  from  a “separate”  fund,  (2)  extension 
of  social  security  to  some  250,000  dentists, 
lawyers,  osteopaths  and  other  self-employed 
persons,  (3)  lowering  of  retirement  age  for 
social  security  purposes  for  women  from  65 
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to  62,  (4)  earmarked  payments  for  medical 
care  of  public  assistance  recipients,  and  (5) 
increase  of  payroll  deductions  by  one  half 
of  1%  and  three-eights  of  1%  for  the  self- 
employed. 

Laboratory  Research  Facilities  — The 
Hill-Bridges  bill  for  $90  million  in  con- 
struction grants  over  three  years  to  public 
and  non-profit  institutions  to  erect  research 
facilities  started  out  in  the  Senate  as  a bill 
to  aid  research  in  crippling  and  killing  dis- 
eases but  wound  up  for  research  in  all 
“sciences  related  to  health.” 

Health  Amendments  Act — The  so-called 
little  omnibus  health  bill  provides  for  fed- 
eral grants  for  training  of  public  health 
specialists,  professional  nurses  qualified  for 
teaching  and  administrative  jobs  and  for 
practical  nurses — plus  a two-year  extension 
beyond  next  July  1 of  the  10-year-old  Hill- 
Burton  hospital  program,  and  special 
projects  grants  for  mental  health  studies 
and  demonstrations. 

Medical  Care  for  Military  Dependents — 
A long-sought  goal  of  the  Defense  Depart- 
ment was  enacted  of  a permanent  program 
of  medical  care  for  dependents  of  armed 
services  personnel  either  in  military  hos- 
pitals and  clinics  or  through  private 
sources.  It  is  scheduled  to  begin  early  in 
December. 

National  Library  of  Medicine — Another 
proposal  long  in  the  making  was  the  re- 
establishment of  the  Armed  Forces  Medical 
Library  as  the  National  Library  of  Medi- 
cine. For  administrative  purposes.  Con- 
gress put  it  under  the  Department  of  HEW, 
but  left  up  to  the  17-man  board  of  regents 
the  selection  of  site — in  all  likelihood  in 
the  Washington  area. 

Sickness  Survey — Special  and  continuing 
surveys  on  the  extent  of  illness  and  dis- 
ability in  the  U.S.,  along  with  medical  care 
being  offered  have  been  authorized — the 
first  detailed  study  of  its  kind  in  over  20 
years.  The  work  will  be  done  by  the  Public 
Health  Service. 

Water  Pollution  Control — The  PHS  is 
authorized  to  make  grants  to  states  and 
communities  to  help  in  construction  of  sew- 
age disposal  plants,  at  the  rate  of  $50  mil- 
lion a year  for  10  years. 


Some  other  measures  signed  into  law  by 
the  President  were:  establishment  of  a 
mental  health  program  for  Alaska,  budget 
increases  for  additional  staff  for  the  Food 
and  Drug  Administration  along  with  a new 
headquarters  building  for  modern  labora- 
tories, provision  of  medical  care  for  em- 
ployees and  dependents  of  the  State  De- 
partment abroad  in  U.S.  military  facilities, 
a $400,000  fund  to  finance  the  holding  of 
the  World  Health  Assembly  in  this  country 
in  1958  (which  is  the  10th  anniversary  of 
the  founding  of  the  World  Health  Organi- 
zation) and  the  commissioning  in  the 
armed  services  of  osteopaths. 

NOTES: 

The  new  surgeon  general  of  the  PHS  is 
Dr.  Leroy  E.  Burney,  a career  officer  in  the 
commissioned  corps  and  for  10  years  com- 
missioner of  health  for  the  state  of  Indiana. 
Until  his  nomination  by  the  President  he 
was  deputy  chief  of  the  PHS  Bureau  of 
State  Services.  Dr.  Burney  received  his 
medical  degree  from  Indiana  University. 

The  federal  government  withdrew  from 
the  allocation  of  the  Salk  poliomyelitis  vac- 
cine just  15  months  after  the  first  release 
of  the  vaccine,  but  federal  grants  to  states 
to  help  finance  inoculation  programs  con- 
tinues. 

In  preparation  for  a national  blood  bank 
directory.  The  Joint  Blood  Council  with 
headquarters  in  Washington  is  launching  a 
nation-wide  survey  September  1 of  all  blood 
banks. 


BOOK  REVIEWS 

The  Truth  about  Cancer.  By  Charles  S. 
Cameron,  M.D.,  medical  and  scientific  di- 
rector, American  Cancer  Society,  Cloth,  268 
pp,,  with  16  illustrations  and  28  plates.  Engle- 
wood Cliffs,  New  Jersey:  Prentice-Hall,  Inc., 
1956.  $4.95. 

Potentially,  this  book  is  a useful  agent  in 
the  fight  against  cancer.  The  information 
is  surprisingly  complete  and  up-to-date. 
The  format  is  journalistic  with  good  print- 
ing, paragraph  headlines,  and  italicized 
summaries.  It  should  be  understandable  to 
the  laymen,  yet  it  is  concise  and  informa- 
tive enough  to  interest  a physician. 
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Dr.  Cameron  emphasizes  that  early  rec- 
ognition and  proper  treatment  of  cancer 
would  double  the  number  of  cures.  He 
avoids  the  pitfall  of  stating  that  early  diag- 
nosis is  tantamount  to  cure  for  all  tumors 
in  all  situations.  His  statistics  are  accurate 
and  include  the  depressingly  low  cure  rates 
reported  in  many  cancers,  yet  he  maintains 
an  optimistic  and  realistic  attitude,  show- 
ing what  could  be  done  if  we  utilize  our 
present  day  information.  I am  afraid  that 
the  frank  discussion  of  end  results  may 
scare  some  cancer  victims,  but  their  fam- 
ilies would  do  well  to  be  familiar  with  the 
book.  The  section  on  “Cancer  Quacks”  is 
especially  applicable. 

The  book  repeatedly  emphasizes  the 
value  of  cancer  check-ups  and  the  need  for 
patients  to  rush  to  their  physician  at  the 
first  sign  of  one  of  the  danger  signals  of 
cancer.  It  is  feared  that  such  exhortation 
is  of  limited  value,  however,  since  even 
physicians,  who  are  educated  to  the  signifi- 
cance of  the  “Danger  Signals”,  do  not  have 
any  higher  cure  rate  than  the  laymen.  Per- 
haps this  book  will  stimulate  both  physi- 
cians and  laymen  to  have  regular  examina- 
tions and  really  heed  the  signs  of  early  can- 

R.  W.  F. 

^ ^ 

Fluoroscopy  in  Diagnostic  Roentgenology 
By  Otto  Deutschberger.  M.D.,  Assistant  Pro- 
fessor of  Radiology,  New  York  Medical  Col- 
lege, Roentgenologist  in  charge.  Bird  S.  Coler 
Memorial  Hospital,  N.Y.,  Associate  Visiting 
Roentgenologist,  Metropolitan  Hospital,  N.Y. 
Cloth.  $22.00  Pp.  771  with  523  illustrations. 
W.  B.  Saunders  Company,  Philadelphia-Lon- 
don,  1955. 

In  this  comprehensive  volume  the  subject 
of  fluroscopy  in  diagnostic  roentgenology  is 
covered  from  basic  x-ray  theory  and  tech- 
nics to  clinical  consideration.  It  is  divided 
into  two  parts  and  an  appendix. 

The  first  part,  containing  eight  chapters, 
deals  with  general  considerations  of  fluor- 
oscopy. The  author  adequately  and  elo- 
quently describes  basic  principles  of  fluor- 
oscopy and  demonstrates  the  proper  use  of 
x-ray  in  fluoroscopy.  The  dangers  and 
limitations,  as  well  as  the  unlimited  po- 
tentialities of  fluoroscopy,  especially  with 
the  advent  of  the  image  amplifier,  are  de- 
scribed. 


Part  two  — “Clinical  Considerations”  — 
is  divided  into  five  chapters  and  deals  with 
fluoroscopy  of  specific  organs  and  anatomic 
tracts.  It  describes  in  great  detail  all  the 
conventional  and  special  studies  of  the  dif- 
ferent organs  and  brings  out  the  wide  range 
of  information  that  thus  can  be  obtained. 
It  goes  thoroughly  through  the  stages  of 
adequate  preparations  of  the  patients  and 
describes  the  proper  use  of  the  different 
opaque  media. 

Within  the  limitations  imposed  by  the 
subject,  the  author  has  succeeded  in  pre- 
senting a well  organized  and  clearly  writ- 
ten textbook  of  considerable  didactic  value. 
The  descriptive  material  is  clear  and  easily 
read.  The  illustrations  are  well  selected  and 
show  good  detail.  They  are  reproduced  as 
positives  in  order  to  show  images  as  they 
actually  appear  on  the  fluoroscopic  screen. 

A bibliography  follows  each  chapter  and 
an  adequate  index  is  included. 

This  work  is  a complete  radiologic  text, 
compiling  all  the  essential  knowledge  about 
the  principles  and  techniques  of  fluoroscopy, 
and  is  of  great  value  not  only  to  the  spe- 
cialist but  to  every  doctor  performing  fluor- 
oscopic examination. 

C.  S.  P. 


NEW  BOOKLET  ON  VITAMIN  C 

A second  edition  of  the  comprehensive 
booklet.  Citrus  Fruits  in  Health  and  Dis- 
ease, first  published  in  1948  by  the  Florida 
Citrus  Commission,  has  just  been  released 
by  the  Commission  to  physicians  and  other 
professional  groups  concerned  with  nutri- 
tional problems  and  vitamin  deficiencies. 
The  new  edition — completely  revised  to  in- 
clude the  most  recent  medical  research 
from  sources  here  and  abroad — pays  par- 
ticular attention  to  the  increasing  import- 
ance of  Vitamin  C deficiency  especially 
among  teen-agers.  It  includes  a totally  new 
section  on  stress  and  the  general  adapta- 
tion syndrome,  covering  of  course  the  role 
of  Vitamin  C in  stress. 

Copies  of  the  booklet  may  be  obtained 
by  writing  directly  to  the  Florida  Citrus 
Commission,  Lakeland,  Florida. 
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PROVED  ANTICHOLINERGIC  EFFICIENCY 


Pro-Banthme®  Provides 

Rapid  Relief  in  Acute  Pancreatitis 


Pro-Banthlne  inhibits  excessive  vagal  stimulation 
of  the  stomach  and  pancreas  and  reduces^'^ 
both  gastric  and  pancreatic  secretions. 


Sites  of  Action  of  Pro-BonthTne 


/ / 
\ V ^ 


iMtOUUA, 


\ 


fs  r 


/ VAGUS  NERVE 


i SYMPATHETIC  GANGLION  \ SYMPATHIN^  _ 

V CHAIN  \ ' I'  2 


0 /-y 


S PARASYMPATHETIC  EFFECTOrI 

'^^ACETYLCHOLINEy^^iC 

\ U 


\ /parasympathetic 
V / Ganglion 


POSTGANGLIONIC 


PELVIC  NERVE 


With  use  of  the  Levin  tube  and  a 
drug  “such  as  Pro-Banthlne  . . . 
most  cases  of  acute  pancreatitis® 
will  subside  in  a few  hours,  or  at 
the  most,  in  a few  days.” 

Schwartz  and  Hinton  achieved^ 
dramatic  relief  of  pain  in  four  of 
six  patients  with  acute  hemor- 
rhagic or  edematous  pancreatitis 
within  twenty  to  thirty  minutes 
after  giving  Pro-Banthlne  intra- 
muscularly. A dose  of  15  to  30 
mg.  may  be  repeated^  parenter- 
ally  at  intervals  of  six  hours. 

Pro-Banthlne  bromide  (brand 
of  propantheline  bromide)  also 
has  proved  highly  effective  in  the 
therapy  of  peptic  ulcer,  hyper- 
trophic gastritis,  diverticulitis,  bil- 
iary dyskinesia,  ileostomies  and 
genitourinary  spasm.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of 
Medicine. 


1.  Jones,  C.  A.:  Arch.  Int.  Med.  96;332 
(Sept.)  1955. 

2.  Zollinger,  R.  M.:  Postgrad.  Med.  15: 
323  (April)  1954. 

3.  Woodward,  E.  R.:  M.  Clin.  North 
America  38 .115  (Jan.)  1954. 

4.  Schwartz,  I.  R. , and  Hinton,  J.  W.: 
Personal  communication,  February, 
1955. 


Sites  of  Action  of  Pro-BanthTne.  The  principal  site  of  action  of 
Pro-Banthlne  is  on  the  parasympathetic  system  where  it  exerts  a dual 
action  while  exerting  a single  and  lesser  action  on  the  sympathetic 
system:  (1)  parasympathetic  effector;  (2)  parasympathetic  ganglion; 
(3)  sympathetic  ganglion  (see  arrows). 
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the  Emblems  of  RELIABLE  PROTECTION 


cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


S4. 500. 000  ASSETS 
$23,000,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2,  NEBRASKA 


organomercurial  diuretics 
'"...permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition.^^fc 

^{^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


in  very  special  cases 
a very  superior  brandy... 


specify 


★ ★ ★ 
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Merck  Sharp  & Dohme 

DIVISION  OF  MERCK  & CO.,  Inc. 


In  name 

as  well  as 
in  fact 

On  August  1,  1956,  Sharp  & Dohme,  the  pharmaceutical  and  biological  division  of  Merck  & Co.,  Inc., 
adopts  the  name  “Merck  Sharp  & Dohme”  and  a new  trademark  to  reflect  the  teamwork  which  has 
already  produced  significant  new  medical  products.  • Developing  modern  medical  products  and  making 
them  widely  available  requires  teamwork  of  the  highest  order  in  research,  production,  and  distribution. 
The  desire  to  achieve  this  unity  of  effort  prompted  the  merger  of  Merck  & Co.,  Inc.,  and  Sharp  & Dohme, 
Inc.,  three  years  ago.  • Merck  Sharp  & Dohme — combining  in  name  as  well  as  in  fact  the  traditions  and 
experience  of  two  time-honored  leaders  in  the  medicinal  field — offers  bright  promise  for  further  advances 
in  helping  physicians  conquer  disease. 


MERCK  SHARP  & DOHME 
Pharmaceuticals  • Biologicals 
Division  of  Merck  & Co.,  iNCt 
Philadelphia  1,  Pai 
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brand 


POLYMYXIN  B-BACITRACIN  OINTMENT 


^hu4oonu0po 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V* 


f 
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KARO®  SYRUP  . . . meets  the  need 


for  individualized  infant  formulas 


In  meeting  the  nutritional  needs  of 
formula-fed  infants,  the  methods  used 
are  dependent  upon  the  digestive 
capacity  and  tolerance  of  each  infant. 

But,  whether  the  formula  calls  for 
sweet,  acid,  evaporated,  dried  or  pro- 
tein milk — Karo  syrup  meets  the  need 
for  a well-tolerated  and  easily  di- 
gested source  of  carbohydrate.  This 
fluid  mixture  of  dextrins,  maltose 
and  dextrose  is  completely  utilized 
without  inducing  flatulence,  colic, 
fermentation  or  allergy. 

Either  light  or  dark  Karo  may  be 


used  in  prescribing  formulas  for  in- 
fants because  of  equivalent  digestive 
and  nutritive  values.  Each  fluid  ounce 
(2  tablespoonfuls)  yields  120  calories. 

Mothers  will  appreciate  the  ease  of 
making  formulas  with  Karo  syrup... 
as  well  as  its  ready  availability  and 
economy. 


N 


1906  • 50th  ANNIVERSARY  • 195S 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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about  ^ 

46  CALORIES  fj 

per  1 8 gram  slice_ 

. .in  patients 

with  moderately 

severe  and  severe 

cardiac  failure, 

INGREDIENTS  \ ' 

neohydrin 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 

is  the  oral  diuretic 
of  choice."* 

RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 

^l«Moyer,  J.  H.,  and  others: 

J.  Chronic  Dis.  2:6TO,  1955. 

Under  License  By  National  Bakers  Services,  Inc.,  Chicago 

Trasenllne-Fiienobarbiti 


C I B a 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


tablets  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


2/2228H 
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]\OW  AVAILABLE... 


a iiiiic|iie  now  aiitibhiiic* 
of  iiiajfir  iniportaiioo 
PlUfVED  EFFECTIVE  AbAINST 
SPECIFIC  ORbAATSMS 

(staphf/locovci  ami  proteus) 

RESISTAiXT  TO  ALE  OTHER 


AATIMICRORIAL  AGEATS 


gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY— generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis, including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE— tour  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLlED-250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATKOMYCIN’  is  a trademark  oj  Merck  IS  Co.,  Inc. 


MERCK  SHARP  & DOHME 
DIVISION  OF  MERCK  a CO  . INC 
PHILADELPHIA  1 . PA. 
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...from  Two 
Outstanding  Cases 


BORN  1820... 

STILL  GOING  STRONG 

Johnnie 

ifi^ALKER 

BLENDED  SCOTCH  WHISKY 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


folinnie  l\’alkcr  stands  out  in  its  devotion  to 
(|iiality.  E\ery  drop  is  made  in  Scotland.  Esery 
drop  is  distilled  with  the  skill  and  care  that 
cotne  Ironi  generations  of  fine  whisk v-niaking. 
And  e\ery  drop  of  Johnnie  Walker  is  guarded 
all  the  wa\  to  give  you  perfect  Scotch  cvhisky... 
the  same  high  cpiality  the  world  o\er. 


PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration-^ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

tnnersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so*Port  losts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Geor-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

^ We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  fur\ction  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT>SO«PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot'SO'Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 




A Store  for  . . . 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


FRAIM’S  DAIRIES 

Qaii^  ^ioe/uc£i 
J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


CANADA  DRV  GINGER  .M  E.  Inc.,  New  Yurk.  N.  Y..  Soie  Imporur 
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e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S,  INC. 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 


Delaware  Ave. 
& Dupont  St. 
Dial  OL  6-8537 


Ferris  Rd.  & 
W.  Gilpin  Drive 
Willow  Run 
WY  4-3701 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN'^ 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
NewYork,  N.  Y.  • Montreal,  Canada 
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LOW  SODIUM 


O 

HH 

pq 


FOR  SPECIAL  DIETS  . . . 

.42  milligrams  of  sodium  per  18.8  gram  slice 

47  calories  per  slice  • Fulfilling  the  need  for  a nu- 
tritive basic  food  that  may  be  included  in  diets  requiring  a 
minimum  of  fat  or  salt  content.  Analyses  made  by  three  in- 
dependent research  laboratories  established  the  specifications 
given  above.  Rice’s  white  LOW  SODIUM  BREAD,  wrapped 
in  aluminum  foil  and  waxed  paper,  is  dehvered  to  the  home 
by  Rice  routemen.  Doctor’s  samples  furnished  on  written 
request  using  medical  letterhead. 


For  variation  in  special  diets.  Rice 
produces  low  sodium  soya  blueberry 
muffins,  low  sodium  rice  flour  cookies. 


RICE’S  BAKERY 

Baltimore  • Wilmington 


aadonaAaa 


> 

d 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 

AM£RiCA.V  G^aiuunid  COMPARY 

PEARL  RIVER.  NEW  YORK 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 
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XOW  AVAILABLE... 


a II II  iff  lie  new  aiitilitoiie 
ot‘  major  iiii|iortaiiee 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  OKGAATSMS 

(staphy locoed  and  proteus) 

RESISTANT  TO  ALE  OTHER 

ANTIMICRORIAL  AGENTS 


(Crystalline  Sodium 


SPECTRUM — most  gram-positive  and  certain 
gram-negative  pathogens. 


ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY— generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis, including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN^  is  a trademark  of  Merck  £5?  Co,yInc» 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  1 . PA. 
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After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
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Relax  the  best  way 
...  pause  foi' Coke 

Make  your  pause  at  work 
truly  refreshing.  Have  a frosty  bottle 
of  pure,  delicious  Coca-Cola 
. . . and  be  yourself  again. 


• • • 


physical  sluggishness 

decreased  mental 
and  emotional  control 

decreased  function 
in  various  organ 
systems 


• • 


r 


In  many  of  the  clinical  problems  caused  by  Metabolic 
Insufficiency  you  ■will  see  positive  improvement  ivithin  several  days. 
This  is  because  'Cytomeb  stimulates  metabolism  at 
the  cellular  level, 

5 meg.  and  25  meg.  (scored)  tablets 


Cytomel 


a new  agent  for  treatment  of 
Metabolic  ln§ufficiency 

Smith,  Kline  & French  Laboratories,  Philadelphia 


•A  Trademark  for 
L-triiodothyronine,  S.K.F. 
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i ^EP  P'd  , TOR  THOSE  WHO  DEVELOP 
A NASAL  CONGESTION 


'Sandrir 


ON  RESERPINE  THERAPY 


About  50%  of  all  patients 
experience  this  annoying  side- 
effect.  'SandriP  c 'Pyronil’ 
relieves  75%  of  those  affected. 

Each  tablet  combines  0.25  mg. 
’Sandril’  and  7.5  mg.  'Pyronil.’ 


SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  FOUR  OTHER  MAJOR  ANTIBIOTIC  AGEN 


ESCHERICHIA  COLI  BACILLUS  PROTEUS 

(148-227  STRAINS)  (63-104  STRAINS) 


AEROBACTER  AEROGENES 
(143-248  STRAINS) 


PSEUDOMONAS  AERUGINOSA 
(39-70  STRAINS) 


‘This  graph,  based  on  in  ci 
is  adapted  from  Horton  ai 


jwhen  more  than  one  organism  is  involved... 

I Chloromycetin* 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mixed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens.^"'^ 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed. ^ 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  only,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms:  “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN]  and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.”^ 


CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 


References:  (1)  Felix,  N.  S.:  Pediat.  Clin.  North  America  3:.317,  19.56.  (2)  Joron,  G.  E.;  Fowler,  A.  E; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canad.  M.  A.  J.  73:956,  1955.  (3)  Weil,  A.  J.,  & Stempel,  B.:  Anti- 
biotic Med.  1:319,  1955.  (4)  Perry,  R.  E.,  Jr.:  North  Carolina  M.  J.  16:567,  1955.  (5)  Jones,  G.  E;  Carter,  B.; 
Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst.  & Gijnec.  5:365,  1955.  (6)  Murphy,  E D.,  & Waisbren,  B.  A.,  in 
Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sheniian,  R.;  Cole,  W.;  Elstun,  W,  & Fultz,  C.  T: 
J.A.M.A.  157:305,  1955.  (8)  Horton,  B.  F,  & Knight,  V.:  }.  Tennessee  M.  A.  48:367,  1955. 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


Viceroy 


^iCERo, 


Mceroy 


M 


analys 


croscop 


shows 


th 


V 


tip 


ceroy 


as 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


COMPARE! 


HOW  MANY  FILTERS  IN  YOUR  FILTER  TIP? 

(REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE!) 


Brand  ( 


Brand  B 


Viceroy 

filter  ^ip 

CIGARETTES 


VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT.  SNOW-WHITE,  NATURAL! 


KING-SIZE 
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LANOXIN 

brand 

DIGOXIN 

formerly  knoivn  as  Digoxin  ‘B.  W,  & Co.’® 

The  new  name  has  been  adopted 
to  make  easier  for  everyone 

the  distinction  between 

Digoxin  and  Digitoxin. 

Now  simply  write:  ^ 


to  provide  the  unchanging  safety  and  predictability  afforded  by  the 
uniform  potency,  uniform  absorption,  brief  latent  period  and  optimum 
rate  of  elimination  of  this  crystalline  glycoside. 


Tablets: 
Elixir  Pediatric: 
Ampuls: 


0.25  mg.  (u'hite)  and  0.5  mg.  (green) 
0.05  mg.  in  each  cc. 

0.5  mg.  in  2 cc. 


BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC.,  Tuckahoe,  New  York 
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clinical  evidence'' '‘’^indicates  that  to  augment  the 
therapeutic  advantages  of  the  ‘‘predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTIXE  I 

CO- A DM  IXIS  TEA  TIOX 
MEANS 


(Prednisolone  Buffered) 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  \V., 

J .A.M  .A.  160:613  iFebruary 

25)  1956.  2.  Margolis,  H.  M. 
ei  (il.,  J.A.M.A.  158:454  (June 
11)  1955.  3.  Bollet,  A.  J.  et  al., 

J.A.M.A.  158:459  (June  11) 

1955. 

*CO-DELTRA'  and  'CO-HYDELTRA'  are  trademarks  of  Merck  & Co..  iNC. 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


CoDeltra 

(Prednisone  Buffered) 
MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  1.  PA 
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in  respiratory  allergies 


all  the  benefits  of  the  '‘predni- 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence*'^-^  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland.  E.  W.,  J A M. A. 
160:613  (February  25)  1956.  2.  Margolis. 
H.  M.  el  a!..  J.A.M.A.  158:454  (June  11) 
1955.  3.  Bollet.  .A.  J,  el  at.,  J.A.M.A. 
158:459  (June  11)  1955. 


Multiple 

Compressed 

Tablets 


(Prednisone  Buffered) 


Col^eltra' 

Prednisolone  Buffered) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  . INC 
PHILADELPHIA  1.  PA. 


‘CO-DELTRA’  and  'CO-HYDELTRA'  arc  tradf marks  of  Meuck  & C-o..  I\r. 


when  hones  begin 
to  show  signs 
of  change 


GYNETONE  REPETABS 


for  osteoporosis  of  menopause 

postmenopause 

Combined  estrogen-androgen 
therapy  with  GYNETONE  REPETABS  senility 

stimulates  protein  synthesis 

arthritis 

to  improve  bone-building  action 

and  to  enhance  calcium  long-term  ACTH,  cortisone 
redeposition*  with  minimal  side  arid  hydrocortisone 

effects  of  either  hormone.  therapy 


*'Reifenstein.  E.  C.,  Jr.,  and  Albright.  F. : J.  Clin.  Investigation  2C  ;24,  1947. 


for  individualized  therapy:  two  strengths 

GYNETONE  REPETABS  “.02”:  Ethinyl  Estradiol  U.S.P. 
0.02  mg.  plus  5 mg.  Methyltestosterone  U.S.P. 
Gynetone  Repetabs:  “.04”:  Ethinyl  Estradiol  U.S.P. 
0.04  mg.  plus  10  mg.  Methyltestosterone  U.S.P. 


Gynetone,®  combined  estrogen-androgen. 
Repetabs.®  Repeat  Action  Tablets.  ct-63-25s 


Schering 


two  strengths 

0.02  mg.  ethinyl  estradiol  plus  5 mg.  Methyltestosterone  U.S.P. 
0.04  mg.  ethinyl  estradiol  plus  10  mg.  Methyltestosterone  U.S.P. 


Gynetone,®  combined  estrogen-androgen. 
Repetabs,®  Repeat  Action  Tablets. 


in  the  changing  years 


GYNETONE 

REPETABS 


daylong  relief  from  a single  dose 

Chlor-Trimeton  Repetabs  8 and  12  mg. 

Prantal  Repetabs  100  mg. 

Gynetone  Repetabs  “.02”  and  “.04” 

Chlor-Trimeton®  Maleate,  brand  of  chlorprophenpyridamine  maleate. 
Prantal®  Methylsulfate,  brand  of  diphemanil  methylsulfate. 
Gynetone,®  combined  estrogen-androgen. 

Repetabs,®  Repeat  Action  Tablets.  m.j. 62.35s 


standard 

for  therapeutic 


convenience 


J 


For 

Control 

of 


Acute 

Agitation 


• In  the  acute  alcoholic 


• In  the  acute  psychotic 
• In  the  drug  addict 

A potent  new  agent  in  chemopsychotherapeutics,  SPARINE 
has  demonstrated  a marked  ability  to  calm  and  relax 
acutely  agitated  patients. Without  inducing  disabling 
lethargy  or  dulling  perception,  SPARINE  . . is  efPective 
in  . . . maintaining  these  subjects  in  a quiescent  detached 
state.  . . 

Given  intravenously,  SPARINE  rapidly  brings  patients 
under  control.  Given  orally  or  intramuscularly,  it  pro- 
motes patient  accessibility,  fosters  psychotherapeutic  con- 
tact, and  facilitates  over-all  management.  Parenteral 
administration  of  SPARINE  is  not  painful  and  does  not 
cause  tissue  necrosis  at  the  site  of  injection. 

For  intravenous,  intramuscular,  or  oral  administration 

I.  Fazekas,  J.F.,  et  al.;  J.A.M.A.  161:46  IMay  51  1956.  2.  Mitchell,  E.H.: 

J. A.M.A,  161:44  IMay  5)  1956. 

NEW  Potent  Ataractic  Drug 


10-(7-dimethylam!no-n-propyl)-phenothiazine  hydrochloride  Philadelphia  I,  Pa. 


^rodemofk 
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A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stufiiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 


Miltowii 

THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 


2-Methyl-2-n-propyl-l,3-proponedioI  dicorbomote — U.  S.  Potent  2,724,720 

SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 


, the  most  effective  antihypertensive  agent  available.”* 
a simple  and  safe  regimen  for  the  ambulatory  management  of  hyper- 
tensive patients. 

reduction  of  the  blood  pressure  may  be  achieved  in  substantially 
all  forms  of  hypertension.”^ 

possible  in  most  patients  to  get  a good  control  over  blood  pressure 
levels  with  comparatively  few  side-effects.”^ 

significant  falls  . . . occurred  in  systolic  and  diastolic  blood  pressure. 
. . . The  cardiac,  retinal  and  coronary  status  of  all  patients  was  im- 
proved. 


I.  Moser,  M.:  New  York 
State  J.  Med.  55:1999 
(July  15)  1955.  2.  Agrest, 
A.,  and  Hoobler,  S.W.: 

J. A.M.A.  157:999  (March 
19)  1955.  3.  Smirk,  F.H.: 
Am.  J.  Med.  17:839  (Dec.) 
1954.  4.  Smirk,  F.H.,  and 
McQueen,  E.G.:  J.  Chron. 
Dis.  1:516  (May)  1955. 
5.  Waldman,  S.-,  and  Rei- 
ner, L:  Am.  J.  M.  Sc.  23 1 :1 40 
(Feb.)  1956. 


TARTRATE 


Pentolinium  Tartrate 


Philadelphia  1,  Pa. 


Lowers  Blood  Pressure 
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maximum  efficacy  with  minimum  risk 

Terfonyl 

SQUIBB  METH-DIA-MER  SULFONAMIDES 


mg.  per  100  ml. 

T 


BLOOD  LEVE 

LS  IN  MAN  ON  DOSAGE  OF  6 GM.  PER  DAY 

...H 

A 

1 ■ . 

TE 

RFONYL  ' 

■ ■ -"'i 

1 

SIN 

SLE  “SOLUBLE” 

SUlFONAMtO^^ 

■ ' 

▼ 

M 

■ nT”  - 

■ ■ 

. A/ 

DAYS 

3 10 

-Ultt  Uhf.D- Modern  Med.  23iUl  Clen.  IS)  I9S1. 


Terfonyl  is  absorbed  as  well  as  single  “soluble"  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets.  0.5  Gm.,  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
xuerazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


Squibb 


*TeRFONYL'(§)  IS  A SQUIBS  TRADEMARK 
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® 

BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 

relieves  pain 
int proves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GE IGY  PHARMACEUTICALS,  Division  of  Geigy  C hem  teal  Corporation,  New  York  13,  N . Y. 
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Striking  relief  from  nausea  of  pregnancy 


brand  Cyclizine  Hydrochloride  and 
Pyridoxine  Hydrochloride 


Just  one  tablet  a day,  on  rising  or 
at  night,  restores  the  nausea-free 
status  to  most  pregnant  women. 


Each  tablet  of ‘Maredox’  contains: 


‘Marezine’®  brand 

Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  New  York 
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/ 

1.  P.  C.”  “ [ 

lemeror 

for  more  efficient  ^ 

CONTROL  OF  PaiM 


Each  tablet  contains: 


Aspirin  200  mg. 

Phenacetin  150  mg. 

Caffeine  30  mg. 

Demerol  hydrochloride  30  mg. 


(3  grains) 
(IVi  grains] 
(Vi  grain) 
(Vz  grain) 


Average  Adult  Dose:  1 or  2 tablets 

repeated  in  three  or  four  hours  as  needed. 

Bottles  of  100  tablets.  Narcotic  blank  required. 

"Such  a combination  has  proven  clinically  to  be  far 
more  effective  and  no  more  toxic  than  equivalent 
doses  of  any  of  these  used  singly,  " * 

LABORATORIES 

NEW  YORK  18,  N.  Y. 

*Bonica,  J.J.;  and  Backup,  P.H.:  Northwest  Med.,  54:22,  Jan.  1955. 


Demerol,  trademark  reg.  U.S.  Pat.  Off.,  brand  of  meperidine 
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\ 

Decific  against 
)ccic  infections 


Specific— because  you  can  actually  pinpoint  the 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caused 
by  staph-,  strep-and  pneumococci.  And  these 
are  the  very  organisms  most  sensitive  to 
Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 


STEARATE 


ith  little  risk  of 
erious  side  effects 


Low  toxicity— because  Erythrocin  rarely  alters 
intestinal  flora.  Thus,  your  patients  seldom 
get  gastroenteral  side  effects.  Or  loss  of  vitamin 
synthesis  in  the  intestine.  Virtually,  no  allergic 
reactions,  either.  Filmtah  Erythrocin 
Stearate  (100  and 250  mg.),  n n 
bottles  of  25  and  100. 


® Filmtab-film-sealed  tablets:  pat.  applied  for 
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PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 


When  acidosis  is  the  diuretic  mechanism,  as  with  the  carbonic  anhydrase  inhibitors 
and  acidifying  salts,  widespread  effects  on  many  organs  can  be  anticipated. 

In  contrast,  the  dependable  diuresis  produced  by  the  organomercurials— resulting 
from  enzyme  inhibition  localized  in  the  kidney— avoids  these  extrarenal  effects. 


TABLET 

NEOHYDRIN' 

BRAND  OF  CHLORM  ERODRIN  (I8.3mg.of  3-chloromercuri-2-metmoxy-propylurea 
EQUIVALENT  TO  fO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIOE  INJECTION 


LAKESI  DE 
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How  +o  wiri' -friends  .. 


The  Flavor  Remains  Stable  down  to  the  last  tablet. 


25(^  Bottle  of  48  tablets  (134  grs.  each). 

We  will  be  pleased  lo  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18. 
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Meat . . . 

and  Its  Place  in  the  Diet  in 
Congestive  Cardiac  Failure 

Meat  has  an  appropriate  place  in  the  moderate- 
protein,  low-sodium,  acid-ash  diet  advocated  in  the  dietary  manage- 
ment of  patients  with  congestive  cardiac  failure. i When  extreme 
sodium  restriction  is  necessary,  the  meat  allowance  is  regulated 
accordingly. 

Lean  meat  allows  maintenance  of  a positive  nitrogen  balance 
without  excessive  protein  intake,  because  its  amino  acids  match  the 
quantity  and  proportions  needed  for  tissue  synthesis  and  repair.2.3 
In  the  fresh  state  as  purchased  it  supplies  only  small  amounts  of 
sodium  ranging  from  approximately  50  to  100  mg.  per  100  grams. 
Due  to  its  acid-ash  composition  (equivalent  to  4 to  38  ml.  of  normal 
acid  per  100  grams  of  meat)  it  may  facilitate  diuresis.  1 

In  addition  to  these  important  features,  meat  contributes  valu- 
able nutritional  factors  by  virtue  of  its  generous  supply  of  high 
quality  protein,  B vitamins,  and  essential  minerals — iron,  phos- 
phorus, potassium,  and  magnesium. 

Easy  digestibility,  a prime  requisite  of  foods  eaten  by  the  patient 
with  congestive  cardiac  failure,  is  another  outstanding  quality  of 
meat. 

1.  Odel,  H.  M.;  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  G.,  and 
Goodhart,  R.  S.;  Modern  Nutrition  in  Health  and  Disease,  Dietotherapy, 

Philadelphia,  Lea  & Febiger,  1955,  p.  709. 

2.  Berg,  C.  P.:  Utilization  of  Protein,  J.  Agr.  & Food  Chem.  3:575  duly)  1955. 

3.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis  of  Medical  Practice, 
ed.  6,  Baltimore,  Williams  & Wilkins,  1955,  p.  638. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 


125  mg.  tetracycline  per  5 cc. 
teaspoonful.  Bottles  of  2 fl.  oz. 
and  1 pint,  packaged  ready  to 
use  (no  reconstitution  required). 
Readily  accepted  delightfully 
different  fruit  flavor  . . . 

Rapidly  absorbed  fine  particle 
dispersion — therapeutic  blood 
levels  ■within  one  hour  . . . 

Quickly  effective  vs^ell-tolerated 
tetracycline  for  prompt  control 
of  a wide  range  of  infections. 

“Trademark 

Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.Y. 


as  good  as  it  tastes! 

TETRABOH 

BRAND  OF  TETRACYCLINE  homogenized  mixture 


Pfizen 


new  dimensions 


in  the  treatment  of  sever 


broadens  benefits 

• rapid  control  of  allergic  sneezing,  lacrimation,  nasal 
congestion;  relief  of  pruritus,  edema  and  erythema 

• up  to  5 times  more  effective  than  oral  hydrocortisone, 
milligram  for  milhgram 


narrows  side  effects 

• minimizes  incidence  of  fluid  and  electrolyte  disturbance 

• dietary  regulation  usually  unnecessary 


i 

f 

lengthens  established  gains 

• permits  a smoother,  undisturbed  regimen 

• extends  and  maintains  benefits  to  more  patients 


y fever  and  other  difficult  allergies... 


lAETICORTIEN* 

(prednisone) 


or  outstanding  hormonal  control 
vith  minimal  electrolyte  disturbances 


n hay  fever  and  other  respiratory  allergies, 
contact  dermatitis  and  allergic  eczemas, 
drug  and  other  allergic  reactions, 
allergic  and  inflammatory  eye  disorders 


METICORTEN 

PREDNISONE 


M ETICORTEN,*  brand  of  prednisone.  ‘T.  M. 
I,  2.5  and  5 mg.  tablets.  mc  j sost 
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Provides  complete  control 


of  digitalis  dose 


Crystodigin’ 

(crystalline  DIGITOXIN,  LILLY) 


Available  in  scored 
tablets  of  0.05  mg.  {orange), 
0.1  mg.  {pink),  0.15  mg. 
{yellow),  and  0.2  mg. 

{white)',  and  in 
1-cc.  and  10-cc.  ampoules, 
0.2  mg.  per  cc. 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  be  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 
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REVIEW  OF  SALK  VACCINE  USE 
IN  DELAWARE 

Floyd  I.  Hudson,  M.D.* 

The  first  Salk  poliomyelitis  vaccine  used 
in  Delaware  was  in  connection  with  the 
Field  Trials  of  the  National  Foundation  for 
Infantile  Paralysis  in  April  and  May  of 
1954.  Approximately  2,500  children  in  sec- 
ond grades  were  given  the  first  and  second 
doses.  First  and  third  grade  pupils  served 
as  controls.  No  placebo  injections  were 
given.  Physicians  from  New  Castle  County 
Medical  Society  and  the  State  Board  of 
Health  participated  in  conducting  clinics  to 
administer  the  vaccine.  The  program  was 
limited  to  public,  private  and  parochial 
schools  in  New  Castle  County  including  the 
City  of  Wilmington.  This  program  was 
stopped  at  the  recommendation  of  the  Sur- 
geon General  of  the  United  States  Public 
Health  Service  because  certain  lots  of  vac- 
cine, which  apparently  had  not  been  satis- 
factorily sterilized,  were  found  in  other 
parts  of  the  country.  No  further  vaccine 
was  made  available  until  September  of  1955 
when  the  National  Foundation  program 
was  continued.  About  twenty-five  thousand 
children  in  the  second,  third  and  fourth 
grades  received  two  doses  in  this  extended 
program.  At  the  same  time,  the  State  Board 
of  Health  offered  first  and  second  doses  in 
the  first  grades  throughout  the  State.  No 
further  vaccine  has  been  given  in  schools 
subsequent  to  this  program  which  ended  in 
the  fall  of  1955.  In  schools,  therefore,  no 
third  doses  have  been  given  except  for 
booster  doses  offered  to  the  2,500  children 
done  originally  in  the  Field  Trials  of  1954. 

Polio  Vaccine  Committee 

The  Delaware  Polio  Vaccine  Committee 
was  formed  in  April  of  1955  upon  the  rec- 
ommendation of  the  Surgeon  General  of  the 
United  States  Public  Health  Service  that 
such  a Committee  be  formed  in  each  state. 

* Executive  Secretary.  State  Board  of  Health.  Dover.  Del- 
aware. 


The  primary  function  of  the  Committee 
was  to  distribute  equitably  the  limited  sup- 
ply of  vaccine  available  from  commercial 
manufacturers  to  physicians  throughout  the 
state.  No  vaccine  was  available  for  private 
use  in  Delaware  until  late  in  October,  1955. 
The  Committee  accepted  the  responsibility 
of  distribution  and  set  up  a system  of  al- 
lotments to  private  physicians  based  upon 
orders  submitted  directly  to  the  Committee. 
It  was  felt  that  this  system  would  provide 
more  equitable  distribution  state-wide  than 
a post  audit  system.  In  this  way  about  % 
of  the  vaccine  was  allotted  to  physicians  in 
New  Castle  County,  and  14  fo  those  in 
Kent  and  Sussex  Counties.  Sixty  percent 
of  all  vaccine  manufactured,  and  allotted  to 
the  State  of  Delaware,  was  reserved  for  pri- 
vate physicians’  orders;  forty  percent  was 
reserved  for  public  agency  use. 

Supply 

At  first  the  demand  from  private  phys- 
icians for  vaccine  far  exceeded  the  supply, 
and  it  was  necessary  to  prorate  orders  from 
all  physicians.  This  proration  continued 
until  March  of  1956  when  the  allotments  to 
Delaware  for  the  first  time  were  satisfactory 
to  meet  the  demand.  There  is  adequate 
vaccine  at  the  present  time  to  meet  all 
needs,  and  there  are  no  orders  outstanding. 
It  appears  that  in  the  future  there  will  be 
no  need  for  limiting  supplies  to  physicians 
except  within  the  age  priority  groups  which 
are  recommended  by  the  National  Advisory 
Committee  on  Poliomyelitis  Vaccine. 

Age  Priorities 

The  first  priority  age  group  to  receive  the 
vaccine  in  keeping  with  the  National  Com- 
mittee’s recommendations  was  five  through 
nine  years.  This  ended  in  December  of  1955 
when  the  age  group  was  extended  from  one 
through  fourteen  years  of  age.  This  was 
again  changed  on  June  27,  1956  to  include 
persons  from  six  months  through  nineteen 
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years  of  age  plus  pregnant  women.  The 
latter  priority  is  applicable  at  this  time  and 
will  be  extended  when  sufficient  vaccine  has 
been  provided  to  complete  the  current  pri- 
ority. 

Dosage  Schedule 

The  dosage  schedule  now  recommended 
by  Dr.  Salk  and  in  effect  throughout  the 
country  is  a first  dose  at  any  time  with  a 
second  dose  in  two  to  six  weeks;  booster 
doses  (third  doses)  should  then  be  admin- 
istered not  earlier  than  seven  months  after 
the  second  dose.  (The  vaccine  as  now 
manufactured  should  be  given  in  1 cc 
doses. ) 

When  to  Administer 

The  experience  in  giving  about  ten  mil- 
lion doses  last  year  and  in  epidemics  indi- 
cates that  the  Salk  vaccine  may  be  ad- 
ministered throughout  the  year.  It  has 
been  proven  effective  in  stopping  an  epi- 
demic in  weeks  instead  of  months.  Phys- 
icians are,  therefore,  urged  to  proceed  with 
giving  any  of  the  three  doses  even  during 
polio  season.  The  provocative  effect  of  the 
vaccination  during  polio  season  has  been 
proven  to  be  negligible  in  comparison  to  the 
preventive  effect  which  it  provides. 

Public  Program 

Beginning  in  the  fall,  the  State  Board  of 
Health  will  conduct  the  vaccination  pro- 
gram in  schools  in  the  same  manner  and  on 
the  same  basis  that  diphtheria  immuniza- 
tions have  been  done  for  the  past  several 
years.  Third  doses  will  be  given  to  those 
children  who  have  received  their  second 
doses  and  have  not  yet  had  their  third. 

Summary 

1.  The  Committee  has  recommended 
that: 

a.  Salk  vaccine  be  given  on  a year- 
round  basis  and  throughout  the  summer 
season,  even  in  the  face  of  an  epidemic. 

b.  That  the  age  priority  for  current 
use  be  six  months  through  nineteen  years 
of  age  plus  pregnant  women  regardless  of 
age. 

c.  That  the  dosage  remain  a first  dose 
at  any  time  to  be  followed  by  the  second 


dose  in  about  four  weeks;  the  third  dose 
should  be  given  not  earlier  than  seven 
months  after  the  second  dose.  Physicians 
are  urged  to  proceed  with  third  doses  when 
indicated. 

2.  After  August  1,  1956,  physicians  may 
secure  vaccine  directly  through  their  reg- 
ular drug  channels.  Should  there  be  any 
difficulty,  write  or  telephone  the  Committee 
office — the  address  is:  Delaware  Polio  Vac- 
cine Committee,  P.O.  Box  391,  Dover,  Del- 
aware; telephone  Dover  5711,  Extension  4. 

THE  CLEFT  PALATE-ORTHODONTIC 

PROGRAM:  A PROGRESS  REPORT 

Jack  Sabloff,  M.D.* 

The  Cleft  Palate-Orthodontic  Clinic  has 
been  in  operation  since  September  1951. 
The  development  of  this  clinic  program  was 
previously  described  in  an  article  appearing 
in  the  Delaware  State  Medical  Journal  in 
September  1952.  The  operation  of  the  clinic 
remains  essentially  the  same  as  was  outlined 
at  that  time.  The  clinic  is  held  on  a 
monthly  basis,  and  is  regularly  attended  by 
the  Director,  Coordinator  of  Speech  and 
Hearing  Services,  and  the  Chief  Medical 
Social  Consultant  of  the  Division  of  Crip- 
pled Children’s  Services;  two  public  health 
nurses  from  the  New  Castle  County  Health 
Unit;  one  or  more  plastic  surgeons  from  the 
A.  I.  du  Pont  Institute;  and  two  or  more 
dentists  from  the  group  of  three  ortho- 
dontists and  three  prosthodontists  associ- 
ated with  the  clinic.  On  occasion  other 
members  of  the  Division’s  Speech  and  Hear- 
ing and  Social  Service  staff,  or  speech  ther- 
apists from  the  school  system,  are  present 
when  a child  who  is  under  their  care  comes 
up  for  discussion.  At  present  four  to  six 
cases  are  scheduled  per  clinic  session,  of 
which  not  more  than  two  are  new.  The 
others  are  return  visits  for  follow-up  study. 

The  clinic  staff  recently  reviewed  its  ac- 
tivities for  the  period  September  1951 
through  December  1955.  This  article  is 
based  upon  the  findings.  Ninety-five  chil- 
dren have  been  seen  at  clinic  during  the 
above  period.  Of  these,  70  had  cleft  lip 

* Director,  Maternal  and  Child  Health  and  Crippled  Chil- 
dren’s Services.  Delaware  State  Hoard  of  Health. 
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and/or  cleft  palate.  Twenty-five  had  dental 
malocclusion  with  no  cleft  lip  or  palate  in- 
volvement. Children  were  accepted  from 
all  parts  of  the  state.  (Table  1.) 

At  the  end  of  December  1955,  59  of  the 
cleft  palate  cases  and  16  of  the  dental 


aration  from  the  program  are  indicated  in 
Table  2. 

Cleft  Palate  Cases 

As  the  program  has  progressed,  an  in- 
creasing number  of  children  when  initially 


TABLE  1.  GEOGRAPHIC  DISTRIBUTION  OF  CLINIC  PATIENTS 


City  of 
Wilmington 

New  Castle  County 
(Excluding  Wilm.) 

Kent 

County 

Sussex 

County 

Total 

Cleft  Palate  

31 

17 

10 

12 

70 

Dental  Malocclusion 
(non  cleft  palate) 

7 

9 

4 

5 

25 

Total  

38 

26 

14 

17 

95 

TABLE  2.  ANALYSIS  OF  CLOSED  AND  INACTIVE  CASES 


GEOGRAPHIC 

DISTRIBUTION 

City  of 
Wilmington 

New  Castle  County  Kent  Sussex 

(Excluding  Wilm.)  County  County 

Total 

Cleft  Palate 

7 

2 

0 2 

11 

Dental  Malocclusion 

2 

3 

1 3 

9 

Total 

9 

5 

1 5 

20 

CLEFT  PALATE 

11 

No  orthodontic  problem 

1 

Moved  out  of  State.  . . . 

. . . 5 

No  orthodontic  problem  warrant- 

Further  clinic  follow-up 

not 

ing  clinic  care 

2 

warranted 

. . . 3 

Family  plant  to  proceed  with  pri- 

Uncooperative  

. . 1 

vate  orthodontic  care 

2 

Changed  to  private  care 

basis 

. . . 1 

Family  not  interested  in  carrying 

Assumed  by  Div.  of  Vocational 

through  orthodontic  treatment 

2 

Rehabilitation  

. . . 1 

Reached  age  of  21  years 

Clinic  group  considered  child  un- 

1 

DENTAL  MALOCCLUSIONS 

favorable  candidate  for  re- 

(non-cleft  palate)  .... 

9 

quired  orthodontia  

1 

TABLE  3.  AGE  AT  TIME  FIRST  SEEN  AT  CLINIC 


Year  Initially  Seen  0 - 

Sept.  ’51  through  Dec.  ’52 0 

Jan.  ’53  through  Dec.  ’53 3 

Jan.  ’54  through  Dec.  ’54 6 

Jan.  ’55  through  Dec.  ’55  7 

Total  16 


malocclusion  cases  were  still  under  active 
follow-up  care.  Treatment  of  11  cleft  pal- 
ate cases  and  nine  dental  malocclusion  cases 
had  been  completed  or  the  patients  had  be- 
come inactive.  The  geographic  location  of 
these  patients  and  the  reasons  for  their  sep- 


3 - 6 

Age  Brackets 
6 - KJ  1(J  - 15 

15  & Over 

I'otal 

4 

8 

9 

3 

24 

5 

6 

0 

2 

16 

3 

3 

0 

1 

13 

4 

5 

1 

0 

17 

16 

22 

10 

6 

70 

seen  at 

clinic  are  in  the 

younger 

age 

bracket. 

At  the  start 

of  the 

program 

the 

group  planned  to  see  children  who  might 
have  sufficient  permanent  detention  to  be 
ready  for  the  initiation  of  corrective  ortho- 
dontic treatment.  However,  toward  the  end 
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of  1952  the  policy  swung  toward  seeing 
children  at  a much  earlier  age.  Greater 
stress  is  being  placed  on  evaluation  at  a 
young  age,  guidance,  speech  counseling,  and 
group  planning  before  surgery.  More  of  the 
children  are  now  seen  prior  to  any  primary 
palate  surgery.  This  change  toward  seeing 
children  at  a younger  age  is  indicated  in 


presented.  In  the  interim  between  clinic 
visits  the  clinic  is  in  contact  with  the  chil- 
dren in  various  ways:  by  follow-up  at  the 
plastic  surgical  clinic  of  the  A.  I.  du  Pont 
Institute,  with  reports  of  these  visits  being 
sent  to  the  Division  of  Crippled  Children’s 
Services  office  in  Dover  where  complete  rec- 
ords are  kept;  by  hospital  reports  from  the 


TABLE  4.  SURGERY  PRIOR  TO  FIRST  CLINIC  VISIT 


Note:  Child  may  have  had  one  or  more  operations  to  anatomical  part 
Year  Initially  Seen  Lip  Only  Palate  Only  Lip  & Palate  No  Surgery  Total 


Sept.  ’51  - ’52 

0 

6 

16 

2 

24 

1953  

4 

2 

5 

5 

16 

1954  

3 

1 

1 

8* 

13 

1955  

5 

3 

6 

3 

17 

* Includes  one  child  who  had  a submucous  resection  and  rhinoplasty 

70 

TABLE  5.  SURGERY  SUBSEQUENT  TO  FIRST  CLINIC  VISIT 

Year  Initially  Seen 

Lip,  Primary 

Palate.  Primary  Revision  Lip  Revision  Palate 

Lip  & Nose 

Sept.  ’51-52 

...  0 

0 

3 

6 

7 

1953  

...  0 

5 

0 

0 

0 

1954  

...  0 

8 

0 

0 

0 

1955  

. . 0 

6 

1 

1 

0 

Table  3,  and  their  surgical  status  when  first 

A.  I.  du  Pont  Institute  on 

children  who  are 

seen  and  subsequent  surgery 

through  the 

admitted  on  an 

L in-patient  status 

for  sur- 

clinic,  in  Tables  4 and  5. 

gery. 

etc. ; by 

periodic  reports  from  the 

It  has  been  the  policy  of  the  clinic  to  re- 

orthodontists  on 

i children  under  orthodontic 

call  children  at  intervals  which 

vary  accord- 

care. 

or  those 

who  may 

be  returning  to 

ing  to  the  individual  case  and  the  problems 

them  for  periodic  observation  prior  to  initi- 

TABLE  6.  RETURN  VISITS  TO 

CLINIC 

ACTIVE  CASES: 

No 

1 

2 

3 

4 

Initial  Visit 

Returns 

Return 

Returns 

Returns 

Returns 

Total 

Sept.  ’51  - ’52 

6 

7 

5 

4 

0 

22 

1953  

2 

5 

4 

0 

0 

11 

1954  

8 

3 

0 

0 

0 

11 

1955  

15 

0 

0 

0 

0 

15 

59 

CLOSED  AND 

INACTIVE  CASES: 

No 

1 

2 

3 

4 

Initial  Visit 

Returns 

Return 

Returns 

Returns 

Returns 

Total 

Sept.  ’51  - ’52 

0 

0 

2 

0 

0 

2 

1953  

5 

0 

0 

0 

0 

5 

1954  

2 

0 

0 

0 

0 

2 

1955  

2 

0 

0 

0 

0 

2 

11 
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ating  treatment;  from  the  speech  therapy 
staff  on  children  receiving  speech  therapy 
or  speech  counseling;  by  reports  from  the 
medical  social  consultant  or  public  health 
nurses  on  those  children  they  are  following 
for  various  reasons  during  the  interim 
period;  by  reports  from  various  other 
sources,  such  as  the  Audiology  & Speech 
Center  of  the  Delaware  Hospital  to  which 
children  are  referred  for  audiologic  and  oto- 
logic evaluation,  and  for  follow-up  treat- 
ment of  auditory  impairment  when  this  is 
found  to  exist.  In  addition,  as  the  program 
progressed  and  the  clinic  group  became  bet- 
ter acquainted  with  each  other,  more  and 
more  communication  and  conferring  on  in- 
dividual cases  occurred  between  members 
as  various  questions  and  problems  arose. 
The  follow-up  visits  for  the  cleft  palate 
cases  are  shown  in  Table  6. 

Orthodontic  surveys  were  carried  out  on 
24  children.  The  preliminary  orthodontic 
survey  consisted  of  dental  x-rays  and  plaster 
casts.  Four  children  had  repeat  orthodontic 
surveys,  for  a total  of  28  orthodontic  sur- 
veys during  the  period  under  study.  At  the 
close  of  the  study  period,  11  of  these  chil- 
dren had  been,  or  were,  under  orthodontic 
treatment;  two  had  had  their  orthodontic 
care  completed;  an  additional  three  were 
waiting  for  an  early  start  of  orthodontia. 
Many  of  the  children  seen  at  clinic  were  too 
young  for  consideration  of  orthodontic 
treatment,  but  will  become  candidates  for 
such  corrective  treatment  at  a later  date. 

Specific  recommendations  for  additional 
pedodontic  care  were  made  for  36  children. 
Of  these  36,  16  received  financial  assistance 
from  the  Division  of  Crippled  Children’s 
Services  in  the  procurement  of  the  neces- 
sary pedodontic  care;  the  other  20  arranged 
for  the  necessary  corrective  dental  work  on 
a private  basis  with  their  own  dentists. 
Dental  extractions  were  recommended  for 
14  children.  The  Division  of  Crippled  Chil- 
dren’s Services  financially  assisted  five  of 
these  children  in  having  these  extractions 
performed.  In  addition,  the  clinic  group 
arranged  for  extractions  on  two  children 
during  a period  of  hospitalization  at  the 
A.  I.  du  Pont  Institute,  and  for  extractions 
of  two  more  at  the  Delaware  Hospital  dental 
clinic. 


Dental  prostheses  were  recommended  for 
12  children.  Seven  of  these  prostheses  had 
been  completed  at  the  termination  of  the 
study  period,  while  an  additional  four  were 
under  way.  One  boy  was  referred  to  the 
Division  for  Vocational  Rehabilitation  and 
received  his  prosthesis  through  their  pro- 
gram. 

Forty-four  of  the  70  children  with  cleft 
palate  received  speech  services.  Thirty-four 
of  these  children  received  their  speech  ther- 
apy from  the  staff  of  the  Division  of  Crip- 
pled Children’s  Services — 13  of  these  chil- 
dren were,  at  a later  date,  transferred  to  the 
speech  therapists  working  in  the  school 
program.  An  additional  five  children  re- 
ceived their  speech  therapy  from  school  pro- 
gram speech  therapists  only.  The  parents 
of  five  of  the  younger  cases  received  speech 
counseling  from  the  Division  of  Crippled 
Children’s  Services  staff,  with  one  of  these 
children  being  later  transferred  to  speech 
therapy  as  he  advanced  in  age. 

Twenty-three  children  were  referred  from 
the  cleft  palate  clinic  to  the  Delaware  Hos- 
pital Audiology  & Speech  Center  through 
the  Hearing  Conservation  Program  of  the 
Division  of  Crippled  Children’s  Services  for 
audiological  and  otological  check-ups.  Chil- 
dren were  so  referred  only  when  there  was 
definite  evidence  of  some  impairment  of 
hearing,  or  where  definite  ear,  nose  and 
throat  pathology  existed.  Four  of  these 
children  subsequently  had  tonsillectomies 
and  adenoidectomies,  six  had  adenoidecto- 
mies,  two  received  radium  treatment,  three 
x-ray  therapy,  and  two  continued  otologic 
treatment  for  chronic  otitis  media.  Four 
children  were  referred  back  to  private 
physicians  for  ear,  nose  and  throat  care.  In 
view  of  the  relatively  high  percentage  re- 
quiring such  referral,  the  clinic  is  contem- 
plating a routine  ear,  nose  and  throat  and 
audiological  examination  at  the  Delaware 
Hospital  Audiology  & Speech  Center  in  the 
future. 

Children  were  referred  for  psychological 
examination  and  evaluation  only  when  there 
seemed  to  be  some  definite  indication  for 
such  service.  Three  of  the  children  seen  at 
clinic  had  had  psychological  evaluations 
prior  to  their  initial  clinic  visit.  An  addi- 
tional nine  children  were  referred  by  the 
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clinic  for  such  examination.  The  clinic  staff 
felt  that  these  psychological  evaluations 
were  of  great  help  in  understanding  and 
evaluating  the  child,  and  useful  in  deter- 
mining treatment  and  follow-through.  The 
clinic  group  is  advocating  a broader  use  of 
psychological  testing  in  the  future.  The 
above  types  of  service  are  summarized  in 


Table  7. 

TABLE  7. 

CLEFT  PALATE 

Type  of  Service  No.  of  Children 

Pedodontic  care  required  36 

Dental  extractions  required  ...  14 

Preliminary  orthodontic  surveys 

performed 24 

Othodontic  treatment  provided  11 

Dental  prostheses  recommended  12 

Speech  services  provided  44 

Audiological  and  otological  re- 
ferrals made 27 

Psychological  examinations  ar- 
ranged   12 


Dental  Malocclusion  Cases 

The  dental  malocclusion  cases,  other  than 
a few  severe  ones,  were  limited  to  those  in 
which  there  was  a speech  defect  associated 
with  the  malocclusion.  A number  of  re- 
quests to  see  dental  malocclusion  cases  had 
to  be  refused  because  the  cases  did  not  fit 
into  the  above  group,  and  the  program  felt 


it  was  not  in  a position  to  expand  its  ortho- 
dontic services.  As  would  be  expected,  the 
age  brackets  of  the  dental  malocclusion 
cases  are  higher  than  those  of  the  cleft  pal- 
ate (Table  8.) 

The  return  visits  by  the  16  active  cases 
are  shown  in  Table  9.  There  were  no  return 
visits  by  the  nine  closed  or  inactive  cases. 

Of  the  25  children  seen  presenting  dental 
malocclusion  problems,  preliminary  ortho- 
dontic surveys  were  conducted  in  13  cases. 
Eight  of  the  13  have  been  started  under 
orthodontic  care.  In  three  instances  ortho- 
dontia was  decided  against  after  the  pre- 
liminary surveys  had  been  studied  and  all 
factors  considered.  Of  the  eight  children 
placed  under  orthodontic  care,  two  cases 
had  been  completed  at  the  termination  of 
the  study  period.  One  case  was  recom- 
mended for  a dental  prosthesis.  In  thirteen 
of  these  children  with  dental  malocclusions, 
specific  pedodontic  care  was  recommended. 
Two  of  these  children  received  assistance, 
obtaining  such  care  from  the  Division  of 
Crippled  Children’s  services.  The  others 
handled  the  necessary  pedodontic  care  pri- 
vately. In  three  of  the  children  there  were 
indications  of  hearing  loss,  and  referral  was 
made  to  the  Delaware  Hospital  Audiology 
and  Speech  Center.  One  of  these  children 
had  a tonsillectomy  and  adenoidectomy  per- 
formed through  the  Division  of  Crippled 
Children’s  Services.  Eight  of  the  children 


TABLE  8. 


AGE  AT  TIME  FIRST  SEEN  AT  CLINIC 


Year  Initially  Seen 


0-3  3-6 


Age  Brackets 

6-10  10  - 15  15  & Over 


Sept.  ’51  through  Dec.  ’52 0 0 2 5 2 

Jan.  ’53  through  Dec.  ’53 0 1 2 4 0 

Jan.  ’54  through  Dec.  ’54 0 0 1 3 1 

Jan.  ’55  through  Dec.  ’55 0 0 1 2 1 

Total  0 1 6 14  4 

TABLE  9.  RETURN  VISITS  TO  CLINIC  (Non-Cleft  Palate) 

No  1 234 

Initial  Visit  Returns  Return  Returns  Returns  Returns 


Sept.  1951  - 1952  2 1 0 0 1 

1953  2 3 0 0 0 

1954  3 0 0 0 0 

1955  4 0 0 0 0 


Total 

9 

7 

5 

4 

25 


Total 

4 

5 

3 

4 
16 
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received  speech  therapy — six  from  the  Di- 
vision of  Crippled  Children  therapists,  of 
which  three  were  later  transferred  to  the 
public  school  therapists,  and  two  by  school 
' therapists  only.  One  child  was  referred  for 
psychological  evaluation.  These  services  are 
summarized  in  Table  10. 

TABLE  10. 

DENTAL  MALOCCLUSIONS 


Type  of  Service  No.  of  Children 

Pedodontic  care  required 13 

I Preliminary  orthodontic  surveys 

performed 13 

Orthodontic  treatment  provided  8 

Dental  prostheses  recommended  1 

Audiological  and  otological  re- 
ferrals   3 

Speech  services  8 

Psychological  examinations ....  1 


Medical  Social  Service 

All  70  cleft  palate  cases  were  known  to 
and  seen  by  medical  social  service.  Twenty- 
three  of  the  orthodontic  cases  were  known; 
two  children  who  were  not  recommended 
for  continued  treatment  after  the  initial 
evaluation  at  clinic  were  not  seen  by  social 
service.  In  reviewing  these  cases,  medical 
social  services  have  been  listed  as  routine 
or  continued.  A routine  service  may  have 
involved  one  or  more  contacts  by  the  med- 
ical social  consultant,  but  the  distinguish- 
ing factor  was  that  beyond  periodical  re- 
view when  the  child  returned  to  clinic,  there 
appeared  to  be  no  need  for  any  continued 
contacts.  As  part  of  the  routine  service  there 
was  the  usual  home  or  office  visit  prior  to 
the  clinic  examination  to  orient  the  family 
with  clinic  operations,  and  an  initial  social 
history  to  get  information  about  the  family 
and  patient  attitudes,  especially  in  the  case 
of  cleft  palate  referrals.  Included  in  the 
routine  service  was  some  type  of  follow-up 
contact  at  which  time  financial  eligibility 
was  established  and  payment  plans  com- 
pleted if  pedodontic,  orthodontic  or  prostho- 
dontic  treatment  was  recommended  by  the 
clinic. 

Children  and  families  were  listed  as  re- 
ceiving continued  service  in  those  instances 
where  the  medical  social  consultant  pro- 


vided case  work  service  on  an  on-going 
basis.  The  following  are  some  of  the  types 
of  problems  in  which  the  social  worker  was 
able  to  provide  some  case  work  help  to  pa- 
tients and  families: 

Help  in  accepting  and  following 
through  on  clinic  recommenda- 
tions such  as  surgery  and  dental 
care  where  a change  or  modifica- 
tion of  attitudes  were  involved; 
Transportation  problems; 

Housing  problems; 

Counseling  in  parent-child  rela- 
tionship; 

Special  school  referrals; 

Referrals  to  special  camp  pro- 
grams; 

Parent  counseling  with  other  han- 
dicaps, such  as  mental  retarda- 
tion; 

Referrals  for  psychological  evalua- 
tions; 

Contacts  with  schools; 

Cooperative  case  work  with  social 
agencies  where  patients  were 
known  to  community  agencies; 
and 

Referrals  to  agencies  such  as  Child 
Guidance  Center,  the  Governor 
Bacon  Health  Center,  the  Family 
Society,  the  Children’s  Bureau, 
and  the  State  Department  of  Pub- 
lic Welfare. 

A review  of  the  types  of  continued  services 
revealed  that  there  was  considerable  service 
offered  related  to  interpretation  of  available 
resources  for  other  health  problems  of  the 
patient  or  members  of  the  family.  Forty- 
five  of  the  93  children  and  families  received 
routine  services;  48  received  continued  serv- 
ices. 

General  Comments 

The  task  of  keeping  all  pertinent  mem- 
bers of  the  group  and  the  county  health 
units  informed  was  assumed  by  the  office  of 
the  Division  of  Crippled  Children’s  Services. 
Follow-up  and  coordination  of  treatment 
services  were  handled  by  the  Division  in 
accordance  with  the  recommended  schedule 
for  treatment  and  follow-up  decided  upon 
by  the  clinic  group.  In  most  instances  the 
program  has  been  able  to  follow  through  on 


222 


Delaware  State  Medical  Journal 


September,  1956 


the  clinic  recommendations.  In  a few  in- 
stances treatment  has  broken  down  due  to 
social  problems  or  a lack  of  sufficient  co- 
operation on  the  part  of  the  patient  and/or 
family.  In  some  instances  the  initiation  of 
orthodontic  treatment  was  delayed  by 
an  inability  to  obtain  pedodontic  care 
promptly.  Families  participated  in  meeting 
the  cost  of  care  when  able  to  do  so.  The  re- 
mainder of  the  costs  for  surveys  and  for 
providing  orthodontic  treatm.ent,  dental 
care,  prosthetic  appliances,  etc.,  were  met 
by  funds  from  the  Division  of  Crippled 
Children’s  Services.  Children  requiring  plas- 
tic surgery  were  admitted  to  the  A.  I.  du 
Pont  Institute.  The  clinic  group  has  worked 
together  very  well,  and  there  has  been  a 
great  deal  of  sustained  interest  and  effort 
from  all  members  of  the  clinic.  The  general 
concensus  of  the  group  is  that  the  clinic 
program,  although  it  has  encountered  prob- 
lems, in  general,  has  been  functioning 
smoothly  and  has  been  providing  a co- 
ordinated type  of  care  and  supervision  that 
would  be  difficult  to  otherwise  attain. 


REPORT  ON  CANCER  CONTROL  PROGRAM, 
STATE  BOARD  OF  HEALTH,  1955-1956 

George  F.  Campana,  M.D.* 

It  is  gratifying  to  report  that  both  the 
tumor  registries  of  hospitals,  begun  in  1953, 
and  that  of  the  State  Board  of  Health  are 
being  maintained  and  are  functioning  satis- 
factorily. The  IBM  system  of  record  keep- 
ing begun  by  the  State  Board  of  Health  in 
January,  1954  has  enabled  us  to  obtain  data 
concerning  cancer  with  expedience  impos- 
sible with  the  older  system.  The  list  of  neo- 
plasms registered  in  tumor  clinics  and  state 
registers  is  most  inclusive.  This  list  has 
been  sent  to  every  physician  in  the  State.  In 
addition  to  the  diagnosis,  24  other  items 
are  punched  on  the  IBM  cards.  These  in- 
clude all  the  pertinent  information  desired 
by  physicians.  Single  items  or  combinations 
of  items  can  be  readily  put  in  table  form 
so  that  percentages,  trends,  and  other  re- 
liable information  may  be  readily  obtained. 

* Director.  Division  of  Cancer  Control.  State  Board  of 
Health. 


Appended  is  a table  of  morbidity  from  neo- 
plasms by  sites.  (Delaware — 1955) 
Cytological  Smears: 

The  number  of  cytological  smears  (cervi- 
cal or  vaginal)  sent  to  the  State  Board  of 
Health  laboratory  for  examination  by  pri- 
vate physicians  has  increased  sharply.  In 
the  period  January  1,  1956  to  June  30, 
1956,  there  was  a total  of  2,175.  The  fol- 
lowing table  shows  the  disposition  of  these 
smears : 

Classified  negative  2,038 

Classified  suspicious  123 

Classified  positive  14 

The  positive  smears  were  approximately 

7 per  thousand  examined.  Examination  of 
tissue  from  the  14  patients  with  positive 
smears  showed  4 positive  and  4 negative. 
Results  were  not  known  in  6. 

The  State  Board  of  Health  cancer  detec- 
tion facilities  (permanent  detection  centers 
and  mobile  unit)  have  also  shown  an  in- 
crease in  cytological  examinations.  This  is 
partly  due  to  the  influx  of  Air  Force  per- 
sonnel at  the  Dover  Air  Force  Base.  Dur- 
ing the  same  period  January  1,  1956  to 
June  30,  1956,  a total  of  849  cytological 
smears  (cervical  or  vaginal)  were  examined. 
The  following  table  shows  the  disposition  of 
these  smears: 

Classified  negative  782 

Classified  suspicious  59 

Classified  positive  8 

Positive  smears  were  approximately  9 per 
thousand.  Examination  of  tissue  from  the 

8 patients  with  positive  smears  showed  4 
positive;  the  results  were  unknown  in  4.  It 
is  interesting  that  the  number  of  positive 
smears  and  tissue  examinations  taken  by 
private  physicians  closely  parallels  those 
taken  by  the  State  Board  of  Health. 

Our  results  would  be  more  valuable  if  in- 
formation could  be  obtained  regarding  the 
“unknowns.”  Many  patients  leave  the  State 
and  are  lost  to  this  study.  The  State  Board 
of  Health  now  employs  two  technicians  for 
cytological  examinations.  The  increased 
case  load  may  soon  necessitate  a third.  Sus- 
picious smears  are  sent  to  a pathologist  for 
confirmation.  This  paper  is  limited  to  the 
cytological  and  biopsy  findings.  It  must  be 
remembered  that  the  physical  examinations 
given  at  the  detection  centers  reveal  other 
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conditions,  related  or  unrelated  to  cancer, 
in  other  organs.  It  is  contemplated  to  pre- 
pare, in  table  form,  the  complete  findings 
on  the  physical  examinations  done  during 
a calendar  year.  A copy  will  be  mailed  to 
all  physicians  in  Delaware. 

MORBIDITY  FROM  NEOPLASMS 
DELAWARE  — 1955 

No.  of 
Cases 


Buccal  Cavity 

Lip  24 

Tongue  7 

Salivary  gland-mixed  tumor 3 

Salivary  gland — other 7 

Floor  of  mouth  5 

Mouth — other  and  unspecified  0 

Check,  internal  0 

Palate,  hard  or  soft 3 

Oral  mesopharynx,  tonsil 2 

Nasopharynx  1 

Hypopharynx 0 

Pharynx — unspecified  (throat)  1 

Digestive  System 

Esophagus  17 

Stomach  53 

Small  intestine 2 

Large  intestine — excluding  rectum  ...  93 

Rectum  and  rectosigmoid 38 

Liver  & Biliary  passages — primary  site  18 

Liver — secondary  or  unspecified 8 

Pancreas 22 

Peritoneum  and  mesentery  3 

Other  & unspecified  digestive  organs  . 0 


Respiratory  System 

Middle  ear,  accessory  sinuses,  nasal 


cavities  2 

Larynx  10 

Lung,  bronchus,  trachea — primary  . . 88 

Lung,  bronchus,  trachea — unspecified  0 

Mediastinum  1 

Thoracic  organs — secondary  1 

Breast  and  Genital  Organs 

Breast  130 

Cervix  uteri  80 

Corpus  uteri 19 

Uterus — other  parts 15 


Uterus — unspecified  12 

Ovary,  fallopian  tube  & broad  ligament  19 
Other  & unspecified  female  genital  or- 
gans   5 

Prostate  65 

Testis  4 

Other  & unspecified  male  genital  organs  6 

Urinary  System 

Kidney  6 

Bladder  & other  urinary  organs 34 

Skin 

Melanoma 14 

Other  210 

Other 

Eve  (excludes  eyelid)  2 

Brain  & other  parts  of  nervous  system 

Brain 18 

Spinal  cord 1 

Peripheral  nerves 0 

Thyroid  gland  7 

Other  endocrine  glands 0 

Rones  6 

Connective  tissue  8 

Lymph  nodes — secondary  or  unspeci- 
fied   11 

Unspecified  sites — generalized  cancer  41 
Lymphatic  & hematopoietic  tissues ...  1 

Reticulum  cell  sarcoma 3 

Lymphosarcoma  8 

Other  lymphoid  tissue — primary  . 4 

Hodgkin’s  disease 15 

Other  Imyhoma  5 

Multiple  myeloma 3 

Leukemia  23 

Myocosis  fungoides 0 

Boeck’s  sarcoid  1 

Polycythemia  vera  1 

Total  number  cases  reported; 

1184  cases 
1178  patients 

City  of  Wilmington 546 

New  Castle  County  216 

Kent  County 91 

Sussex  County 196 

Out  of  State  129 

Male  572 

Female  606 
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ACCIDENT  PREVENTION: 

A NEW  CHALLENGE  TO  PUBLIC  HEALTH 

Mark  Kenyon,  Ph.D.,* 
and 

Cecil  Marshall,  B.S.** 

Accidents  of  all  types  cause  approxi- 
mately 100,000  deaths  and  10  million  in- 
juries in  the  United  States  each  year.  In 
other  words,  for  every  person  killed,  100 
persons  are  either  permanently  crippled  or 
temporarily  disabled.  The  loss  is  stagger- 
ing when  viewed  from  the  point  of  potential 
and  actual  lose  of  productivity  and  human 
suffering.  Accidents  are  the  most  shocking 
cause  of  death  and  disability,  since  most 
of  its  victims  are  in  the  younger  age  groups. 

For  many  years,  accidents  and  their  re- 
sulting deaths  and  injuries  were  considered 
as  inevitable  and  their  prevention  was 
thought  to  be  outside  the  scope  of  scientific 
control.  Recently,  a gradual  change  in  this 
attitude  has  resulted  from  research,  special 
studies,  and  action  programs  primarily  in 
the  areas  of  industrial  and  traffic  safety. 
These  pioneering  studies  have  all  pointed 
out  the  important  fact  that  accidents  can 
be  prevented  and  most,  if  not  all,  are  amen- 
able to  control. 

The  scope  and  seriousness  of  the  accident 
problem  has  brought  it  to  the  attention  of 
official  and  voluntary  public  health  agen- 
cies. Recent  research  indicates  that  the 
fundamental  approach  to  the  accident  prob- 
lem is  in  the  area  of  prevention.  Funda- 
mentally, public  health  can  be  defined  as 
the  application  of  those  measures  that,  by 
organized  community  action,  will  prevent 
disease,  promote  well-being,  and  prolong 
life.  Certainly  the  prevention  of  accidents 
contributes  to  the  prolongation  of  life. 

Health  departments  throughout  the  na- 
tion are  aware  of  their  responsibility  and 
are  becoming  increasingly  concerned  with 
the  public  health  aspects  and  effects  of 
deaths  and  disabilities  from  accidental  in- 
juries. The  entire  area  of  accident  mor- 
tality and  morbidity  has  replaced  the  com- 
municable diseases  as  the  leading  cause  of 
death  and  disability.  The  activities  of  pre- 
ventive medicine  carried  on  by  private  phy- 

*  Director  of  Program  for  Prevention  of  Crippling.  Delaware 

State  Board  of  Health 

**  Statistician,  Delaware  State  Board  of  Health. 


sicians  and  public  health  personnel  have 
been  the  dominating  factors  in  the  ap- 
proaching victory  over  the  common  diseases 
which  were  formerly  the  leading  cause  of 
sickness  and  death.  However,  it  is  some- 
what ironic  that  the  leading  preventable 
cause  of  death  and  disability,  namely  acci- 
dents, has  not  decreased  with  other  leading 
causes  over  the  last  ten  years. 

Accidents  are,  perhaps,  the  most  pre- 
ventable of  all  the  potential  killers  and 
cripplers.  While  accidents  cannot  be  pre- 
vented by  inoculation,  effective  prevention 
can  be  accomplished  by  educating  people  to 
avoid  accidents.  The  Health  Department 
with  its  epidemiologic  knowledge,  its  easy 
access  to  the  home,  and  the  confidence  of 
those  in  the  home,  is  in  an  advantageous 
position  to  help  in  the  community  approach 
to  this  problem. 

The  American  Public  Health  Association 
has  been  interested  in  accident  prevention 
programs  for  over  ten  years.  As  a result 
of  study  in  1945,  it  was  found  that  9 state 
and  25  local  Health  Departments  were  con- 
ducting some  type  of  home  accident  pre- 
vention programs.  A more  recent  survey 
completed  in  1955  indicated  that  33  state, 
3 provincial  and  296  local  Health  Depart- 
ments were  conducting  activities  in  the  field 
of  accident  prevention. 

In  Delaware,  accidents  lead  all  other 
causes  of  mortality  for  the  age  group  1-19 
years,  being  responsible  for  over  40  per- 
cent of  the  total  fatalities.  This  is  shown 
in  Table  I.  If  these  are  considered  in  three 
smaller  age  groups,  we  find  that  accidents 
account  for  an  increasingly  higher  percent- 
age of  all  causes  of  mortality  as  the  age 
advances.  In  the  1-4  age  group,  32  per- 
cent of  all  mortality  is  due  to  various  types 
of  accidents,  while  in  the  5-9  age  group,  it 
is  42  percent,  and  48  percent  for  ages  10-19. 
In  the  determination  of  the  cause  of  acci- 
dental mortality  by  age,  sub-groups  1-4, 
5-9,  and  10-19  years,  we  find  the  leading 
causes  of  accidental  mortality  to  be  strik- 
ingly similar.  In  the  infant,  too,  accidents 
play  a substantial  role  in  the  causes  of 
mortality.  However,  among  infants,  the 
causes  of  accidental  mortality  vary  from 
those  of  early  childhood.  In  Delaware,  our 
experience  for  the  past  ten  years  (Table  II) 
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shows  that  most  accidental  deaths  in  in- 
fants were  caused  by  suffocation.  The 
causes  in  second  and  third  importance  are 
fires  and  choking  due  to  ingestion  or  in- 
halation of  some  material,  either  food  or 
foreign  object.  After  the  period  of  infancy, 
we  find  striking  resemblance  in  the  leading 
causes  of  accidental  mortality  for  the  three 
age  groups  1-4  years,  5-9  years,  and  10-19 
years.  (Tables  III,  IV,  and  V).  The  three 
leading  causes  of  accidents  in  these  age 
groups  are  practically  the  same  with  some 
slight  variation  in  the  10-19  age  groups. 
In  this  group,  the  particular  experience  for 
Delaware  is  that  firearms,  accidentally  dis- 
charged, caused  more  fatalities  than  fires. 
Barring  the  exception  mentioned,  motor  ve- 
hicle fatalities  lead  the  causes  in  these  three 
age  groups  followed  by  drowning  and  con- 
flagrations. 

The  prevention  of  poisoning  must  be 
stressed  in  early  childhood  since  it  consti- 
tutes an  important  cause  (Table  III)  in 
this  age  group.  Suffocation  and  choking 
are  still  important  causes  in  this  group. 

In  later  childhood,  the  increased  mobility 
of  the  individual  results  in  a considerable 
number  of  drownings  from  swimming,  which 
cause  ranked  second,  next  to  motor  vehicle 
in  the  10-19  age  category  (Table  V).  In 
addition,  there  are  drownings  from  boating 
in  small  craft  and  water  transport  acci- 
dents. Into  this  age  group  comes  the  use 
and  accidental  discharge  of  firearms,  rank- 
ing third  in  importance. 

In  each  chart,  we  have  used  the  princi- 
pal causes  of  mortality  which  causes  in- 
clude over  three-quarters  of  the  total  num- 
ber of  accidental  deaths  in  that  specific  age 
group.  Our  data  parallels  those  of  the 
United  States  in  the  order  of  causes  in 
which  accidental  mortality  occurs. 

A survey  to  secure  more  information  on 
certain  types  of  accidents  was  conducted 
among  the  members  of  the  American  Acad- 
emy of  Pediatrics.  Information  was  sought 
as  to  the  number  of  burns,  strangulations, 
and  toxic  paint  poisoning.  Fifty  percent 
of  the  cases  were  due  to  poisonings  and  30 
percent  were  due  to  burns.  National  statis- 
tics list  600  deaths  due  to  poisoning  an- 
nually among  children.  In  every  case  of  re- 
ported mortality,  regardless  of  cause,  only 


a fraction  of  the  true  picture  is  revealed. 
We  can  hardly  estimate  the  toll  in  human 
suffering.  It  is  a sad  fact  that  the  annual 
number  of  often  fatal  accidents  from 
poisoning  is  increasing.  The  increase  is 
chiefly  due  to  the  ever  wider  u.se  of  com- 
mercially prepared  chemical  substances  that 
are  available  to  the  general  public.  These 
products  can  be  found  carelessly  stored  in 
many  households.  Children  are  the  unfor- 
tunate victims  because,  as  a rule,  a small 
child  will  put  anything  into  its  mouth. 
Anxious  parents  rush  their  child  to  their 
physicians  or  the  hospital  with  an  inco- 
herent story  of  what  the  child  has  taken. 
At  best,  they  can  only  give  the  trade  name 
of  the  material,  or  say  the  child  has  swal- 
lowed some  fluid,  powder,  or  pill  used  for 
some  household  purpose.  On  the  other 
hand,  the  physician  finds  him.self  in  the 
predicament  of  not  knowing  anything  about 
the  material,  how  much  of  it  was  ingested 
or  inhaled,  what  part  of  it  is  toxic,  how 
much  it  would  take  to  poison  a penson,  or 
what  is  the  best  treatment.  One  of  the  re- 
cent developments  on  a nation-wide  basis, 
in  relation  to  safety  programs  and  acci- 
dental poisonings,  has  been  the  creation  of 
a series  of  special  poison  information  cen- 
ters. These  centers,  located  in  New  York 
City,  Newark,  Washington,  and  other  prin- 
cipal cities,  consist  of  files  of  information 
on  the  toxic  substances  contained  in  the 
considerable  number  of  products  available 
to  the  public,  and  recommendations  for 
treatment  for  counteracting  their  effects 
when  accidentally  ingested  or  inhaled.  This 
information  is  available  to  physicians  who 
can  call  one  of  these  centers  at  any  time, 
day  or  night,  and  obtain  the  necessary  in- 
formation for  treating  the  patient.  One  of 
the  goals  of  this  State  Board  of  Health  is 
that  such  a poison  information  center  will 
be  set  up  in  Delaware.  This  project  will, 
of  necessity,  take  time.  Matters  relating  to 
location,  information  to  be  compiled,  and 
personnel  to  render  the  service  are  aspects 
of  the  project  which  will  be  worked  out  in 
the  future. 

Awareness  of  the  seriousness  of  the  acci- 
dent problem  in  the  United  States  has 
prompted  both  official  and  voluntary  agen- 
cies and  individuals  to  ask  themselves  — 
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what  can  be  done  about  it.  The  Commit- 
tees on  Accident  Prevention  of  the  Ameri- 
can Academy  of  Pediatrics  and  the  Ameri- 
can Public  Health  Association  are  in  ac- 
cord in  believing  that  the  heart  of  any  ac- 
cident prevention  program  is  public  and 
individual  education.  The  former  is  best 
developed  and  integrated  into  the  common- 
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ity  through  the  on-going  community  health 
services  of  a department  of  health  and  other 
community  agencies  working  in  this  area. 
The  latter  is  best  accomplished  through 
the  intimateness  of  a physician-patient- 
parent-relationship.  The  physician  as  fam- 
ily health  counselor  and  teacher  in  child 
rearing,  has  the  opportunity  and  the  re- 
sponsibility to  include  accident  prevention 
advice  as  an  integal  part  of  health  super- 
vision for  the  child.  The  September  1954 
issue  of  the  Delaware  State  Medical  Jour- 
nal contains  a discussion  of  the  role  of  the 
physician  in  accident  prevention. 

The  State  Board  of  Health  has  been  en- 
gaged in  accident  prevention  activities  for 
many  years.  Recently,  however,  it  has  be- 
come evident,  as  a result  of  critical  examin- 
ation of  Delaware’s  accident  problem  and 
from  national  observation,  that  a specific 
coordinated  program  devoted  to  the  pre- 
vention of  accidents  can  be  beneficial.  Con- 
sequently, as  the  result  of  critical  thought 
and  long  range  planning,  a coordinated  ac- 
cident prevention  program  will  be  developed 
and  integrated  within  the  many  on-going 
programs  and  services  of  the  State  Board 
of  Health.  A director  will  be  in  charge  of 
this  developmental  phase  of  accident  pre- 
vention. The  new  program  dedicated  to  the 
reduction  of  needless  deaths  and  crippling 
due  to  accidents  became  active  as  of  mid- 
point 1956. 

A good  program  for  the  prevention  of  ac- 
cidents would  result  in  the  reduction  of 
death  and  disability.  This  is  primarily  a 


TABLE  I 

CAUSES  OF  ALL  MORTALITY  — 1-19  YEARS 
DELAWARE  1946-1955 


1946 

1947 

1948 

1949 

1950 

1951 

1952 

1953 

1954 

1955 

1946- 

1955 

Total  

109 

95 

96 

81 

91 

88 

92 

101 

88 

96 

937 

All  Accidents  

41 

37 

43 

23 

35 

39 

28 

51 

44 

41 

382 

Infective  and  Parasitic  Diseases.  . . 

26 

17 

13 

18 

18 

3 

17 

9 

4 

3 

128 

Pneumonia  

10 

8 

5 

3 

3 

10 

10 

6 

6 

16 

77 

Neoplasms  

4 

4 

5 

9 

8 

12 

10 

7 

3 

12 

74 

Congenital  Malformations 

1 

2 

2 

0 

2 

4 

2 

7 

6 

3 

29 

Digestive  Diseases  

9 

7 

2 

3 

1 

4 

5 

7 

3 

3 

44 

All  Others 

18 

20 

26 

25 

24 

16 

20 

14 

22 

18 

203 
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TABLE  II 

CAUSES  OF  ACCIDENTAL  MORTALITY  — UNDER  1 YEAR 
DELAWARE  1946-1955 


Total  

Suffocation  . . 
Ingested  Object 
Conflagration  . . 
Motor  Vehicle  . 

Fall  

Burns  

Firearms 

All  Others  . . . . 


U)46  1947  1948  1949  1950  1951 


1952  1953  1954  1955 


5 8 3 
3 2 1 
1 0 0 
1 4 0 
0 1 0 
0 0 0 
0 0 1 
0 0 0 
0 1 1 


6 5 3 3 
3 2 0 2 
0 2 0 0 
112  0 
0 0 0 0 
10  0 0 
0 0 0 0 
0 0 10 
10  0 1 


9 

4 

2 

0 

0 

0 

0 

0 

3 


8 9 
3 2 
5 3 
0 2 
0 1 
0 0 
0 0 
0 0 
0 1 


1946- 

1955 


59 

22 

13 

11 

2 

1 

1 

1 

8 


CHART  II 

THE  THREE  IZADING  CAUSES  OF 
ACCIDENTAL  MORTALITI 

Percent  or  UNDER  1 TEAR 

Ml  Causes  DELAWARE  1946  - 1955 


project  in  public  education  for  there  is  no 
medicine  to  prevent  accidents.  The  very 
complexity  of  the  problem  defies  solution 
which  is  centered  exclusively  on  any  of  the 
elements  involved,  such  as  engineering 
science,  nursing  service  or  education  alone. 
Education  is  important,  but  its  value  must 
be  aimed  at  motivation  of  both  children 
and  adults.  It  will  require  the  unified  re- 
sources of  the  State  Board  of  Health,  other 
public  and  private  agencies  and  individuals 
utilizing  education  to  reduce  and  control 
accidents.  The  active  cooperation  of  the 
family  physician  and  the  hospitals  of  the 
State  will  need  to  be  enlisted  in  this  uni- 
fied effort  to  reduce  and  control  accidents. 

The  major  emphasis  of  the  new  program, 
namely.  Home  and  Child  Safety,  concerns 
the  health  and  welfare  of  everyone.  A pre- 
ventive program  of  this  nature  should  be  a 
community  effort.  The  private  physician 
and  the  State  Board  of  Health  are  uniquely 
fitted  to  be  effective  in  reducing  the  toll  of 
accidents  by  including  home  accident  pre- 
vention as  part  of  routine  service.  One  of 
the  objectives  of  the  State  Board  of  Health 
would  be  to  assist  people  to  recognize  and 
eliminate  actual  and  potential  conditions 
that  cause  accidents.  This  could  conceiv- 
ably help  people  to  live  safely  within  the 
home  environment  and,  also,  to  exercise 
more  parental  supervision  over  young  chil- 
dren. 
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The  new  program  will,  at  first,  be  pri- 
marily exploratory  and  concern  itself  with 
the  study  and  educational  aspects  of  acci- 
dent prevention.  More  specific  control  pro- 
grams such  as  promotion,  formation  of  local 

CEABT  ni 
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safety  councils  and  integrated  safety  pro- 
grams within  organized  groups  are  projects 
envisioned  for  the  future.  The  following 
items  would  constitute  the  basic  structure 
around  which  the  new  accident  and  pre- 
ventive crippling  program  could  be  devel- 
oped. The  initial  point  of  departure  will  be 
an  attempt  to  determine  the  size  and  scope 
of  the  accident  problem.  Statistical  infor- 
mation regarding  who  gets  hurt,  where  do 
accidents  occur,  when  do  they  occur,  why 
do  they  happen  and  what  specific  control 
measures  are  best  to  control  them  will  be 
analyzed  from  the  statistical  study.  These 
basic  points  would  be  modified  and  re- 
evaluated as  the  program  develops  and  as 
experience  indicates  the  most  effective  plan 
or  procedure  in  dealing  with  individual 
problems,  areas  or  groups. 

A.  Collection  and  Evaluation  of  Data: 
The  first  step  toward  the  development  of 
an  accident  prevention  program  is  that  of 
obtaining  detailed  information  through  the 
collection  and  interpretation  of  statistical 
information.  These  data  will  be  obtained 
from  varied  sources  within  the  state. 

B.  Education: 

1.  Bringing  to  bear  upon  the  indi- 
vidual, through  effective  use  of  newspapers, 
posters,  pamphlets,  radio,  and  possibly  TV, 
that  information  which  would  aid  to  de- 


TABLE  III 

CAUSES  OF  ACCIDENTAL  MORTALITY  — 1-4  YEARS 
DELAWARE  1946-1955 


Total  

Motor  Vehicle  . 
Conflagration 

Drowning 

Poisoning  

Fall  

Ingested  Object 
Suffocation  . . . 

Railway  

Firearm  

Burns  

All  Others  ... 


1946  1947 

14  12 

5 3 

3 4 

0 1 

0 0 

2 0 

1 1 

0 2 

1 0 

0 0 

1 0 

1 1 


1948  1949  1950  1951 

11  7 13  9 

4 13  3 

2 4 7 4 

10  0 0 

10  0 0 

0 0 10 
0 10  0 

0 10  0 

2 0 0 0 

0 0 2 0 

10  0 0 

0 0 0 2 


1952  1953  1954 

8 13  16 

4 4 5 

2 1 1 

1 3 2 

0 3 2 

0 0 1 

0 1 1 

0 0 0 

0 0 0 

0 0 1 

0 0 0 

1 1 3 


1955 

12 

3 

5 

2 

0 

1 

0 

0 

0 

0 

0 

1 


1946- 

1955 

115 

35 

33 

10 

6 

5 

5 

3 

3 

3 

2 

10 
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velop  desirable  habit  formation.  It  is  hoped 
that  these  techniques  in  conjunction  with 
cooperative  action  of  other  agencies  and 
groups  will  tend  to  condition  the  individual 
to  the  right  action,  at  the  right  time,  based 
upon  resulting  awareness  of  hazardous  or 
potentially  hazardous  situations. 

2.  Prepare,  gather  and  evaluate  visual 
aids  and  literature  as  well  as  lists  of  sup- 
plementary sources  of  information  where 
persons  might  obtain  program  assistance 
and  materials. 

3.  Work  with  schools  and  school  health 
councils  to  broaden  and  strengthen  safety 
education  relating  to  the  home  and  child. 

C.  Community  organization  and  Program 
Procedure 

1.  Encourage  and  assist  community 
groups  to  incorporate  accident  prevention 
as  part  of  their  programs  by  enlisting  the 
aid  of  County  and  State  Medical  Associa- 
tions, Red  Cross,  P.T.A.  groups,  insurance 
agencies,  youth  groups,  social  and  fraternal 
organizations,  and  hospitals.  The  help  and 
guidance  of  the  Delaware  Safety  Council 
would  be  enlisted. 

2.  Develop  an  advisory  committee 
within  the  State  Board  of  Health  to  imple- 
ment a departmental  in-service  accident 
prevention  education  program. 

3.  Assist  other  divisions  of  the  State 
Board  of  Health  and  other  interested 
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CAUSES 

OF  ACCIDENTAL  MORTALITY - 
DELAWARE  1946-1955 

1946  1947  1948  1949  1950  1951 

-5-9 

1952 

YEARS 

195.3  19.54 

1955 

1946- 

19.55 

Total  

8 

9 

9 

6 

6 

8 

6 

9 

7 

4 

72 

Motor  Vehicle 

2 

4 

4 

2 

3 

5 

1 

4 

1 

3 

29 

Drowning 

. . . 2 

3 

1 

1 

2 

1 

3 

3 

1 

1 

18 

Conflagration  

. . . 2 

2 

2 

2 

1 

0 

0 

1 

2 

0 

12 

Firearm  

. . . 0 

0 

0 

0 

0 

0 

2 

0 

1 

0 

3 

Burns  

1 

0 

1 

0 

0 

0 

0 

0 

0 

0 

2 

Fall  

. . . 0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

1 

Ingested  Object 

. . . 0 

0 

0 

0 

0 

0 

0 

1 

0 

0 

1 

Lightning  

. . . 0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

1 

All  Other  

1 

0 

0 

1 

0 

1 

0 

0 

2 

0 

5 
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groups  to  recognize  their  roles  in  the  pre- 
vention of  accidents  and  render  effective 
accident  prevention  education.  Changes  in 
emphasis,  selection  of  materials  and  devel- 
opment of  projects  can  best  be  accomplished 
by  periodic  evaluation. 

CHARI  T 
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Summary 

Thousands  of  deaths  and  injuries  from 
accidents  today  constitute  a formidable  and 
challenging  problem  in  public  health.  Acci- 
dents in  Delaware  are  now  the  leading  cause 
of  death  from  ages  1-19  years.  The  figures 
relating  to  accident  mortality  and  morbid- 
ity in  Delaware  closely  parallel  those  of 
other  states  and  the  nation. 

Official  and  voluntary  health,  safety  and 
welfare  agencies  have  been  aware  of  the 
ever  increasing  incidence  of  needless  deaths 
and  disability  resulting  from  accidents.  Ac- 
cident prevention  activities  have  been  car- 
ried on  by  many  organizations  including 
the  State  Board  of  Health  in  recognition  of 
its  responsibility  to  prevent  needless  deaths 
and  disabilities  resulting  from  accidents  for 
over  a decade. 

Recently  many  state  and  local  depart- 
ments of  health  have  embarked  upon  spe- 
cific, coordinated  programs  to  reduce  and 
control  accidents.  These  accident  preven- 
tion efforts  are  comparative  newcomers  in 
the  field  of  public  health.  The  Delaware 
State  Board  of  Health  has  undertaken  to 
develop  a specific,  coordinated  program  to 
develop  greater  awareness  of  present  and 
potential  hazards  on  the  part  of  parents. 
It  is  hoped  that  such  awareness  would  re- 
sult in  more  active  supervision  of  the  home 
and  its  immediate  environment,  so  as  to  re- 
duce the  number  of  accidents  resulting  in 
crippling  and  death  of  children.  Presently, 
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the  new  program  is  set  up  within  board 
objectives.  These  objectives  and  goals  will 
be  modified  and  evaluated  in  accordance 
with  experience  resulting  from  the  progress 
of  this  new  public  health  project. 
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ELEMENTS  OF  AIR  POLLUTION  CONTROL 

A.  Joel  Kaplovsky,  Ph.D.*  and  Donald 
K.  Harmeson,  M.P.H.** 

The  atmosphere  has  long  been  accepted 
as  a recipient  of  air-borne  materials,  both 
natural  and  man-made.  The  extreme  dif- 
ferences of  opinion  during  the  past  few  dec- 
ades as  to  what  constitutes  air  pollution 
clearly  reflects  the  complexity  of  the  prob- 
lem involved  in  the  determination  of  a 
basic  concept  with  regard  to  our  greatest 
natural  resource,  the  atmosphere.  Any 
effort  to  control  the  dissemination  of  air- 
borne materials  must  provide  for  the  right 
of  everyone  to  have  available  to  him  air  of 
suitable  purity.  Against  this  must  be  bal- 
anced the  right  of  everyone  to  make  reason- 
able use  of  the  air  for  disposal  of  waste. 
Experience  has  shown  that  the  degree  of 
control  will  vary  considerably,  depending 
upon  our  various  sentiments. 

* Director,  Water  Pollution  Program,  Delaware  State  Board 
of  Health. 

Director,  Division  of  Sanitary  Engineering,  Delaware  State 
Board  of  Health. 


Both  the  technical  and  financial  factors 
emanating  from  most  air  pollution  prob- 
lems are  often  so  complex  that  an  equitable 
solution  must  involve  multiple  investigative 
phases,  such  as  engineering,  chemistry,  bio- 
chemistry, physics,  meteorology,  and  others. 
To  satisfy  all  people,  with  their  multiple 
degree  of  sensitivity,  would  be  an  insur- 
mountable task.  It  becomes  immediately 
apparent  that  before  any  workable  air  pol- 
lution control  program  could  be  achieved, 
basic  policy  must  be  explicit  in  assuring  the 
least  possible  injury  shall  be  done  to  human, 
plant  and  animal  life,  and  property.  How- 
ever, it  must  be  recognized  that  to  achieve 
the  removal  of  all  possible  injury  in  every 
instance  is  both  impractical  and  unattain- 
able. 

Many  millions  of  dollars  have  been  spent 
to  reduce  air  pollution  and  to  advance  re- 
search in  this  very  important  field.  Inten- 
sive research  in  recent  years  has  resulted  in 
improved  understanding  of  this  problem. 
The  sources  and  types  of  air  pollution  are 
multiple,  such  as  natural  and  artificial,  both 
domestic  and  industrial.  Areas  affected  are 
complicated  by  topography  and  meteor- 
ology for  each  section  and  by  single  and 
multiple  sources  of  pollution  of  each  area. 
The  jurisdictional  difficulties  are  com- 
pounded by  political  boundaries  and  in- 
terests. Research  efforts  are  many  sided, 
involving  a multiplicity  of  scientific  fields. 

There  is  considerable  evidence  of  serious 
air  pollution  episodes,  such  as  that  which 
occurred  in  Donora,  Pa.  in  1948,  and  in 
London  in  1948  and  1952.  However,  none 
of  the  offending  contaminants  were  con- 
clusively identified.  It  has  been  pointed  out 
again  and  again  that  acute  nuisance  effects, 
not  proven  to  cause  impairment  of  health, 
are  much  more  common.  Also  the  role,  if 
any,  of  allergy  to  pollutants  is  not  known. 
No  conclusive  data  are  available  to  link  air 
pollution  with  any  chronic  disease,  but 
there  are  a number  of  studies  that  suggest 
cause  and  effect  relationships.  To  further 
complicate  the  picture,  studies  made  in  the 
United  States  on  urban  and  rural  lung  can- 
cer rates  are  suggestive  of  a possible  rela- 
tionship, but  if  so,  they  would  imply  a sex 
difference  in  susceptibility.  It  has  been 
pointed  out  by  those  studying  the  various 
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health  aspects  that  smoking  is  a complica- 
tion in  any  study.  Extensive  epidemiologic 
studies  are  imperative,  and  special  investi- 
gations are  needed  as  to  establish  the  effect 
of  air  pollutants  on  individuals  already  suf- 
fering from  respiratory  and  cardiac  dysfunc- 
tions. It  has  been  pointed  out  by  those 
studying  the  various  health  aspects  that, 
although  studies  are  imperative,  findings 
must  be  coupled  with  a compromise  between 
the  blanket  approach  and  pin-point  ap- 
proach of  air  pollution  control.  The  above 
are  just  a few  of  the  factors  which  make  air 
pollution  control  a complex  problem. 

An  individual  may  seek  relief  in  the 
courts  through  injunction  proceedings  and 
by  suits  for  damages  at  common  law  if  he 
feels  that  his  health,  or  enjoyment  of  his 
property,  comfort,  or  senses  have  been  un- 
favorably affected  by  air  pollution.  Ex- 
perience has  shown  that  such  cases  are 
reasonably  clear  cut  when  only  one  or  a few 
sources  could  be  responsible  for  a nuisance 
claim.  However,  this  problem  becomes  quite 
difficult  when  there  are  multiple  sources  and 
if  one  must  establish  the  exact  source  of  the 
pollutants.  The  outcome  of  these  more 
complicated  cases  have  varied  widely,  being 
dependent  upon  the  opinions  of  the  court 
hearing  the  case.  Findings  have  varied  from 
those  in  which  some  degree  of  air  pollution 
must  be  tolerated  without  recourse  to  those 
resulting  in  the  closing  of  substantial  opera- 
tions. Court  opinions  have  also  varied  as  to 
the  equities  involved  when  an  offender  was 
utilizing  the  best  available  means,  short  of 
cessation  of  operations,  to  control  his  prob- 
lem. 

From  time  to  tim.e  problems  in  air  pollu- 
tion have  been  experienced  in  various  locali- 
ties throughout  Delaware.  These  have  con- 
sisted of  complaints  of  dust  produced  by 
plants  manufacturing  hot-mix  road  surfac- 
ing materials,  of  fumes  from  chemical  manu- 
facturing plants,  of  soot  from  industrial 
stacks,  and  of  disagreeable  odors  from  rend- 
ering plants.  In  one  location  the  latter 
complaint  has  created  considerable  dissen- 
sion. 

The  State  Board  of  Health  has  been  rel- 
atively successful  in  securing  a solution  to 
the  air  pollution  problems  which  have  come 
to  its  attention.  This  has  been  possible 


largely  through  the  cooperation  of  the  own- 
ers of  the  establishments  from  which  the 
pollutant  had  emanated.  The  State  Law, 
however,  does  not  give  the  State  Board  of 
Health  specific  authority  for  the  control  of 
air  pollution. 

As  a result,  the  Board  has  been  consider- 
ing the  best  means  for  establishing  a 
method  of  State-wide  control  of  air  pollu- 
tion. The  advice  of  the  Mellon  Institute, 
Pittsburgh,  Pa.,  was  sought.  An  air  pollu- 
tion control  consultant  from  this  association 
spent  several  days  in  the  State  viewing  the 
possibilities  of  air  pollution  and  studying 
the  organization  of  the  State  government. 
The  Board  has  also  sent  a representative  to 
a course  in  air  pollution  control  held  at  the 
Robert  A.  Taft  Sanitary  Engineering  Cen- 
ter, Cincinnati,  Ohio. 

From  this  experience  there  has  been 
drafted  a proposed  “Air  Pollution  Control 
Act”.  This  act  would  create  an  Air  Pollu- 
tion Authority,  prescribe  its  powers  and 
duties  and  provide  penalties  for  failure  to 
comply  with  the  act.  The  Authority  would 
consist  of  eight  members,  four  of  whom 
would  be  representatives  of  Delaware  in- 
dustry. The  State  Board  of  Health  would 
be  the  administrative  agent  for  the  Author- 
ity. The  duties  of  the  Authority  would  in- 
clude the  following: 

(1)  Develop  a comprehensive  program 
for  the  prevention  and  control  of  all  sources 
of  pollution  of  the  air  of  the  State. 

(2)  Encourage  and  conduct  studies,  in- 
vestigations and  research  relating  to  air 
pollution  and  its  causes,  prevention,  con- 
trol and  abatement,  as  it  may  deem  ad- 
visable and  necessary. 

(3)  Collect  and  disseminate  information 
relating  to  air  pollution,  its  prevention  and 
control. 

(4)  Promulgate  rules  and  regulations 
and  issue  orders  when  necessary  to  promote 
the  correction  of  air  pollution  problems. 

(5)  Consider  complaints,  make  investi- 
gations and  hold  hearings. 

(6)  Enforce  compliance  with  the  lav/s  of 
this  State  relating  to  pollution  of  the  air. 

The  passage  of  this  proposed  legislation 
will  give  specific  authority  for  the  control 
of  air  pollution  and  will  provide  for  the  de- 
velopment of  a comprehensive  plan.  It  is 
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another  step  in  “good  housekeeping”  pro- 
viding for  a clean  environment  in  the  State 
of  Delaware. 


ASPECTS  OF  THE  STATE 
DENTAL  PROGRAM 

Margaret  H.  Jeffreys,  M.P.H.* 

Despite  the  progress  made  in  dental  re- 
search in  recent  years,  dental  disease  con- 
tinues to  outnumber  all  other  forms  of 
chronic  disease.  Dental  caries,  the  most 
common  dental  disease,  affects  more  than 
95  percent  of  the  population.  It  is  generally 
known  that  more  than  one-half  of  the  popu- 
lation 50  years  of  age  or  older  are,  or  should 
be,  wearing  full  or  partial  dentures.  Few 
persons  realize,  however,  that  the  initial  im- 
pact of  dental  decay  begins  as  early  as  two 
years  of  age  and  that  one-half  the  children 
of  that  age  have  at  least  one  carious  tooth.' 

These  specific  age  groups  have  never  been 
included  in  any  of  the  studies  in  Delaware 
but  findings  from  the  examination  of  the 
teeth  of  some  1600  six-year-olds,  made 
about  two  years  ago,  may  give  some  indica- 
tion of  the  situation.  These  examinations 
were  made  in  the  public  schools  of  New 
Castle  County  in  1953-54.-  It  was  found 
that  the  above  mentioned  age  group  aver- 
aged four  carious  teeth  per  child  (three 
deciduous  and  one  permanent  tooth).  This 
high  rate  suggests  the  possibility  of  an  ac- 
cumulation of  caries  with  the  decay  nrocess 
beginning  at  two  years  of  age.  This  is 
reasonable  since  the  annual  increment  of 
one  new  carious  tooth  per  child  has  ap- 
peared rather  consistently  in  studies  made 
of  older  age  groups  which  have  included  the 
14  and  15  year-olds,  who  average  9 or  10 
carious  teeth  per  child. 

The  knowledge  that  the  dental  status  of 
the  youth  of  Delaware  was  recognized  as  a 
problem  25  years  ago,  even  as  today,  is 
found  in  the  early  records  of  this  division. 
There  we  learn  how  the  State  Dental  So- 
ciety sponsored  legislation  which  authorized 
the  State  Board  of  Health  to  employ  a 
“Corp  of  Oral  Hygienists”  who  would  be 
responsible  for  examining  and  cleaning  the 

* Director,  Division  of  Oral  Hygiene,  Delaware  State  Board 
of  Health. 


teeth  of  the  children  and  teaching  the  im- 
portance of  good  oral  hygiene  and  nutrition. 
The  bill  carried  an  appropriation  of  $14,000 
and  was  enacted  in  1931. 

During  the  first  years  of  the  program,  a 
supervisor  and  six  dental  hygienists  were 
employed.  Five  years  later  a total  of  ten 
dental  hygienists,  including  two  employed 
in  Wilmington,  were  available  to  serve  the 
schools  of  the  State.  In  view  of  the  tre- 
mendous increase  in  the  school  population, 
the  figure  10  appears  most  formidable  when 
compared  with  the  present  staff  of  four, 
which  number  includes  those  employed  by 
the  State  Board  of  Health  and  the  cities  of 
Wilmington  and  Newark. 

Disregarding  our  present  needs  for  the 
moment  and  returning  to  those  earlier  days, 
it  is  rather  interesting  to  ponder  the  effect 
that  the  impact  of  such  a program  may 
have  had  on  the  public,  and  especially  the 
teachers  and  the  pupils.  Schools  then  were 
widely  scattered  and  somewhat  remote  with 
many  of  the  one-room  type.  According  to 
Wagner,^  only  a small  percentage  of  the 
children  examined  had  ever  been  to  the 
dentist,  and  few  children  used  a tooth 
brush  at  regular  intervals.  There  was  an 
extreme  lack  of  dental  health  consciousness 
and  fear  of  the  dentist  or  anything  associ- 
ated with  dentistry  was  common  to  most 
students.  Under  such  circumstances,  it  is 
only  natural  to  believe  that  the  initial  visit 
of  any  one  of  the  dental  hygienists  was  suf- 
ficient to  arouse  considerable  anxiety  on  the 
part  of  the  pupils  and  general  disruption  to 
the  routine  of  the  classroom. 

While  the  program  was  planned  with 
service  to  school  children  in  mind,  including 
examinations  and  prophylaxes  for  those  in 
the  first  three  grades  and  dental  health 
education  for  all  elementary  grades,  it  was 
not  long  before  the  necessity  for  reaching 
parents  was  realized  in  order  to  obtain  their 
much  needed  cooperation  in  providing  den- 
tal care  for  their  children  and  close  super- 
vision of  dental  habits  in  the  home.  To  pro- 
mote this  effort,  the  dental  hygienists  of- 
fered their  services  in  helping  to  plan  pro- 
grams for  Parent-Teacher  meetings  and 
meetings  with  other  local  groups;  they  par- 
ticipated in  the  summer  round-ups  of  pre- 
school children,  then  sponsored  by  the 
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County  Health  Units  of  the  State  Board  of 
Health;  they  prepared  exhibits  and  gave 
practical  demonstrations  of  children  receiv- 
ing prophylaxes  at  the  Kent  & Sussex 
County  Fairs.  Every  known  device  was  used 
to  further  their  efforts  to  educate  the  public 
in  the  importance  of  good  dental  health. 

Time  has  been  an  important  factor  in  de- 
veloping the  program  of  the  Division  of 
Oral  Hygiene  and  the  results  stemming 
from  the  services  rendered  by  the  dental 
hygienists  in  those  earlier  years  cannot  be 
over-estimated.  The  knowledge  that  the 
services  of  the  staff  are  now  requested  by, 
rather  than  offered  to,  the  schools;  that 
parents,  teachers,  nurses  and  others  are  evi- 
dencing greater  interest  in  the  dental  wel- 
fare of  the  children  and  that  children  them- 
selves have  changed  markedly  in  their  atti- 
tude toward  the  dentists  they  once  feared, 
are  just  a few  of  the  outstanding  develop- 
ments that  had  their  origin  in  this  service. 

The  program  of  today  bears  little  re- 
semblance to  that  one  instituted  25  years 
ago,  even  though  many  of  the  old  problems 
still  exist.  In  the  first  place,  we  are  at- 
tempting to  function  with  less  than  one- 
third  of  the  original  number  of  dental  hy- 
gienists when  actually,  with  the  tremendous 
increase  in  school  population  and  additional 
activities  now  assigned  to  them  as  a result 
of  the  wide  usage  of  sodium  fluoride  in  in- 
hibiting tooth  decay,  we  could  well  use 
three  or  four  times  the  present  number. 
However,  this  shortage  of  dental  hygienists 
is  common  to  all  parts  of  the  nation,  al- 
though influenced  to  a greater  extent  locally 
by  the  more  attractive  .salaries  offered  in  pri- 
vate practice  than  in  public  health,  as  well 
as  by  the  fact  that  applicants  for  positions 
usually  do  not  desire  assignments  in  the 
lower  two  counties,  unless  they  are  already 
residents  in  those  areas. 

For  the  past  two  or  three  years,  most  of 
our  activities  have  centered  in  the  State 
Board  and  Special  District  Colored  Schools. 
Until  six  months  ago,  one  dental  hygienist 
was  available  to  work  in  the  white  schools 
of  New  Castle  County,  but  resigned  and 
will  not  be  replaced  until  this  fall  or  later. 

The  program  as  planned  for  the  colored 
schools,  while  far  from  adequate  to  meet  the 
needs  of  all  children  who  should  be  receiv- 


ing care,  has  been  developed  to  provide  both 
preventive  and  corrective  service.  For  the 
latter,  we  have  been  utilizing  the  services 
of  dental  internes  who  work  in  the  schools. 
While  school  is  in  session  their  services  in- 
clude simple  operative  dentistry.  Priority 
is  given  to  children  in  the  elementary 
grades.  In  our  summer  clinics  however,  we 
take  children  of  pre-school  as  well  as  school 
age  and  ante  and  post-partum  cases  referred 
by  the  public  health  nurses. 

In  the  case  of  the  dental  hygienists,  their 
work  in  the  schools  is  largely  limited  to  the 
topical  application  of  sodium  fluoride,  since 
it  has  been  recognized  that  barring  the 
fluoridation  of  public  water  supplies,  this  is 
the  one  preventive  method  capable  of  pro- 
ducing the  greatest  amount  of  good  for  the 
greatest  number  of  children.  At  no  time 
however,  is  the  broad  over-all  subject  of 
dental  health  education  neglected.  It  is  true 
that  there  is  less  participation  in  actual 
classroom  activities.  This  is  in  keeping  with 
the  newer  concepts  of  education  which  pro- 
vide that  the  classroom  teacher  accept  this 
responsibility  and  that  the  dental  hygien- 
ists, along  with  professional  persons  from 
other  special  fields,  serve  as  consultants  or 
source  people.  The  work  with  adult  groups 
continues  with  a greater  concentration  of 
effort.  In  the  dental  program,  as  in  all  other 
areas  of  public  health  work,  it  has  been 
recognized  that  community  cooperation  is 
necessary  to  the  success  of  any  program; 
that  lacking  the  interest  of  the  people,  little 
or  nothing  can  be  accomplished. 

In  any  public  dental  programs,  surveys 
or  studies  of  one  kind  or  another  are  neces- 
sary. These  may  include  a survey  such  as 
will  provide  purely  statistical  information 
concerning  the  dental  status  of  children  in 
a selected  area  or  a survey,  such  as  we  make 
from  time  to  time,  to  evaluate  certain 
methods  or  procedures  to  determine  their 
effectiveness. 

There  are  also  studies  which  are  not  a 
part  of  the  routine  program.  Such  studies 
were  made  during  the  past  two  years  in 
selected  schools  in  Sussex  County  in  co- 
operation with  the  United  States  Public 
Health  Service.  One  study  was  planned  to 
test  the  efficiency  of  certain  new  techniques 
for  applying  sodium  fluoride  to  the  teeth  of 
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the  children  as  compared  with  those  meth- 
ods presently  used.  Another  study  at- 
tempted to  determine  whether  certain  de- 
rivatives of  sodium  fluoride  could  be  used 
as  successfully  as  the  basic  chemical  itself 
in  reducing  the  incidence  of  tooth  decay. 
Two  other  studies  were  made  during  the 
' past  year.  One  post-fluoridation  study  in 
Newark  was  made  to  check  the  condition  of 
children’s  teeth  after  they  had  been  drink- 
ing fluoridated  water  for  five  years.  The 
other  was  a pre-fluoridation  study  in  Selby- 
ville.  Both  types  of  studies  are  routine  in 
communities  which  have  fluoridated  water 
and  consist  of  the  examination  of  the  teeth 
of  all  the  children  who  live  in  the  area  where 
the  water  is  being  fluoridated. 

Fluoridation  of  public  water  supplies, 
which  could  mean  so  much  to  the  children 
of  the  state,  especially  the  very  young  ones, 
has  not  received  the  attention  its  import- 
ance as  a public  health  measure  merits. 
However,  the  action  of  the  State  Board  of 
Health  in  recent  months  will  undoubtedly 
open  the  way  for  future  activities.  This 
group  made  a public  statement  endorsing 
fluoridation  and  sent  a copy  of  the  resolu- 
tion to  all  communities  having  communal 
water  supplies.  This  was  accompanied  by  a 
recommendation  that  they  give  immediate 
consideration  to  fluoridation  of  the  local 
supply.^ 

Recruiting  of  high  school  girls  who  may 
be  interested  in  dental  hygiene  as  a career 
has  been  added  to  our  list  of  routine  activi- 
ties in  an  effort  to  overcome  the  shortage  of 
personnel.  For  the  past  five  years,  we  have 
participated  in  guidance  conferences  and 
worked  with  individual  guidance  counselors 
throughout  the  state  but  have  accomplished 
very  little.  However,  since  a higher  per- 
centage of  students  are  now  seeking  college 
careers  and  the  profession  is  becoming  bet- 
ter known,  we  may  have  more  success  in  the 
future. 

Up  to  this  point,  it  has  not  been  too  diffi- 
cult to  discuss  the  activities  of  this  division 
because  everything  was  a statement  of  fact. 
With  regard  to  the  future,  however,  the 
matter  becomes  much  more  complicated. 
In  the  first  place,  the  State  Dental  Society 
is  interested  in  legislation  which  would  pro- 
vide for  the  establishment  of  a dental  di- 


vision within  the  State  Board  of  Health 
with  a full-time  dentist  as  director.  Should 
this  come  to  pass  within  the  next  year,  as 
we  hope  it  will,  the  program  will  no  doubt 
change  radically,  and  we  can  look  forward 
to  the  inclusion  of  many  activities  which 
could  not  be  developed  to  a satisfactory  de- 
gree in  the  present  situation. 

Regardless  of  what  may  happen,  insofar 
as  the  administrative  head  is  concerned,  the 
major  emphasis  will  still  be  on  prevention 
as  the  best  known  solution  to  our  problems, 
and  concerted  effort  will  be  directed  toward 
expanding  our  fluoridation  program,  but 
particularly,  fluoridation  of  public  water 
supplies. 

Essentially,  the  task  which  lies  ahead  will 
require  the  cooperation  and  active  partici- 
pation of  all  groups  and  individuals,  pro- 
fessional and  otherwise  who  are  interested 
in  the  dental  welfare  of  the  children  of  this 
state.  To  this  end,  plans  are  being  readied 
which  will  involve  an  intensive  educational 
program  to  include  the  organization  of  local 
groups,  who  we  hope  will  assume  responsi- 
bility for  fluoridation  in  their  own  communi- 
ties. This  will  be  accomplished  however,  in 
cooperation  with  the  Fluoride  Committee 
of  the  State  Dental  Society,  which  group 
are  presently  working  on  plans  for  the 
future. 

While  preventive  methods  take  prece- 
dence in  most  state  programs,  it  is  recog- 
nized that  they  do  not  eliminate  the  need 
for  regular  dental  care.  Our  own  program 
has  been  fashioned  in  this  same  pattern, 
but  major  emphasis  has  been  placed  on  mo- 
tivation of  parents  to  obtain  dental  care  for 
their  children  through  their  own  private 
dentist.  However,  we  have  not  been  un- 
aware of  the  need  for  public  dental  clinics 
to  operate  on  a much  larger  scale  than  at 
present,  and  the  expansion  of  this  program 
should  receive  a larger  share  of  our  con- 
sideration in  the  future,  with  children  re- 
ceiving priority  care.  This  however,  does 
not  eliminate  the  necessity  for  providing 
service  for  adults,  for  whom  only  the  mini- 
mum in  treatment  is  now  available.  Such 
public  dental  clinics,  whether  they  operate 
from  the  state  or  local  level  or  a combina- 
tion of  the  two,  may  well  be  fostered  by  the 
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State  Dental  Director  who  can  serve  in  a 
supervisory  or  consultant  capacity. 

While  dental  caries  is  the  most  prevalent 
of  all  dental  diseases,  we  must  look  forward 
to  a future  when  the  State  Dental  Unit 
should  be  planning  for  children  suffering 
from  severe  gingivitis,  Vincent’s  infection 
and  other  types  of  oral  diseases  which  are 
believed  responsible  for  periodontal  diseases 
resulting  in  loss  of  teeth  in  later  life.  Mal- 
occlusions, which  are  to  be  found  among  a 
great  number  of  children  and  adults  in  vary- 
ing degrees  of  severity,  must  also  be  con- 
sidered. 

An  activity  that  may  be  given  serious 
consideration  is  one  that  has  been  con- 
ducted successfully  in  other  states.  This 
concerns  post-graduate  refresher  courses  for 
dentists  in  private  practice.  Some  are  pre- 
sented in  the  form  of  seminars;  some  by 
traveling  clinics;  a few  states  have  sent 
groups  of  practicing  dentists  for  further 
training  in  certain  phases  of  children’s 
dentistry;  others  have  used  the  State  Dental 
Meetings  for  such  a purpose.  Any  one  or 
all  of  these  methods  could  readily  be 
adapted  here  and  would  no  doubt  be  the 
means  for  establishing  a better  understand- 
ing of  mutual  problems  as  they  relate  to 
dentists  in  private  practice  and  the  dental 
unit. 

Summary 

1.  The  need  for  a State  Dental  Program 
was  recognized  a quarter  of  a century  ago 
and  the  State  Dental  Society  sponsored 
legislation  which  culminated  in  the  estab- 
lishment of  a “Corp  of  Oral  Hygienists”  to 
work  in  the  schools  under  the  direction  of 
the  State  Board  of  Health.  The  duties  of 
the  oral  hygienists  included  dental  exam- 
inations and  prophylaxes  and  the  teaching 
of  good  habits  of  oral  hygiene  and  nutrition. 
The  program  followed  the  more  or  less  ac- 
cepted pattern  for  prevention  of  dental 
caries,  although  dental  health  education 
methods  were  utilized  to  encourage  dental 
care. 

2.  Prevention  is  still  the  core  of  all  public 
dental  health  programs,  but  with  the  advent 
of  sodium  fluoride,  many  of  the  old  ideas 
with  regard  to  preventive  methods  have 
been  discarded. 


The  fluoridation  of  public  water  supplies, 
which  is  destined  to  change  the  total  aspect 
of  the  dental  caries  problem  as  it  becomes 
more  widely  accepted,  has  not  received  the 
attention  merited.  The  program  which 
would  provide  topical  application  of  fluoride 
for  children  in  areas  where  communal  water 
supplies  are  not  available  has  been  handi- 
capped due  to  lack  of  personnel. 

Along  with  preventive  methods  for  the 
control  of  dental  disease,  the  dental  unit 
has  assumed  responsibility  for  a dental  care 
program.  This  operates  on  a small  scale 
utilizing  the  services  of  dental  internes  who 
work  primarily  in  the  colored  schools  of  the 
state. 

3.  Present  efforts  of  the  State  Dental 
Society  indicate  their  desire  for  a dental 
division  within  the  State  Board  of  Health 
with  a full-time  dentist  as  administrator  of 
the  program.  Such  a change  would,  no 
doubt,  involve  a re-organization  of  the  pre- 
sent program  and  provide  a broader  scope 
of  activities  than  is  possible  at  this  time. 

Extension  of  services  to  include  treatment 
of  more  children  is  desirable.  This  is  not 
possible  with  our  present  staff.  Also,  there 
is  need  for  more  dentists  in  private  practice, 
especially  in  the  rural  areas.  This  is  neces- 
sary for  the  success  of  the  dental  care  pro- 
gram which  provides  care  for  medically  in- 
digent children  on  a limited  scale,  but  en- 
courages those  who  can  afford  to  do  so,  to 
go  to  a dentist  in  private  practice. 

Any  program  in  the  future  should  con- 
sider other  aspects  of  dental  disease  includ- 
ing gingivitis  which  is  becoming  more  com- 
mon among  children  and  peridental  disease 
in  adults.  Numerous  children  in  our  schools 
have  malocclusion. 

Finally  there  is  need  for  a closer  relation- 
ship between  the  dental  unit  and  dentists 
in  private  practice  to  obtain  a better  under- 
standing of  mutual  problems.  In  many 
states  this  is  being  done  through  the 
medium  of  post-graduate  work  in  children’s 
dentistry  and  may  be  given  in  a series  of 
seminars;  by  providing  opportunities  for 
dentists  to  attend  courses  in  Universities; 
or  by  special  programs  in  children’s  dent- 
istry as  a part  of  state  or  local  meetings. 

Continued  on  Page  248 
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The  Editors  extend  a cordial  invitation 
to  the  members  of  the  Woman’s  Auxiliary 
of  the  Medical  Society  of  Delaware  to  pub- 
lish Auxiliary  News  in  The  Journal.  The 
initial  article,  appearing  this  month,  con- 
sists of  the  Annual  Report  of  the  President, 
Mrs.  Richard  Comegys.  Welcome,  ladies,  to 
The  Journal. 

* * * 


If  you  were  on  vacation  and  missed  the 
July  28th  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association,  look  it  up  because 
it  contains  a most  important  announcement. 
Contrary  to  previous  regulations,  the 
Bureau  of  Internal  Revenue  has  ruled  that 
physicians  may  take  a federal  income  tax 
deduction  for  expenses  incurred  in  taking 
short  “refresher”  type  courses  within  their 
field  of  practice.  This  does  not  apply  to 
prolonged  periods  of  graduate  study  in 


rials  + 

which  the  physician’s  object  is  to  change  to 

another  type  of  practice. 

* * * 

In  an  important  article  appearing  else- 
where in  this  issue  of  The  Journal,  two 
members  of  the  State  Board  of  Health  again 
call  attention  to  the  fact  that  many  large 
cities  now  have  Poison  Information  Centers. 
These  Centers  have  available,  in  a single  lo- 
cation, information  about  symptoms  and 
antidotes  for  all  known  poisons.  This  in- 
formation is  available  to  physicians  at  any 
hour  of  the  day  or  night.  The  value  of  such 
a service  is  obvious  and  the  State  Board  of 
Health  hopes  to  have  such  a Center  in  Del- 
aware at  some  future  time.  Until  such  a 
Center  is  established  in  Delaware,  all  phys- 
icians should  make  a note  of  the  nearest 
Center  which  is: 

Dr.  Allen  B.  Coleman 
Children’s  Hospital 
Washington,  D.  C. 

Telephone : 

DUpont  7-4220;  Extension  250 
Make  a note  of  this  number — the  infor- 
mation will  be  given  day  or  night — it  may 
be  lifesaving. 


INTERNS  AND  RESIDENTS 

Your  attention  is  directed  to  the  an- 
nouncement in  the  August  issue  of  The 
Journal  of  the  Silberman  Foundation 
Award  of  $100.00  to  be  given  to  the  author 
of  the  best  written,  previously  unpublished 
case  report  submitted  prior  to  November 
15,  1956.  Details  will  be  found  in  the  pre- 
vious announcement,  in  a notice  on  the  bul- 
letin boards  of  all  hospitals  in  Delaware  or 
may  be  obtained  from  the  Editorial  Office 
of  The  Journal. 

The  Editors  hope  that  Delaware  will  be 
well  represented  in  this  contest  and  recom- 
mend the  following  books  as  being  helpful 
in  undertaking  any  type  of  medical  writing: 
Rx  for  Medical  Writing,  Jordan 
and  Shepard,  W.  B.  Saunders 
Company,  Philadelphia. 

Medical  Writing,  Morris  Fishbein, 
M.D.,  The  Blakiston  Company, 
Philadelphia. 
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One  of  the  outstanding  living  medical 
authors,  a man  envied  for  his  style  and  re- 
spected for  his  knowledge,  is  Dr.  Walter  C. 
Alvarez.  His  positions  and  accomplishments 
seem  never-ending  when  listed  hut  he  is 
best  known  as  a former  Senior  Consultant 
in  Medicine  of  the  Mayo  Clinic.  At  pre- 
sent he  is  Editor-in-Chief  of  Modern  Medi- 
cine. 

In  1949,  Dr.  Alvarez  published  a master- 
piece on  medical  writing  and  we  have  re- 
ceived his  permission,  together  with  that  of 
the  Editor  of  the  Proceedings  of  the  Staff 
Meetings  of  the  Mayo  Clinic,  to  reproduce 
it  here  in  its  entirety.  Fortunate  would  be 
the  editor  whose  contributors  read  this  gem 
at  least  once  a year  and  always  when  be- 
ginning to  write  another  article! 

THE  NEED  FOR  SHORTENING 
SCIENTIFIC  PAPERS* 

Walter  C.  Alvarez,  M.D.,  Division  of 
Medicine:  There  has  always  been  a need 
for  shortening  papers,  but  today  this  is  be- 
coming acute.  With  the  soaring  costs  of 
printing  and  production,  editors  and  pub- 
lishers of  journals  are  being  compelled  to 
cut  down  the  number  of  pages  per  volume. 
A journal  which,  in  1947,  made  money  may 
today  be  facing  a deficit. 

Another  difficulty  is  that  today  no  man 
can  keep  up  with  all  that  is  being  published, 
even  in  his  specialty.  Under  these  circum- 
stances, the  writer  whose  papers  are  most 
likely  to  be  read  is  the  one  who  makes  them 
short  and  interesting.  If  he  interrupts  his 
text  with  boring  material,  many  readers 
will  quickly  turn  over  the  pages  to  the  next 
article. 

Today,  the  ablest  physicians,  whose  at- 
tention all  writers  want  most  to  attract, 
are  in  the  habit  of  quickly  skimming 
through  large  numbers  of  articles,  looking 
always  for  one  thing,  and  that  is  something 
new,  significant,  important  and  usable. 
Without  any  of  the  accompanying  rehash, 
this  grain  of  wheat  could  usually  have  been 
reported  on  a page  or  two. 

A good  writer  edits  his  writings  as  ruth- 
lessly as  he  would  those  of  a stranger.  Some- 
times, in  order  to  do  this  the  better  he  puts 
a paper  away  for  a month  or  two  until  he 

^ Reprinted  from  Proceedings  of  the  Staff  Meetings  of  the 
Mayo  Clinic:  24:442-444  (Aug.  17)  1949. 


can  look  at  it  dispassionately,  and  then  he 
will  wonder  how  he  could  have  written  such 
stuff. 

Fortunately,  most  papers  are  not  injured 
by  shortening;  they  really  are  improved, 
and  the  author  is  benefited.  Recently,  as  I 
sat  in  a hall  in  Atlantic  City  and  heard  man 
after  man  present  a good  paper  in  ten  min- 
utes, I thought  of  medical  conventions 
thirty  years  ago,  when  the  reading  of  papers 
took  from  thirty  to  ninety  minutes.  I am 
sure  the  authors  then  did  not  make  as  good 
an  impression  as  many  do  now. 

LONG  INTRODUCTIONS  ARE  BAD 

A writer  is  wise  to  leave  out  long  intro- 
ductions. Usually  all  that  is  necessary  is  a 
brief  statement  to  the  effect  that  there  is  a 
need  for  certain  information  to  fill  a gap  in 
the  world’s  knowledge,  or  to  settle  a con- 
troversy. The  writer  will  then  say  that  he 
thinks  he  has  filled  the  gap  or  helped  to 
settle  the  controversy.  In  other  cases,  he 
will  say  that  he  has  discovered  something 
new,  or  tried  a new  drug,  or  described  a 
new  syndrome.  Only  occasionally  need  he 
mention  much  of  the  history  of  his  subject. 
This  sort  of  thing  is  best  done  in  a review 
article. 

The  worst  thing  a man  can  do  is  to  write 
pages  of  introduction  filled  with  tiresome 
statements  the  truth  of  which  everyone 
knows,  such  as  that  the  etiology  of  the  dis- 
ease under  discussion  is  obscure  and  that 
some  have  said  this  and  some  that  without 
getting  anywhere.  Nothing  should  be  left 
in  that  might  cause  a reader  to  lose  interest 
and  stop  before  he  gets  to  the  meat  of  the 
article.  The  ablest  writers  try  at  the  start 
to  so  grip  the  interest  of  the  reader  that  he 
will  want  to  go  on  and  see  what  was  done 
and  found. 

ON  HOLDING  THE  READER’S  INTEREST 

Having  excited  interest  the  writer  will 
try  to  hang  on  to  it.  The  last  thing  he  will 
want  to  do  will  be  to  put  in  extraneous  or 
uninteresting  material  which  will  cause  the 
reader  to  give  up. 

Many  writers  discourage  their  readers  by 
inserting  early  in  the  paper  a page  or  two 
on  needless  statistics  or  on  the  technic  used. 
Sometimes  information  as  to  technic  is 
needed  at  the  start  to  give  the  reader  an 
idea  of  what  was  done,  hut  at  other  times 
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the  details  will  be  of  a type  that  will  not 
interest  anyone  except  those  few  men  who 
are  doing  research  in  this  field  and  who  may 
want  to  repeat  the  experiments  or  to  see 
wherein  these  differed  from  some  that  were 
done  before.  A wise  writer  will  then  put 
these  details  in  an  appendix  at  the  end  of 
his  article  where  they  will  not  interrupt  the 
flow  of  the  argument. 

ON  NOT  INCLUDING  FOREIGN  MATTER 

No  material  should  be  put  in  which  is 
foreign  to  the  topic.  For  instance,  a man 
writing  on  terminal  ileitis  should  not  inci- 
dentally describe  a new  operation  which  he 
has  devised  for  making  an  artificial  anus, 
and  then  not  mention  this  in  the  title.  Any- 
thing published  without  a title  which  will 
be  well  listed  in  the  Quarterly  Cumulative 
Index  Medicus  is  buried  and  lost.  For  in- 
stance, Jacobi,  who  discovered  the  interest- 
ing reverse  peristalsis  in  the  right  side  of 
the  colon,  buried  his  note  on  it  in  an  article 
on  Colchicum  poisoning! 

Many  a discussion  of  the  literature  with 
a large  bibliography  should  also  be  left  out. 
It  would  be  better  either  to  say  that  a bibli- 
ography of  several  hundred  titles  is  to  be 
found  in  a recent  article  by  so-and-so,  or  to 
write  a separate  review  article. 

Big  tables  should  usually  be  left  out  be- 
cause so  few  readers  stop  to  study  them, 
and  the  cost  of  setting  them  is  great.  Often- 
times the  data  in  several  tables  could,  with 
great  advantage,  be  shown  in  a graph  or 
two  or  could  be  summarized  in  a couple  of 
sentences.  The  reader  does  not  want  to 
have  to  stop  and  dig  out  the  information; 
he  wants  it  epitomized  and  given  him  by 
the  author. 

ON  AVOIDING  LONG  DISCUSSIONS  WITH 
MUCH  THEORIZING 

The  discussion  of  the  data  should  often 
be  short.  Efforts  to  explain  phenomena  as 
due  to  blockage  or  stimulation  of  one  or 
other  set  of  autonomic  nerves  usually  do  not 
help  much  and  do  not  do  the  author  credit. 
It  will  be  better  to  report  the  findings  and 
let  future  research  show  what  their  sig- 
nificance was.  Often  a writer,  by  his  dog- 
matic statements  and  questionable  interpre- 
tations and  theorizing,  only  antagonizes 
those  abler  readers  whom  he  would  like 
most  to  impress  favorably. 


ON  MAKING  A GOOD  SUMMARY 

The  summary  should  be  written  with 
particular  care,  because  today  most  readers 
and  most  abstracters  read  only  this  part  of 
an  article.  When  a writer  fails  in  his  sum- 
mary to  mention  all  the  important  things 
he  found,  he  cheats  himself. 

ON  SHORTENING  CASE  REPORTS 

Most  case  reports  could  be  shortened 
with  advantage.  Let  us  say  a man  studied 
a case  in  which  a colonic  diverticulum  rup- 
tured into  the  stomach.  This  might  be 
worth  a report,  but  it  should  not  run  four- 
teen or  twenty  pages.  All  that  is  needed  is 
to  tell  briefly  what  the  symptoms  were 
which  might  perhaps  be  attributed  to  the 
lesion.  No  one  wants  to  hear  about  the 
man’s  varicose  veins,  his  hernia,  or  his  bun- 
ions. The  writer  need  mention  only  those 
essentials  in  the  history  and  findings  which 
led  to  the  diagnosis — if  it  was  made  before 
operation  or  death.  The  findings  at  opera- 
tion or  necropsy  should,  again,  be  described 
briefly,  with  all  extraneous  matter  left  out. 
The  readers  will  not  care  to  know  just  when 
the  patient  was  admitted  to  the  hospital, 
what  doctor  sent  him  in,  and  what  his  fam- 
ily was  like.  Neither  will  they  want  to  know 
about  the  findings  which  had  no  signifi- 
cance, such  as  cervical  ribs,  a small  vari- 
cocele, or  a hypertrophied  prostate. 

Many  a young  clinican  seems  too  anxious 
to  impress  his  fellows  with  the  thorough- 
ness with  which  he  works  up  his  cases;  all 
he  really  succeeds  in  doing  is  to  bore  them. 
In  purely  medical  reports  many  a writer 
tells  even  what  anesthetic  was  used  at  the 
operation;  just  how  the  abdomen  was 
opened  and  closed,  and  how  many  liters  of 
salt  solution  were  given  during  convalesence. 
Who  wants  to  know  those  details?  Simi- 
larly, in  the  report  of  the  necropsy,  who 
wants  to  know  the  details  about  the  whole 
body?  In  our  hypothetical  case,  readers  will 
be  interested  in  perhaps  two  things:  (1) 
how  the  diverticulum  came  to  rupture  into 
the  stomach,  and  (2)  how  they  might  rec- 
ognize a case  of  this  disease  if  they  ever 
were  to  see  one. 

ON  REWRITING 

There  probably  never  was  a good  paper 
which  was  not  worked  over  several  or  many 
times.  The  writer  will  do  well  to  search 
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through  his  pages  for  every  sentence  and 
word  that  can  be  deleted  without  taking 
from  the  essential  message.  Every  sentence 
that  is  vague  should  be  rewritten  until  it 
can  have  but  one  meaning  and  that  an  ob- 
vious one.  Finally,  the  writer  who  would 
have  his  papers  widely  read  will  do  well  to 
use,  when  possible,  the  short  Anglo-Saxon 
word  rather  than  the  long  one  of  Latin  or 
Greek  derivation.  This  makes  for  easier 
reading;  and  the  tired  doctor,  when  he 
comes  home  at  night  from  what  he  hopes 
is  his  last  call,  much  appreciates  easy  read- 
ing, with  simple  English  words  and  short 
and  simply  constructed  sentences. 


ANNUAL  REPORT  OF  THE  WOMAN’S 
AUXILIARY  TO  THE  MEDICAL 
SOCIETY  OF  DELAWARE 

Mrs.  Richard  Comegys,  President 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  Delaware  is  100  percent  organ- 
ized and  has  had  an  increase  of  22  new 
members  this  year.  Each  county  has  been 
active  in  the  State  program. 

The  Auxiliary  has  increased  its  contribu- 
tion to  the  American  Medical  Education 
Foundation  172  percent  over  last  year’s 
total.  The  counties  have  contributed  100 
percent.  The  increase  was  achieved  through 
a request  for  a per  capita  quota  of  one  dol- 
lar and  through  memorial  contributions. 
The  counties  cooperated  with  the  80  Dimes 
Campaign  through  individual  efforts. 

Every  county  has  a Today’s  Health  chair- 
man. Booths  were  set  up  at  the  annual 
meeting  to  solicit  subscriptions.  The  total 
number  of  subscriptions  for  this  year  is  242. 
The  “Bulletin”  chairman  solicited  subscrip- 
tions with  some  increase  in  number,  total- 
ing 45  subscriptions. 

The  Auxiliary  has  enjoyed  close  coopera- 
tion with  the  Medical  Society  of  Delaware 
and  met  with  the  Advisory  Committee  once 
during  the  year. 

Due  to  the  small  size  of  Delaware,  the 
President  is  able  to  keep  in  close  contact 
with  members  in  each  of  the  three  counties 
and  has  been  able  to  carry  on  statewide 
projects  on  that  basis.  In  public  relations, 
the  Auxiliary  had  a good  year.  Individual 
members  have  given  innumerable  hours  of 


service  to  the  boards  of  hospitals,  the  Presi- 
dent-elect serving  as  a very  active  member 
of  the  Auxiliary  to  the  State  Hospital.  The 
New  Castle  Auxiliary  has  held  teas  for  the 
patients  at  the  State  Hospital.  Literature 
has  been  sent  to  the  local  schools  and  the 
president  of  the  Auxiliary  has  provided  one 
program  for  a local  P.  T.  A.  and  has  par- 
ticipated in  two  more.  Members  have  as- 
sisted in  the  Spring  Round  Up  for  physical 
examinations  of  children  entering  the  first 
grade  next  Fall.  Through  individual  par- 
ticipation, the  Auxiliary  has  contributed 
many  hours  of  service  to  the  Community 
Health  projects,  including  Chest  X-ray 
Centers,  Cancer  Drives,  Polio  Drives,  Red 
Cross,  etc.  Speakers  have  been  procured 
for  School  P.  T.  A.  programs  through  the 
State  Board  of  Health.  Several  members  of 
the  Auxiliary  are  serving  as  Brownie  Lead- 
ers and  Den  Mothers  for  the  Scouts. 

The  Legislative  chairman  has  kept  the 
members  informed  of  pertinent  develop- 
ments in  legislation  both  on  the  local  and 
national  level.  Letters  were  written  to  the 
Congressmen  of  Delaware  re:  Bill  HR  7225. 

The  publicity  for  the  Auxiliary  this  year 
has  been  increasingly  good  in  that  more 
news  has  been  published  in  the  smaller 
papers  covering  the  State.  News  releases 
have  been  sent  and  published  simultane- 
ously in  several  small  town  papers.  The  lo- 
cal radio  station  in  Dover  gave  two  personal 
interview  programs  for  the  publicizing  of 
the  Mental  Health  program  sponsored  by 
the  Auxiliary  in  Dover  during  Mental 
Health  Week.  Two  window  displays  were 
set  up  in  pharmacy  windows  for  Mental 
Health  Week. 

The  Nurses’  Scholarship  Fund  has  been 
continued  and  a total  of  twelve  scholarships 
were  awarded  this  year,  four  being  financed 
by  the  Auxiliary  Fund,  eight  by  the  Rotary 
Club  of  Wilmington  and  one  by  the  Zeta 
Chapter  of  the  Beta  Sigma  Phi  Sorority  of 
Wilmington.  The  Scholarship  Committee 
reviewed  the  applications,  interviewed  appli- 
cants and  screened  them  for  the  awarding 
of  the  scholarships.  This  was  done  under 
the  able  leadership  of  Mrs.  Oscar  N.  Stern. 
The  Auxiliary  cooperated  with  the  Del- 
aware League  of  Nursing  this  year  in  put- 
ting on  an  all  day  Career  Conference  in 
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Dover  on  April  28th.  There  were  approxi- 
mately four  hundred  students  present.  The 
Auxiliary  assisted  in  providing  luncheon 
and  transportation. 

The  outstanding  achievement  this  year 
was  the  sponsoring  of  a Mental  Health 
Program,  “Your  Emotional  and  Mental 
Health”,  given  in  Dover  during  Mental 
Health  Week  on  May  2nd.  Dr.  Paul  H. 
Stevenson  of  Baltimore  was  the  guest 
speaker  and  conducted  a question  and  an- 
swer period  after  his  address.  The  Auxiliary 
was  assisted  by  the  State  Mental  Health 
Association. 

The  Civil  Defense  Chairman  has  carried 
out  in  every  possible  way  the  recommenda- 
tions of  the  National  Chairman.  Letters 
and  literature  were  mimeographed  and  dis- 
tributed to  every  member  of  the  Auxiliary 
throughout  the  State.  Several  members 
have  participated  in  Home  Nursing  Courses. 

The  President  has  cooperated  with  the 
State  Chairman  of  the  Federated  Women’s 
Clubs  in  Safety  and  has  relayed  their  recom- 
mendations to  the  members  of  the  Auxili- 
ary. The  President  was  invited  to  partici- 
pate in  the  Eastern  Regional  Conference  on 
Traffic  Safety  by  the  President’s  Committee 
but  was  obliged  to  send  regrets  due  to  State 
Annual  Meetings,  to  which  she  had  already 
accepted  invitations  to  attend. 

The  New  Castle  Auxiliary  continues  to 
meet  one  night  a month  to  sew  garments 
for  the  Visiting  Nurses’  Association  in  Wil- 
mington. The  Kent  County  Auxiliary  pre- 
pares cancer  dressings  for  use  in  private 
homes  for  the  Cancer  Society. 

Since  assuming  office  in  October,  1955, 
the  President  has  attended  the  State  An- 
nual Meetings  of  New  York  and  Maryland, 
the  mid-year  conference  in  Chicago  in  No- 
vember and  the  Annual  Convention  in 
Chicago  in  June.  She  has  appeared  on  the 
radio  interview  for  publicity  for  the  Mental 
Health  Program.  On  the  local  level  there 
have  been  four  executive  committee  meet- 
ings and  the  President  has  attended  one 
meeting  in  Sussex  County  and  every  Kent 
County  meeting,  serving  as  guest  speaker 
in  both  Sussex  and  Kent  Counties.  The 
President  attended  the  card  party  of  the 
New  Castle  Auxiliary  given  for  the  Nurses’ 
Scholarship  Fund,  attended  one  meeting  of 


the  Delaware  League  of  Nursing  in  prepara- 
tion for  the  Career  Conference,  attended  the 
luncheon  for  the  formal  opening  of  the  new 
kitchen  at  Stockley  Home,  and  modeled  in 
a fashion  show  given  by  nurses  of  Kent 
General  Hospital,  Dover,  Delaware. 

As  president  of  the  Auxiliary  the  most 
gratifying  experience  during  the  year  has 
been  the  complete  and  enthusiastic  coopera- 
tion of  the  entire  executive  board  and  the 
willingness  of  each  member  to  do  a little 
more  than  was  asked  of  her.  It  has  been  a 
privilege  and  a pleasure  to  serve  the 
Woman’s  Auxiliary  to  the  Medical  Society 
of  Delaware. 


A GUIDE  TO  THE  WORKMAN’S 
COMPENSATION 
STATUTE  OF  DELAWARE 

There  has  been  a trend  in  recent  years 
for  the  existing  patterns  of  social  legislation 
to  shift  and  change  as  new  agencies  and 
areas  of  responsibility  are  created.  Work- 
men’s Compensation  is  not  a new  concept. 
It  has  a history  of  45  years  of  practical  ap- 
plication in  this  country  and  21  years  in 
Delaware  alone.  There  have  been,  however, 
numerous  changes  in  the  law  in  the  past 
few  years,  including  some  enacted  by  the 
current  session  of  the  General  Assembly. 

This  is  an  attempt  to  bring  to  the  Del- 
aware physician  a current  interpretation  of 
this  state’s  Workman’s  Compensation  Stat- 
ute as  it  affects  him.  It  has  been  prepared 
from  material  supplied  by  the  Council  on 
Industrial  Health  of  the  American  Medical 
Association  and  the  International  Associa- 
tion of  Industrial  Accident  Boards  and 
Commissions.  This  material  has  been  adapt- 
ed to  the  specific  provisions  of  the  Del- 
aware law  in  cooperation  with  Mr.  Frank  A. 
Lawson,  Secretary  of  the  Industrial  Acci- 
dent Board  of  the  State  of  Delaware,  for 
whose  assistance  we  are  very  grateful. 

Introduction 

Since  1935  the  Workmen’s  Compensation 
Statute  of  the  State  of  Delaware  has  been 
a social  measure  whereby  certain  employers 
provide  their  employees  with  cash  benefits 
and  medical  care  for  injuries,  disease,  or 
death  arising  out  of  and  in  the  course  of 
employment. 
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The  statute  is  compulsory  for  all  employ- 
ers, engaged  in  hazardous  or  non-hazardous 
businesses,  who  have  3 or  more  employees. 
Agricultural,  domestic,  and  casual  em- 
ployees are  excluded.  However,  excluded 
employees  may  be  covered  if  employers 
elect  to  accept  the  provisions  of  the  statute. 
Employers  insure  their  Workmen’s  Com- 
pensation liability  with  private  insurance 
companies,  although  certain  large  employers 
are  self-insurers. 

Administration  of  the  statute  is  the  func- 
tion and  responsibility  of  the  Industrial 
Accident  Board.  The  Governor  appoints 
the  3 member  Board  for  overlapping  6 year 
terms,  by  and  with  the  consent  of  the  State 
Senate. 

The  office  of  the  Industrial  Accident 
Board  is  located  at  907  Shipley  Street,  Wil- 
mington. Inquiries  may  be  addressed  to  the 
Secretary  of  the  Board  by  mail  or  by  tele- 
phone at  OL  8-5279. 

In  order  for  an  employee  to  be  eligible 
for  medical  care  under  the  Workmen’s 
Compensation  Statute,  four  essential  ele- 
ments must  exist.  They  are:  (1)  employer 
subject  to  the  statute;  (2)  employer-em- 
ployee relationship;  (3)  injury,  disease  or 
death  arising  out  of  and  in  the  course  of 
employment;  and  (4)  notice  of  occupational 
injury  or  disability  given  to  the  employer 
within  90  days  in  the  case  of  accident  or 
injury,  or  5 months  in  the  case  of  occupa- 
tional disease.  The  Statute  does  not  en- 
compass the  unlimited  field  of  personal  in- 
jury or  disability  and  the  jurisdiction  of  the 
Board  is  strictly  governed  by  statutory  limi- 
tations. Occasionally,  physicians  will  en- 
counter cases  where  questions  arise  con- 
cerning one  or  more  of  these  elements. 
General  information,  including  the  name  of 
the  employer’s  insurance  representative, 
may  be  obtained  from  the  administrative 
agency.  Questions  regarding  medical  care 
in  specific  cases  should  be  discussed 
promptly  with  the  employer. 

Physician  Selection 

Since  the  employer  is  required  to  furnish 
medical  care,  he  may  exercise  his  statutory 
right  to  select  the  attending  physician.  In 
case  the  employer  fails  or  refuses  to  provide 
or  designate  a physician,  the  employee  may 
choose  his  own  physician.  The  employee 
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may,  upon  application  to  the  Board,  change 
from  a company-designated  physician  to 
one  of  his  own  choice.  Such  a move  would 
ordinarily  be  in  the  interest  of  the  patient’s 
peace  of  mind,  and  since  the  procedure  is 
recognized  by  law,  it  should  be  accepted 
by  the  physician  involved. 

An  injured  employee  may  not  initially  en- 
gage a physician  except  on  authorization  of 
the  employer,  or  in  an  emergency,  or  unless 
he  expects  to  pay  the  cost  of  medical  care 
himself.  Nor  may  an  injured  employee, 
while  under  treatment,  change  from  one 
physician  to  another,  except  on  authoriza- 
tion of  the  employer  or  the  Board.  An  em- 
ployee seeking  change  of  physician  should 
first  apply  to  the  employer,  stating  in  full 
his  reasons  for  the  request.  If  the  employer 
refuses  the  request,  the  employee  may  seek 
the  approval  of  the  administrative  agency. 
In  the  event  the  employee  makes  such  a 
change  without  advance  approval  of  the 
employer  or  the  administrative  agency,  he 
must  be  prepared  to  assume  these  expenses 
himself,  or  to  prove  improper  treatment  by 
the  employer’s  physician. 

Occasionally  a physician  will  receive  a 
transferred  case.  Upon  receiving  such  a 
case,  he  should  promptly  ascertain  if  the 
transfer  has  been  authorized  and  notify  the 
employer  of  his  reception  of  the  case.  There 
should  be  no  hesitancy  on  the  part  of  the 
first  physician  selected  to  relinquish  the 
right  of  further  treatment.  He  should  co- 
operate fully  with  the  second  physician 
selected  and  afford  him  full  access  to  his- 
tory and  treatment  already  rendered,  so 
that  the  second  physician  selected  may  not 
be  embarrassed  in  his  treatment  of  the  em- 
ployee. Since  provisions  for  the  transfer  of 
cases  are  implicit  in  the  Statute  they  should 
be  fully  recognized  when  requested. 

There  are  types  of  injuries  requiring 
treatment  which  a general  practitioner  may 
not  be  prepared  to  give.  Physicians  are 
cautioned  against  performing  work  for 
which  they  are  not  qualified,  especially  in 
major  procedures.  In  any  such  case,  they 
should  promptly  communicate  with  the  em- 
ployer and  obtain  authorization  for  refer- 
ence to,  consultation  with,  or  assistance  of 
a recognized  specialist.  If  a patient  is  re- 
ferred by  the  first  attendant  to  a specialist 
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i for  treatment,  the  specialist  should  be  re- 
garded as  the  attending  physician. 

It  is  particularly  important  that  phys- 
i icians  who  are  not  recognized  as  eye  special- 
i ists  hy  the  medical  profession  should  refer 
I serious  eye  conditions  immediately  to  those 
qualified  for  such  services. 

A consultant  may  be  called  upon  not  only 
to  examine  the  patient,  but  also  to  review 
clinical  and  hospital  records  and  reports, 
x-ray  interpretations,  etc.  A consultant 
should  not  take  over  the  case,  except  by 
mutual  understanding  and  agreement.  The 
case  should  remain  that  of  the  attending 
physician  until  discharged  by  him,  unless 
voluntarily  released  to  the  consultant. 
Written  release  is  recommended. 

Except  in  rendering  first  aid,  in  case  of 
emergency,  or  upon  reference  by  the  at- 
tending physician,  a licensed  dentist  should 
obtain  authorization  from  the  employer  be- 
fore performing  any  services. 

Medical  Care 

An  injured  employee  is  entitled,  without 
expense  to  him,  to  medical  care,  treatment 
and  hospitalization  reasonably  necessary. 
It  is  the  prerogative  of  the  attending  phys- 
ician to  determine  the  type,  duration  and 
frequency  of  treatment,  including  hospital- 
ization and  nursing  services.  Such  services 
must  be  provided  in  accordance  with  rec- 
ognized professional  standards  for  the  types 
of  injuries  incurred.  Services  supplementing 
those  prescribed  or  ordered  by  the  attend- 
ing physician  must  be  paid  for  by  the  pa- 
tient. 

In  case  of  emergency,  when  time  does  not 
permit  communication  with  the  employer, 
the  physician  must  of  necessity  act  upon 
his  own  judgment.  He  should  then  promptly 
report  in  detail,  explaining  to  the  employer 
the  necessity  for  his  action. 

Hospitalization  should  not  he  extended 
beyond  the  time  actually  necessary.  When 
the  patient  needs  nothing  more  than  board 
and  room,  or  care  which  can  be  admin- 
istered at  home,  he  must  be  discharged  from 
the  hospital.  The  employer’s  liability  for 
hospitalization  is  limited  to  the  ward  rate, 
except  in  more  serious  cases  and  for  such 
periods  as  the  attending  physician  con- 


siders treatment  in  a semi-private  or  pri- 
vate room  necessary. 

Special  nurses  may  be  provided  in  cases 
of  severe  injury  where  it  is  plainly  evident 
that  such  services  are  required. 

In  the  event  authorization  by  the  em- 
ployer for  medical  care,  treatment  or  hos- 
pitalization is  refused  or  unduly  delayed, 
physicians  should  communicate  with  the 
administrative  agency. 

It  is  essential  that  requests  for  consulta- 
tion be  known  to  the  other  parties  immedi- 
ately concerned. 

If  the  attending  physician  seeks  consul- 
tation, the  employer  should  be  notified  of 
such  request  and  consultations  may  be  as 
frequent  as  the  employer  deems  reasonable. 
If  the  suggested  consultant  is  not  accept- 
able to  the  employer,  another  consultant 
acceptable  to  both  parties  should  be 
selected.  Under  no  circumstances  should 
the  attending  physician  arrange  consulta- 
tion without  proper  notification  and  auth- 
orization unless  an  emergency  exists. 

If  the  employer  seeks  consultation, 
proper  notification  should  be  given  the  at- 
tending physician  and,  preferably,  he  should 
be  given  the  name  of  alternate  consultants 
from  which  he  can  select  one  acceptable  to 
him.  Consultation  can  be  as  frequent  as 
desired  and  the  employer  is  responsible  for 
the  reasonable  expense  of  such  consultation. 
Under  no  circumstances  is  it  ethical  for  the 
employer  to  call  in  a consultant  until  agree- 
ment is  made  with  the  attending  physician. 
If  the  attending  physician  refuses  consulta- 
tion, it  is  proper  for  the  employer  to  place 
the  matter  before  the  Industrial  Accident 
Board. 

Rehabilitation 

The  attending  physician  has  the  best  op- 
portunity and  the  primary  responsibility  to 
aid  the  injured  employee  in  rehabilitation. 

In  cases  of  serious  injury  where  per- 
manent disability  may  result  to  bodily 
parts,  the  attending  physician  should  make 
recommendations  to  the  employer  regarding 
the  advisability  of  referring  the  employee 
to  a rehabilitation  facility  in  order  that  the 
permanent  disability  will  be  reduced  to  a 
minimum  and  the  employee  reconditioned 
for  employment.  In  the  State  of  Delaware, 
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rehabilitation  expense  on  the  part  of  the 
employer  is  voluntary.  Since  some  insur- 
ance companies  own  and  operate  their  own 
rehabilitation  facilities,  employers  should 
always  be  notified  if  such  treatment  seems 
indicated. 

In  cases  where  the  anticipated  permanent 
disability  is  so  severe  that  rehabilitation  to 
employability  through  physical  restoration 
alone  is  not  possible,  the  attending  phys- 
ician should  consult  the  employer  or  the 
administrative  agency  to  see  if  a plan  of  re- 
training in  other  types  of  employment  may 
be  advisable.  These  cases  should  be  evalu- 
ated as  early  as  possible.  If  retraining  in 
other  types  of  employment  is  necessary  and 
feasible,  it  will  be  psychologically  and  finan- 
cially advantageous  to  the  employee  that 
such  training  be  started  while  payments  for 
temporary  disability  are  continuing. 

The  employer  is  required  to  furnish  the 
employee  with  prostheses  when  needed. 
The  attending  physician  should  assist  in 
the  selection  of  the  most  suitable  device 
and  the  subsequent  training  in  its  use. 

Disability  Rating 

The  determination  of  disability  must  be 
in  accordance  with  the  law,  regardless  of 
the  personal  opinions  of  the  physician  as  to 
the  correctness  or  justice  of  the  law.  The 
physician  who  rates  disability  should,  under 
no  circumstances,  concern  himself  with  the 
result  in  number  of  weeks  or  dollars  for 
cash  benefits,  but  confine  himself  strictly  to 
medical  findings. 

Under  the  Workmen’s  Compensation 
Statute,  disability  is  classified  in  the  follow- 
ing manner: 

Total — The  sole  test  is  the  injured  em- 
ployee’s ability  or  inability  to  perform  re- 
munerative employment.  When  an  injury 
causes  temporary  total  disability  to  work 
for  a period  not  exceeding  seven  days,  the 
injured  employee  is  not  entitled  to  cash 
benefits  for  the  first  three  days,  which  is 
designated  the  waiting  period,  unless  he  is 
hospitalized,  in  which  case  benefits  start 
immediately. 

Temporary  partial — When  a worker  is 
sufficiently  recovered  to  do  part-time  or 
light  work,  he  can  receive  up  to  300  weeks 
of  cash  benefits  based  on  the  reduction  of 
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his  regular  wage.  In  these  cases,  physicians  ] 
should  indicate  in  their  reports  what  acts  ' 
customarily  performed  in  employment  the  I 
injured  employee  should  avoid  doing.  | 

Permanent  partial — For  the  purpose  of  ' 
disability  rating,  these  injuries  may  be  di-  [ 
vided  into  two  types:  j 

(1)  Schedule  injuries:  Those  to  arms,  L 
legs,  ears  and  eyes,  as  well  as  any  constit-  * 
uent  part  of  these  members  and  organs. 
Rating  of  these  disabilities  should  be  done 

on  the  basis  of  comparison  between  the  in- 
jured member  or  organ  and  a normal  mem- 
ber or  organ. 

(2)  Non-schedule  injuries:  Those  to 

some  portion  of  the  body  other  than  the 
legs,  arms,  ears  and  eyes  or  their  constit- 
uent parts.  Generally  speaking,  they  are 
injuries  to  the  torso  and  head,  exclusive  of 
eye  and  ear  injuries.  Rating  these  disabili- 
ties should  be  done  on  the  basis  of  a com- 
parison between  the  injury  and  an  injury 
causing  permanent  total  disability. 

The  attending  physician  should  rate  per- 
manent disability  when  he  believes  that  the 
condition  has  reached  a permanent  and  sta- 
tionary state. 

Proportional  rating — In  some  cases  the 
effect  of  an  injury  is  out  of  proportion  to 
the  ordinary  result  of  such  injury,  because 
the  patient  has  a pre-existing  injury  or  in- 
firmity. In  such  cases  the  physician  is 
called  upon  for  his  opinion  as  to  a proper 
apportionment,  since  the  employer  is  liable 
only  for  the  additional  disability  resulting 
from  the  occupational  injury.  The  rule  of 
apportionment  does  not  apply,  however,  to 
death  or  permanent  total  cases.  It  is  limited 
to  permanent  partial  and  temporary  dis- 
ability. 

Medical  Reports 

The  public  character  of  the  Workmen’s 
Compensation  system  gives  rise  to  the  ne- 
cessity for  medical  reports.  The  system  can- 
not be  operated  without  them.  Prompt  and 
complete  reports  enable  employers  to  pay 
cash  benefits  speedily  and  without  interrup- 
tion when  due  an  employee.  Physicians 
have  it  within  their  power  to  hasten  or  de- 
lay these  payments  to  their  patients,  who 
are  usually  in  urgent  need  because  of  their 
unexpected  misfortune. 
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Reports  should  be  made  to  the  employer 
on  blanks  furnished  by  him.  Ordinarily,  the 
I Board  itself  will  not  require  written  reports 
; except  in  cases  of  disputed  claims  or  of  per- 
I centage  ratings  of  disability.  In  such  cases 
I no  particular  form  need  be  used,  but  re- 
ports should  be  typewritten  and  personally 
signed  in  ink  by  the  physician,  with  type- 
written interpretation  of  his  signature  and 
designation  of  his  professional  degree.  The 
language  of  the  Statute  should  be  employed 
in  describing  anatomical  parts.  Identical 
copies  of  reports  should  be  sent  to  the  em- 
ployer and  to  the  administrative  agency. 

The  report  should  include  the  date,  time, 
and  place,  as  well  as  the  manner  in  which 
the  injury  was  incurred.  While  the  patient’s 
past  history  should  be  taken  to  determine 
if  the  physician’s  opinion  or  treatment  of 
the  case  will  be  affected,  only  such  informa- 
tion as  may  be  pertinent  to  proper  treat- 
ment should  be  incorporated  in  the  report. 
The  report  should  also  include  all  objective 
and  subjective  symptoms,  diagnosis,  treat- 
ment given  and  advised,  and  a considered 
estimate  of  possible  time  loss  and  per- 
manent disability,  if  any.  A preliminary 
report  may  be  important  to  the  employer  in 
establishing  reserves  adequate  to  cover  his 
liability  in  the  case.  The  first  report  is  im- 
portant to  the  physician  in  that  it  furnishes 
him  with  an  opportunity,  especially  in  com- 
plicated or  unusual  cases,  to  obtain  author- 
ity in  advance  for  extraordinary  services  or 
procedures. 

The  final  report  must  contain  the  phys- 
ician’s opinion  as  to  the  degree  of  per- 
manent disability,  if  any.  In  case  of  an 
amputation,  the  exact  point  of  amputation 
must  be  clearly  indicated. 

Occasionally  the  attending  physician  may 
observe  in  the  patient  a reluctance  or  re- 
fusal to  cooperate  with  the  physician  in  his 
efforts  to  effect  a speedy  and  complete  re- 
covery from  the  effects  of  the  injury.  Proper 
administration  of  the  Workmen’s  Compen- 
sation Statute  requires  physicians  to  make 
special  and  detailed  reports  in  case  of  an 
uncooperative  patient. 

When  services  are  rendered  by  more  than 
one  physician,  each  attendant  must  make  a 
separate  report,  fully  describing  the  condi- 
tions found  and  treatment  given. 


Consultants  are  duty  bound  to  file  identi- 
cal reports  with  the  employer  and  the  at- 
tending physician.  Reports  of  consultants 
should  include  the  following  information: 
The  date  and  place  of  examination;  the  pa- 
tient’s history  of  injury  and  developments 
to  date  of  examination,  including  work 
status  since  injury  and  at  time  of  examina- 
tion; the  patient’s  past  history  insofar  as 
the  past  history  will  affect  the  doctor’s 
opinion  of  the  patient’s  condition;  the  ex- 
amination findings,  including  x-ray  and  or 
laboratory  findings;  the  diagnosis  and  opin- 
ion; and  apportionment  of  disability,  if  any, 
expressed  in  percentage  between  the  injury 
or  diseases  and  any  other  existing  infirmity. 

Testimony 

Communications  by  a patient  to  his  at- 
tending physician  are  usually  privileged 
and  may  not  be  communicated  by  the  phys- 
ician without  permission.  The  Workmen’s 
Compensation  Statute  creates  an  exception 
to  the  general  law  of  privilege.  Any  phys- 
ician having  attended  an  injured  employee 
may  be  required  to  testify. 

Although  the  Industrial  Accident  Board 
is  an  administrative  body,  designed  to 
streamline  the  processing  of  industrial  in- 
jury claims,  it  is  nevertheless  a court  of  law 
with  the  power  of  subpoena.  The  only  legal 
proceeding  with  which  a physician  will  be 
involved  is  a hearing  before  the  Board. 
Where  circumstances  require,  the  physician 
is  expected  to  appear  personally,  although 
this  is  a relatively  rare  occurrence,  as  writ- 
ten reports  of  physicians  suffice  in  the  great 
majority  of  cases.  Physicians  are  not  gen- 
erally required  to  disclose  confidential  in- 
formation communicated  to  them  for  the 
purpose  of  treatment  which  is  not  necessary 
to  the  proper  disposition  of  the  case. 

The  Board  will  ordinarily  make  every 
reasonable  effort  to  set  a time  for  the  phys- 
ician’s appearance  so  as  to  cause  the  least 
possible  interference  with  his  practice. 

Medical  Fees 

Physicians  may  be  reimbursed  from  one 
of  two  sources  for  services  to  injured  em- 
ployees. If  the  employer  himself  authorizes 
the  physician  to  treat  the  injured  employee, 
or  fails  to  provide  a physician,  the  employer 
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is  directly  liable  to  the  physician  for  ex- 
penses of  treatment. 

If,  on  the  other  hand,  the  employee  re- 
quested the  treatment  without  authoriza- 
tion from  the  employer  or  the  Board,  or  has 
refused  treatment  by  a designated  phys- 
ician, the  physician  must  look  to  the  in- 
jured employee  for  payment. 

In  Delaware,  the  Industrial  Accident 
Board  has  statutory  authority  to  pass  on 
the  reasonableness  of  fees.  The  Board’s  de- 
cisions are  not  based  upon  the  ability  of 
the  employer  to  pay,  but  upon  fair  compen- 
sation to  the  attending  physician.  The 
Board’s  decisions  are  an  attempt  to  set 
reasonable  rates,  including  usual  periods  of 
after-care,  for  its  whole  jurisdiction.  It  is 
recognized  that  there  may  be  variations  in 
some  communities.  If  a fee  is  more  than 
the  customary  charge  in  any  community  for 
similar  services  to  a private  patient,  it  may 
be  contested  by  the  employer  in  an  in- 
dustrial case  treated  in  that  community. 
Fees  in  excess  of  ordinary  amounts  may  be 
in  order.  However,  when  such  exceptional 
charges  are  rendered,  it  should  be  clearly 
explained  in  the  bill  or  by  letter  why  the 
physician  feels  an  excess  charge  is  war- 
ranted. Failure  to  do  so  may  result  in  a 
reduced  payment.  Physicians  are  advised 
that  an  excess  charge  would  not  seem  justi- 
fied because  one  physician  takes  longer  than 
others  to  perform  a specified  procedure.  It 
should  be  based  on  exceptional  technical 
difficulties  encountered  at  the  time  the  pro- 
cedure was  undertaken.  Inasmuch  as  every 
physician  is  expected  to  treat  the  injury  in- 
volved in  the  most  expert  manner,  fees 
cannot  be  determined  by  the  adequacy  of 
results. 

Physicians  can  eliminate  many  questions 
as  to  fees  or  delay  in  payment  if  they  take 
the  simple  precaution  of  keeping  the  em- 
ployer informed  as  to  the  patient’s  condi- 
tion, the  course  of  treatment  and  by  ob- 
taining in  advance  authorization  for  extra- 
ordinary or  prolonged  treatment. 

Fees  will  not  be  approved  for  services  by 
more  than  one  attending  physician  over  the 
same  period  of  time,  except  services  of  con- 
sultants, anesthetists  and  assistants,  pro- 
vided such  individuals  are  qualified  and  it 
is  shown  that  their  services  were  necessary. 


In  a flat  fee  case,  the  employer  is  or- 
dinarily liable  only  for  the  fee  deemed 
reasonable  by  the  Board,  even  when  the 
case  is  transferred  to  another  physician. 
However,  exceptions  to  the  rule  include: 

(1)  For  first-aid  or  emergency  treat- 
ment, the  first  attendant  is  entitled  to 
reasonable  remuneration,  in  addition  to  his 
portion  of  the  flat  fee,  if  any. 

(2)  Reasonable  recompense  will  also  be 
made,  other  than  the  proration  of  the  flat 
fee,  when  the  physician,  conscientiously  and 
sincerely  using  recognized  medical  proce- 
dure for  which  he  is  ordinarily  qualified, 
fails  to  cure  or  correct  the  injury  or  de- 
formity of  the  employee. 

Medical  fee  bills  on  forms  furnished  by 
the  employer,  prescribed  by  the  administra- 
tive agency,  must  be  itemized,  partciularly 
to  show  dates  of  attendance,  nature  and 
extent  of  treatment  and  whether  for  ex- 
amination, dressing  or  operation.  Separate 
bills  must  be  presented  by  each  physician, 
consultant,  and  anesthetist,  in  order  to 
show  the  payment  made  to  the  person  who 
rendered  services. 

If  the  physician  and  employer  cannot 
agree  on  a fee  or  an  additional  fee  in  an 
exceptional  case,  the  dispute  may  be  re- 
ferred to  the  Industrial  Accident  Board. 
The  employer  should  pay  promptly  all  un- 
disputed items,  without  requiring  a receipt 
in  full,  and  give  the  physician  an  explana- 
tion of  his  reason  for  reducing  or  rejecting 
disputed  charges. 

In  the  interest  of  fair  and  impartial 
hearings  the  administrative  agency  is  auth- 
orized to  order  examinations  by  physicians 
who  are  wholly  independent  of  either  the 
patient  or  the  employer.  Such  physicians 
become  witnesses  for  the  Board  at  the  time 
they  appear  relative  to  the  claim  of  the 
injured  employee.  The  fee  established  by 
the  Statute  for  these  services  is  not  to  ex- 
ceed $5.00. 


The  following  letter  has  recently  been 
sent  by  the  Food  and  Drug  Administration 
to  all  pharmaceutical  firms  marketing  pro- 
ducts containing  reserpine  and  Rauwolfia 
serpentina.  We  think  it  is  sufficiently  im- 
portant to  reprint  here. 
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Gentlemen: 

This  letter  is  being  sent  to  all  pharma- 
ceutical firms  holding  effective  new-drug 
applications  for  any  product  containing 
reserpine.  Its  purpose  is  to  make  certain 
recommendations  with  respect  to  the  label- 
ing of  this  drug.  Although  your  current 
labeling  may  already  incorporate  many  of 
the  following  points,  it  is  requested  that 
you  give  them  serious  consideration. 

When  reserpine  was  first  introduced  the 
available  evidence  suggested  that  it  was  a 
drug  of  very  low  toxicity,  with  no  contra- 
indications, and  with  a wide  range  of  safe 
dosage.  As  the  drug  has  been  used  more 
extensively  it  has  become  increasingly  ap- 
parent that  reserpine  is  not  the  innocuous 
substance  it  was  first  thought  to  be,  that 
there  are  contraindications,  and  that  the 
safe  level  for  long  term  outpatient  main- 
tenance is  lower  than  the  originally  recom- 
mended dosage  schedule. 

A number  of  firms  marketing  this  drug 
have  voluntarily  reduced  the  dosage  they 
are  recommending  and  have  added  addi- 
tional warning  statements  in  their  literature 
to  physicians.  Firms  whose  new-drug  appli- 
cations have  recently  become  effective  have 
incorporated  many  of  these  changed  con- 
cepts into  their  labeling.  However,  the 
labeling  of  many  preparations  that  have 
been  marketed  for  a longer  time  fails  to 
reflect  these  new  data. 

Papers  and  exhibits  presented  at  the 
meeting  of  the  American  Medical  Associa- 
tion held  in  Chicago  June  11-15,  1956,  em- 
phasized the  importance  of  apprising  phys- 
icians of  the  latest  information  on  the 
potential  hazards  of  reserpine.  There  is  an 
urgent  need  to  bring  all  reserpine  labeling 
into  conformance  with  the  best  current 
available  knowledge  and  to  insure  that  this 
information  reaches  the  practicing  phys- 
icians. 

In  the  treatment  of  hypertension,  or  of 
anxiety  states  on  an  outpatient  basis,  it  is 
the  present  consensus  that  the  usual  recom- 
mended maintenance  dose  should  be  0.25 
mg.  daily.  While  doses  up  to  1.0  mg.  daily 
may  safely  be  recommended  for  the  initia- 
tion of  therapy,  they  usually  should  not  be 
continued  for  longer  than  a week.  No 
substantial  benefit  is  obtained  by  larger 


doses  sufficient  to  compensate  for  the  added 
hazard.  An  occasional  patient  may  require 
up  to  0.5  mg.  daily  as  a maintenance  dose, 
but  if  adequate  response  is  not  obtained 
from  this  dosage,  it  is  well  to  consider  add- 
ing another  hypotensive  agent  to  the  regime 
rather  than  increasing  the  dose  of  reserpine. 

Continued  use  of  reserpine  in  doses  of 
0.32  mg.  daily  has  been  shown  to  increase 
gastric  secretion  and  gastric  acidity  in  a 
significant  number  of  cases  whereas  daily 
doses  of  0.25  mg.  have  not  been  shown  to 
do  so.  Doses  of  0.5  mg.  daily  for  as  short 
a time  as  two  weeks  produced  this  effect  in 
most  of  the  individuals  tested  and  have 
resulted  in  massive  gastro-intestinal  hem- 
orrhage or  perforation  of  an  ulcer.  More 
important,  reserpine  in  daily  doses  of  0.5 
or  1.0  mg.  produces  severe  depression  in  a 
significant  number  of  individuals,  and  has 
precipitated  a very  considerable  number  of 
suicidal  attempts,  some  of  them  successful. 
Many  of  these  depressions  have  been  severe 
enough  to  necessitate  long-term  hospitaliza- 
tion in  psychiatric  institutions.  For  these 
reasons  it  is  believed  that  reserpine  in  daily 
doses  above  0.25  mg.  is  contraindicated  and 
in  lower  doses  should  be  used  with  caution 
in  patients  with  a history  of  mental  depres- 
sion, peptic  ulcer  or  ulcerative  colitis.  Fur- 
thermore, physicians  should  be  specifically 
cautioned  with  respect  to  the  danger  of  de- 
pression, and  should  be  urged  to  follow  their 
patients  carefully  with  this  in  mind,  and  to 
alert  responsible  members  of  the  family  to 
the  hazards.  The  same  general  principles 
should  apply  to  the  labeling  of  Rauwolfia 
serpentina. 

The  optimal  dose  of  reserpine  in  the  treat- 
ment of  institutionalized  psychotic  patients 
is  not  equally  well  established.  There  is  no 
general  agreement  as  to  the  safety  of  dos- 
ages higher  than  5 mg.  daily,  and  it  is  be- 
lieved that  the  usual  maintenance  dose 
should  be  stated  as  2.0  mg.  daily.  Labeling 
of  the  higher  strength  tablets  of  reserpine 
intended  for  neuropsychiatric  use  should 
contain  prominent  warnings  that  reserpine 
should  be  discontinued  for  approximately 
one  week  before  instituting  shock  therapy, 
since  it  may  result  in  increased  severity  of 
convulsions,  respiratory  difficulty,  and  other 
complications;  that  a syndrome  suggestive 
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of  Parkinsonism  develops  frequently  in  pa- 
tients on  large  doses  of  reserpine  but  is 
usually  reversible  upon  lowering  the  dosage 
or  discontinuing  the  drug;  and  that  the  pos- 
sible dangers  of  hypotension  and  fluid  re- 
tention should  be  borne  in  mind  when  large 
doses  are  used  in  debilitated  patients  or 
those  with  cardiac  disease. 

Reserpine  tablets  of  0.1,  0.25  or  0.5  mg. 
are  suitable  for  the  treatment  of  hyperten- 
sion and  mild  anxiety  states.  Reserpine  tab- 
lets of  0.75  mg.  potency  or  higher  are  suit- 
able only  for  use  in  the  neuropsychiatric 
treatment  of  hospitalized  patients  under 
carefully  controlled  conditions,  and  the 
labels  should  state  “For  neuropsychiatric 
use  only.”  In  view  of  the  wide  variety  of 
dosage  forms  available  it  is  important  that 
the  label  declaration  of  the  strength  of  the 
tablet  should  be  very  prominent,  and  prefer- 
ably should  be  of  a different  color  from  the 
rest  of  the  label  in  order  to  obviate  any 
chance  of  1.0  mg.  tablets,  for  instance,  be- 
ing dispensed  in  error  as  0.1  mg.  tablets. 

In  our  opinion  it  is  important,  in  the  in- 
terests of  safety,  to  incorporate  the  above 
concepts  in  your  labeling  for  reserpine.  Ac- 
cordingly, it  is  requested  that  your  labels 
and  labeling  be  revised,  if  indicated,  to  re- 
flect the  changes  suggested  above  and 
submitted  as  a supplement  to  your  new- 
drug  application  at  your  earliest  conveni- 
ence. Your  cooperation  will  be  appreciated. 
Sincerely  yours, 

Ralph  G.  Smith,  M.D. 
Chief,  New  Drug  Branch 
Bureau  of  Medicine 

Continued  from  Page  236 
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The  Morphology  of  Human  Blood  Cells. 
By  L.  W.  Diggs.  M.A.,  M.D.,  Professor  of 
Medicine  and  Director  of  Medical  Labora- 
tories, University  of  Tennessee  and  City  of 


Memphis  Hospitals,  Consultant  in  Hema- 
tology, Armed  Forces  Institute  of  Pathology, 
Washington,  D.  C.,  Dorothy  Sturm,  Instruc- 
tor, Memphis  Academy  of  Arts,  and  Ann 
Bell,  B.A.,  Instructor  in  Medicine,  University 
of  Tennessee.  281  pages  with  31  plates  in 
color  and  54  black  and  white  figures,  W. 

B.  Saunders  Company,  Philadelphia-London 
1956.  $12.00. 

This  book  is  an  atlas  illustrating  the  ap- 
pearances of  normal  and  abnormal  blood 
cells  and,  as  the  author  points  out  in  his 
preface,  is  designed  as  an  aid  to  those  who 
are  learning  the  morphology  of  blood  cells 
in  normal  persons  and  in  disease. 

The  number  of  hematological  atlases  now 
on  the  market,  ranging  from  large,  two- 
volume  German  works  to  small  pocketbook 
sized  volumes,  bears  witness  to  the  difficul- 
ties experienced  by  authors  and  publishers 
in  reproducing  on  the  printed  page  the  true 
appearances  of  stained  blood  and  marrow 
smears  as  actually  seen  by  the  eye  looking 
into  the  microscope.  Really  good  color 
photomicrographs  will  give  excellent  results 
when  taken  as  transparencies  and  when  in- 
finite care  and  patience  are  exhibited  in 
their  production,  but  such  preparations  in- 
variably lose  their  effectiveness  when  re- 
produced in  the  form  of  a book.  Much 
better  reproduction  for  publication  can  be 
prepared  from  drawings  or  paintings,  but 
here  only  too  often  the  artist,  perhaps  un- 
consciously, is  apt  to  use  artistic  license  in 
expressing  with  brush  or  pencil  what  he 
actually  sees  with  his  eyes. 

In  Dr.  Diggs’  atlas,  hematologist  and 
artist  have  combined  their  efforts  with 
commendable  results.  The  plates  in  this 
book  are  excellent  on  the  whole,  although 
as  one  might  expect,  the  cells  are  repre- 
sented somewhat  diagrammatically  in  that 
many  of  their  features  have  been  exagger- 
ated by  the  artist.  This  has  probably  been 
done  in  order  to  fix  in  the  student’s  mind 
the  salient  features  peculiar  to  each  individ- 
ual cell  and  on  this  score  may  be  condoned. 
This  atlas  will  undoubtedly  be  a useful  aid 
to  anyone  engaged  in  the  fascinating  dis- 
cipline of  morphological  hematology,  but 
your  reviewer  must  emphasize  that  there 
is  no  short  cut  to  learning  the  infinite  vari- 
ations in  the  appearances  of  normal  and 
abnormal  blood  cells.  Such  knowledge  can 
only  be  obtained  by  a lifetime  of  study  at 
the  microscope  workbench.  J.  W.  A. 
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CORRECTS  MOST  TYPES  OF  CONSTIPATION 


Metamucif 
Blends  with  the 


Intestinal  Contents, 
Soothes  the  Mucosa 


Metamucil  is  highly  refined; 


it  stimulates  the  bowel 


musculature,  not  the  mucosa. 


When  you  specify  Metamucil  in  con- 
stipation management  you  are  select- 
ing a product  which  has  been  made  at 
least  99.6  per  cent  pure  through  a 
complete  process  of  refinement. 

All  possible  irritants  (rough  parts 
of  the  psyllium  seed,  undesirable  oils 
and  similar  materials)  are  discarded 
during  the  refining  process.  A rela- 
tively small  quantity  of  purified  mu- 
cilloid  powder  is  the  result.  To  this  is 
added  an  equal  weight  of  pure  anhy- 
drous dextrose  to  insure  complete  dis- 
persion in  the  colon. 

Such  meticulous  preparation  as- 
sures that  only  the  bulk-producing 
mucilloid  portion  of  the  psyllium 
seed  remains  and  that  Metamucil  will 
act  as  a purely  “physiologic”  con- 
stipation corrective,  providing  bland 
distention  to  stimulate  the  bowel 
muscularis. 

The  Metamucil  mixture  (formed  by 
adding  water  to  Metamucil)  elicits 
gentle  colonic  reflex  peristalsis.  Evac- 
uations are  normally  formed  and  are 
not  irritating.  The  bowel  stimulation 
imparted  by  Metamucil  is  only  suffi- 
cient to  clear  the  colon  of  its  contents; 
patients  are  not  annoyed  by  the  re- 


peated diarrheal  evacuations  that  re- 
sult from  mucosal  irritation  by  drastic 
cathartics. 

The  blandness  of  Metamucil  makes 
it  an  ideal  choice  for  constipation  as- 
sociated with  a soft  diet,  constipation 
of  pregnancy  and  in  the  aged  and  as 
an  aid  in  reestablishing  normal  bowel 
habit  after  anorectal  surgery.  Daily 
use  of  Metamucil  for  a limited  time 
will  often  return  an  atonic  colon  to 
normal  function. 

Metamucil®  is  the  highly  refined 
mucilloid  of  Plantago  ovata  (50%), 
a seed  of  the  psyllium  group,  com- 
bined with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  con- 
tainers of  1 pound— also  4 ounces  and 
8 ounces. 

G.  D.  Searle  & Co.,  Chicago  80, 
Illinois,  Research  in  the  Service  of 
Medicine. 


xxvin 


Delaware  State  Medical  Journal 


September,  1956 


save  the  cigarette  for  later...  £ ^ Time  was  you  had  to  wait  for  a 
local  anesthetic  to  take  hold  —you  waited,  patient  waited,  nurse 

waited.  Now,  rapid  anesthesia....  Blockain*  works  so  fast  that  clinicians  had  to 
describe  it  as  “immediate”  and  “almost  instantaneous.”  It’s  practically  an  under- 
statement to  call  its  action  “rapid.”  Longer  anesthetic  duration....  Besides  being 
able  to  go  to  work  sooner,  you  can  work  at  an  easier  pace.  Blockain  lasts  long  enough 
so  you  can  proceed  from  incision  to  closure  on  one  injection.  You  finish  up  with  a 
neat  suture  line  undistorted  by  repeated  instillations.  The  patient  leaves  uncom- 
plaining and  comfortable,  A busy  clinician’s  experience  ivith  Blockain  in 

fourteen  cases  of  Colles’  fracture:  A single  2-5  cc.  injection  of  Blockain  into  the 
hematoma  produced  anesthesia  in  an  average  of  3 minutes  15  seconds.  The  average 
duration  of  these  operations,  closed  reductions,  was  25  minutes.  Anesthesia  persisted 
beyond  the  time  required  for  reduction  permitting  splints  to  be  applied,  postreduction 
X-rays  to  be  taken  and  the  patients  sent  home  feeling  comfortable.  BLOCKAIN, 
30  cc.,  0.5%  (5  mg/cc.).  Your  office-ideal  local  anesthetic.  For  additional  information 
write  GEORGE  A.  Breon  & company,  1450  Broadway,  New  York  18,  N.  Y. 


'eLOCKAu 


BRAND  OF  PROPOXYCAINE  HYDROCHLORIDE  8RE0N, 


I 


j ORAL  PENICILLIN 

FOR  BETTER 

AND  MORE  CONSISTENT  ABSORPTION 


'^Because  of  the  better  and  more  consistent 
absorption  of  penicillin  V from  the  intes- 
tinal tract,  it  would  appear  that  this  type  of 
penicillin  is  preferable  to  penicillin  G when 
oral  administration  is  to  be  used”^ 

1.  Martin,  W.  J.,  et  al.:  J.A.M.A.  ; 50:928  (March  17) 
1956. 


Fen •Vee* Oral  and  Pen«Vee  Suspension 
permit  new  dependability  in  oral-peni- 
cillin therapy— dependable  stability  in 
gastric  acid,  dependable  and  optimal 
absorption  in  the  duodenum.  ''Not  being 
destroyed  by  acid  in  the  stomach,  as  is 
penicillin  G,  penicillin  V remains  avail- 
able in  larger  amounts  for  absorption.”^ 


Pen 


Oral 


* 


and 


Suspension 


PEN*VEE*Orai  is  Penicillin  V,  Crystalline  (Phenoxymethyl  Penicillin) 
Pen*Vee  Suspension  is  Benzathine  Penicillin  V Oral  Suspension 


'S’ 

Philadelphia  I.  Pa 
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USE 

POLYSPORIN- 


Orand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


to  cfojm  hAMt'Obe^tt^ 


mllo 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V, 
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for 

preventing  and 
treating  upper 
respiratory 
infections 

yt^/ 


tetracycline-antihistamine-analgesic  compound 


Achrocidin  provides  in  one  tablet  all  the  drugs  which  are  often 
prescribed  separately  for  the  prevention  and  treatment  of  cold  com- 
plications — conditions  such  as  otitis,  adenitis,  sinusitis,  and  others. 
This  comprehensive  formula  1)  provides  potent  therapeutic  and 
prophylactic  action  against  a wide  variety  of  infective  organisms, 
2j  relieves  pain  and  discomfort,  3)  depresses  fever,  4)  alleviates 
nasal  congestion. 

Available  on  prescription  only 


Each  tablet  contains: 

Achromycin®  Tetracycline 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  tablets. 


Average  adult  dose:  2 tablets,  4 times  daily 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 

*TR*Oe-MAHK 
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organomercurial  diuretics 
"'...permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition."^}c 

5}^Modell,  W.:  The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 





After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 
Luncheonette 
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. . . part  of  every  illness 

ANXIETY 

is  part  of 

GASTROINTESTINAL 

DISORDERS 


In  every  patient  . . . 
a valuable  adjunct 
to  the  customary  therapy 


Supplied;  Tablets,  400  mg.,  bottles  of  50. 
Usual  Dose:  1 tablet,  t.i.d. 


R 


Philadelphia  1,  Pa. 


anti-anxiety  factor  with  muscle-relaxing  action 


(2’methyl-2-n*propyM. 3-propanediol  dicarbamate 
Licensed  under  U.S.  Patent  No.  2.724.720 
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about 

46  CALORIES 

per  1 8 gram  slice 


BREAD 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  Nafionoi  Bakers  Services,  Inc.,  Chicago 


We  maintain 

prompt  city-wide 
delivery  service 
for  prescriptions. 


si 


yp 


CAPPEAU’S,  INC, 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 


Delawore  Ave. 
8,  Dupont  St. 
Dial  OL  6-8537 


Ferris  Rd.  & 
W.  Gilpin  Drive 
Willow  Run 
WY  4-3701 


» A A 4V«AAA>  A A A A i 


. « « V VV'V  > % « < 


' y*  ^ A A A A A AAA  A»  A A A ^ , 


for  a spastic 


J 


Trasenline-Fiienoliarbilal 


C I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  iO  mg.  phenobarbitaL 


2/22:>H 
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HOW  vagisec  liquid 

PENETRATES 


RECESSES  OF  VAGINA 
AND  EXPLODES 
TRICHOMONADS 
OFTEN  MISSED 

Too  OFTEN  AN  ORDi.NARY  trichonion.Tcide  fails  to 
cure  vaginal  trichomoniasis  because  it  has  little 
or  no  effect  on  parasites  that  are  not  on  the  surface.^ 
Trichomonads  burrowed  deeply  into  the  roughened 
mucosa  survive  and  set  up  new  foci  of  infection.  In 
fact,  even  a few  hidden  trichomonads  remaining 
after  treatment  can  cause  acute  exacerbations.  With 
\’agisec®  liquid  and  jelly  you  can  overcome  this 
most  troublesome  problem. 

Penetrates  thoroughly  — This  new  and  unique  trich- 
omonacide  spreads  out  and  wets  the  entire  vaginal 
surface.  It  rapidly  dissolves  mucinous  materials,  fats 
and  blood  clots. ^ It  penetrates  the  cellular  debris  that 
lines  the  vaginal  walls  and  shields  the  parasites, 
reaching  trichomonads  deep  in  their  hiding  places. 

£-xpIodes  trichomonads  — Vagisec  liquid  actually  ex- 
plodes trichomonads  within  15  seconds  after  douche 
contact. 2 Two  surface-acting  agents  and  one  chelat- 
ing agent  combine  to  weaken  tbe  cell  membrane, 
to  remove  the  waxes  and  lipids,  and  to  denature  the 
protein.  With  its  cell  wall  destroyed,  the  parasite  im- 
bibes water,  swells  and  explodes.  All  this  occurs  within 
15  seconds.  Only  scattered  fragments  remain. 

Proves  highly  effective  — ''X'ith  the  Davis  techniquet 
you  can  now  rid  patients  of  “trich,”  even  cases  that 
have  resisted  other  treatment.  Vagisec  liquid  was 
developed  as  “Carlendacide,”  by  Dr.  Carl  Henry 
Davis,  M.D.,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist. ^ Clinical  trials 
by  more  than  150  physicians  show  better  than  90  per 
cent  success.^ 

Use  licfuid  and  jelly— In  the  Davis  technique,  Vagisec 
liquid  is  used  in  office  therapy.  At  the  same  time, 
liquid  and  jelly  are  prescribed  for  home  use.  They  are 
well  tolerated,  leave  no  messy  discharge  or  stain. 
Office  treatment  — Expose  vagina  with  speculum  and 
wipe  walls  dry  with  cotton  balls.  Then  wash  thor- 
oughly with  a 1:100  dilution  of  Vagisec  liquid.  Re- 
move excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  six  treatments. 

Plome  treatment— Patient  douches  with  Vagisec  liquid 
every  night  or  morning  and  then  inserts  Vagisec  jelly. 
Home  treatment  is  continued  through  two  menstrual 
periods,  but  omitted  on  office  treatment  days.  Douch- 
ing contraindicated  in  pregnancy. 


Pbotomicro0raph  of  secfion  of 
epithelium  of  normal  vaginal 
mucosa,  enlarged  750  times,  sfeoios 
uneven  surface  where  trichomonads 
bide.  V'acisfc  penetrates  surface 
and  explodes  organisms  in 
bard  to~reacb  areas. 


One  course  of  treatment  — “If  the  treatment  has  been 
accomplished  as  directed,”  the  patient  “will  have  no 
flagellates  provided  the  infection  was  limited  to  the 
vaginal  canal ...  A few  women  have  infected  cervical, 
vestibular  or  urethral  glands  and  require  other  types 
of  treatment.”^  Gontinued  douching  with  Vagisec 
liquid  two  or  three  times  each  week  for  eight  to 
twelve  weeks  helps  prevent  re-infection. 

Prevents  coital  re-infection  — Infected  husbands  are 
“. . . a potential  source  of  re-infection  in  wives  suc- 
cessfully treated.”^  Prescribe  for  your  patients  the 
protection  afforded  by  Schmid  high  quality  condoms. 
Specify  the  superior  RAMSES®  rubber  prophylactic, 
transparent,  tissue-thin,  yet  strong.  If  there  is  anxiety 
that  rubber  might  dull  sensation,  prescribe  XXXX 
(fourex)®  prophylactic  skins,  of  natural  animal 
membrane,  pre-moistened. 

Active  ingredients  in  V'acisec  liquid:  Polyoxyethylene  nonyl 
phenol,  Sodium  ethylene  diamine  tetra  acetate,  Sodium  dioctyl 
sulfosuccinate.  In  addition,  Vagisec  jelly  contains  Boric  acid, 
Alcohol  5%  by  weight. 

References:  1.  Davis,  C.  H.,  and  Grand,  C.  G.:  Am.  J. 
Obst.  & Gynec.  68:559  (Aug.)  1954.  2.  Davis,  G.  H,:  J.A..M.A. 
157:126  (Jan.  8)  1955.  3.  Davis,  C.  H.:  VC'est.  J.  Surg.  63:53 
(Feb.)  1955.  4.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7,  pp. 
23-33.  5.  Lanceley,  F.,  and  .McEntegart,  M.  C.:  Lancet  i :668 
(Apr.  4)  1953. 

JULIUS  SCHMID,  LS’C. 

gynecological  division 
423  Vest  55th  Street,  .New  York  19,  .N.  Y. 

Vagisec.  RAMSES  and  XXXX  (foui»e«)  are 
regist<*rpd  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  App.  for 
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the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


S4. 50.0, 000  ASSETS 
$23,800,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 

PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2,  NEBRASKA 


Physicians’  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it’s  insurable  ue  can  insure  it 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
ILMINGTON,  DELA\^  ARE 


METIMYD 


Ophthalmic 

Suspension 


widest 

approach 

.to 


eye  disorders 


combines  prednisolone  and  sulfacetamide 
antibacterial 
antiallergic 
anti-inflammatory 

also  available  as  Metiaayd  Ointment  with  Neomycin 

Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


Schering"' 


ii 

I' 

I 


*T.M. 


MV  .J.2-456 


1 


Schering 


STERILE 

OPHTHALMIC 

PREPARATIONS 


in 

eye  disorders 


. infection 
. inflammation 

• injury 

• allergy 


Sodium  SUI-AMYD,®  brand  of  Sulfacetamide  Sodium  U.S.  P. 

METIMYD,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 

CORTICLORON,®  brand  of  cortisone  acetate  and  chlorprophenpyridamine  preparations. 


•T.M. 


MM.J-I.45& 
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FRAIM’S  DAIRIES 

^ua/tYy  S^ioe/ttcli 

SPtHce  J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


owers 


Geo.  Carson  Bovcl 


at  216  West  10th  Street 

Phone  8-4388 


To  keep 

your  car  running 

Better-Longer 

use  the 

depemUible  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
" P R E M A R I N : 

ividdy  used 
uatnmL  oral 
estrogen 


A Store  for  . . . 

2i*a/eYy  K/((YruYefY  i^oYY:^ 
Kylte  &AiifY 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


AYERST  laboratories 

New  York,  N.Y.  • Montreal,  Canada 
5645 
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WAWASET  ROAD 
(Route  842) 
WEST  CHESTER, 
PENNSYLVANIA 


A recognized  private  psychiatric  hospital.  Complete  modern  diag- 
nostic and  therapeutic  services.  Qualified  physicians  may  retain 
supervision  of  patients. 

Moderate  rates. 

Telephone  West  Chester  3120 

H.  VAN  DER  MEER,  M.D.,  Medical  Director  MRS.  W.  J.  HANLEY,  Superintendent 


developed  by  rice 


FOR  SPECIAL  DIETS 

prescribed  for  patients  who  are  restricted 
to  foods  containing  a minimum  of  fat 
or  salt.  Low  Sodium  Bread  is  specially 
formulated  to  reduce  the  calorie  and 
sodium  content  yet  provide  the  essential 
nutrients  of  enriched  white  bread. 
Analyses  by  three  independent  research 
laboratories  determined  these 
specifications: 

■ 42  milligrams  of  sodium 
per  18.8  gram  slice 

47  calories  per  slice 

LOW  SODIUM  BREAD,  double- 
wrapped  in  aluminum  foil  and  waxed 
paper,  is  delivered  to  the  home  by 
Rice  routemen  and  is  available  at  aU 
Rice  Bake  Shops.  Orders  for  home 
delivery  may  be  placed  by  telephoning 
Mulberry  5-6800  in  Baltimore; 

Olympia  2-1043  in  Wilmington. 

RICE’S  BAKERY 


BALTIMORE  • WILMINGTON 
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Maintaining  Lean  Body  Mass 
in  the  Edentulous  Geriatric  Patient 


KNOX 


Extensive  loss  of  body  protein  can  occur  in  either 
the  spare  or  obese  geriatric  patient.  But  whatever 
the  patient’s  somatotype,  a decrease  in  lean  body 
mass  is  usually  the  result  of  inadequate  protein 
intake  due  to  poor  dentition,  slowed-down  diges- 
tion and  quite  frequently,  unappetizing  main 
dishes. 

Knox  Gelatine  is  an  excellent  non-residue  pro- 
tein which  is  easy  to  chew  and  readily  digested  and 
assimilated.  As  a vehicle  for  many  foods,  Knox 
Gelatine  brightens  bland  diets,  giving  a new  inter- 
est to  jaded  appetites.  As  a concentrated  protein 
drink,  Knox  Gelatine  supplies  seven  out  of  eight 
essential  amino  acids  and  a majority  of  the  other 
amino  acids  composing  protein. 


Specific  suggestions  on  how  to  use  Knox  Gela- 
tine in  different  types  of  geriatric  diets  are  de- 
scribed in  the  booklets  listed  in  the  coupon  below. 


■ Chas.  B.  Knox  Gelatine  Company,  Inc. 

■ Professional  Service  Department 

I Johnstown,  N.  Y. 

I 

■ Indicate  number  of  special  diet  booklets  desired 
j for  your  patients  opposite  title: 

I 

I GERI.ATRIC itrTMTrivr. 

I 

■ DIABETIC rnMVAT  FcrrMT 

■ YOUR  NAME  AND  ADDRESS 

I 

I 

I 

I 

I 

I 
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PARKE 

0^  ^€ne 

• 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Shoe  Last  designed 
to  the  shape 
of  average 
normal  foot^ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  odvice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specificotions. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservofion  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO«PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


MONODRAL-  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

. well  tolerated  gastro  intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

each  tablet  contains:  dosage:  1 or  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mepbobarbital).  trade- 
marks Teg.  U.  S.  Pat.  Off. 

^References  and  clinical  trial  supplies  available  on  request. 
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l^john 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 


5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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George  T.  Tobin  & Sons 

BUTCHERS 

''...in  patients 

with  moderately 

NEW  CASTIE,  DELAWARE 
Phone  N.  C.  3411 

severe  and  severe 
cardiac  failure, 

neohydrin 

PATRONIZE 

OUR 

ADVERTISERS 

is  the  oral  diuretic 
of  choice."* 

:tcMoyer,  J.  H.,  and  others; 

J.  Chronic  Dis.  2:670,  1955. 

0205S 

INDEX  OF  ADVERTISERS 


Abbott  Laboratories xvi,  xvii 

American  Meat  Institute xx 

Ames  Co.,  Inc xliii 

Ayerst  Laboratories  xxxvii 

Bayer  Co xix 

Baynard  Optical  Co xxxvi 
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Physicians  Casualty  & Health xxxvi 
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Schmid,  Julius,  Inc xxxv 

Searle,  G.  D.  & Co xxvii 

Smith,  Kline,  & French xliv 
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Tobin,  Geo.  T xlii 

Upjohn  Co xli 
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NEW  CONCEPT  IN  URINE-SUGAR  TESTING 


CLINISTIX 

TRADEMARK 

REAGENT  STRIPS 

specific  enzyme  test  for  urine  glucose 


just  dip 
and  read 


complete  specificity . . . unaffected  by  non- 
glucose reducing  substances ...  differenti- 
ates glucose  from  other  urine-sugars... 
thousands  of  tests  reveal  no  substance 
causing  o false  positive. 


presence  or  absence  of  glucose  must  be 
determined  rapidly  and  frequently. 
Clinistix  does  not  attempt  to  give  quan- 
titative results  because  so  many  factors  in 
urine  influence  enzyme  reactions. 


extreme  sensitivity . . . detects  glucose  con- 
centrations of  0.1  % or  less. 

utmost  simplicity  and  convenience ...  a 

Clinistix  Reagent  Strip  moistened  with 
urine  turns  blue  when  glucose  is  present. 

qualitative  accuracy ...  used  whenever 


economy  ...  Cli  NiSTix  saves  time  and 
cuts  costs... each  strip  is  o complete  test 
rapidly  performed  without  reagents  and 
equipment. 

available:  Packets  of  30  Clinistix  Re- 
agent Strips  in  cartons  of  12  — No.  2830. 


AMES  COMPANY,  INC 

Ames  Company  of  Canada,  Ltd.,  Toronto 


ELKHART,  INDIANA 


13356 


“ . . . a highly  effective  antiemetic 

and  is  safe  for  use  in  children.”^ 


THORAZINE* 


chlorpromazine,  S.K.F. 


The  safety  and  effectiveness  of  ‘Thorazine’  for  control  of  vom- 
iting in  children  has  been  confirmed  by  a number  of  clinicians. 

Results  in  refractory  cases  have  been  particularly  dramatic. 


"Thorazine’  is  available 
in  ampuls,  tablets  and  syrup 
( as  the  hydrochloride ),  and  in 
suppositories  ( as  the  base ). 

‘Thorazine’  should  be 
administered  discriminately; 
and,  before  prescribing, 
the  physician  should  be 
fully  conversant  with  the 
avadable  literature. 


Pediatric  Bibliography 


1.  Wilder:  The  Use  of  Chlorpromazine  as  an  Anti-emetic  in  Children, 
Arch.  Pediat.  72:197  (June)  1955. 

2.  Daeschner  et  al.:  Chlorpromazine  in  the  Control  of  Vomiting  in 
Children,  Am.  J.  Dis.  Child.  89:525  (May)  1955. 

3.  Steigman  and  Vallbona:  Chlorpromazine,  A Useful  Antiemetic  in 
Pediatric  Practice,  J.  Pediat.  46:296  (March)  1955. 

4.  Steigman  and  Vallbona:  Experience  with  Chlorpromazine  in  Pedi- 
atrics, Internat.  Rec.  Med.  & Gen.  Pract.  Clinics  268:351  (May)  1955. 

5.  Moyer  et  al.:  Clinical  Studies  of  an  Anti-emetic  Agent,  Chlorproma- 
zine.  Am.  J.  M.  Sc.  228:174  (Aug.)  1954. 


:*T.M.  Reg.  U.S.  Pat.  Off. 
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SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  FOUR  OTHER  MAJOR  ANTIBIOTIC  AGEN 


ESCHERICHIA  COLI  BACILLUS  PROTEUS 

(148-227  STRAINS)  (63-104  STRAINS) 


AEROBACTER  AEROGENES 
<143-248  STRAINS) 


PSEUDOMONAS  AERUGINOSA 
(39-70  STRAINS) 


CHLOROMYCETIN 


--ANTIBIOTIC  D 


*This  graph,  based  on  in  ci 
is  adapted  from  Horton  ai 


when  more  than  one  organism  is  involved... 


Chloromycetin" 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mixed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens. 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed.^ 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  only,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms:  “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN  ] and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.”^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 

References:  (1)  Felix,  N.  S.:  Pediat.  Clin.  North  America  3:317,  19.56.  (2)  Joron,  G.  E.;  Fowler,  A.  E; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canad.  M.  A.  }.  73:956,  1955.  (3)  Weil,  A.  J.,  & Stempel,  B.:  Anff- 
biotic  Med.  1:319,  1955.  (4)  Perry,  R.  E.,  Jr.:  North  Carolina  M.  }.  16:567,  1955.  (5)  Jones,  G.  E;  Carter,  B.; 
Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst.  & Gijnec.  5:365,  1955.  (6)  Murphy,  E D.,  & Waisbren,  B.  A.,  in 
Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W.,  & Fultz,  C.  T: 
J.A.M.A.  157:305,  1955.  (8)  Horton,  B.  E,  & Knight,  V:  J.  Tennessee  M.  A.  48:.367,  1955. 


PARKE,  DAVIS  & COMPANY 

DETROIT  32,  MICHIGAN 


50024 


/Mar- 

METRETON 

METICORTEN  (PREDXISOXE)  PLUS  CHLOR-TRIMETOX  IHTU  ASCORBIC  ACID 

For  prompt  and  effective  relief,  especially  in  many  resistant  allergic  disorders,  Metreton 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inflammatory,  anti- 
allergic and  antipruritic  effectiveness,  supported  by  essential  vitamin  C —for  stress 
support  and  for  postulated  effect  on  prolonging  steroid  action  no  better  corticosteroid 
— original  brand  of  prednisone. ..minimal  electrolyte  effects  — Meticorten //o  better  anti- 
histamine— unexcelled  in  potency  and  freedom  from  side  effects  — Ciilor-Trimeton 
effective  against  hay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticaria, 
angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  pruritic 
and  contact  dermatoses. 

formula:  Each  tablet  of  Metreton  provides  2.5  mg.  of  Meticorten  (prednisone),  2 mg.  of  Ciii.or-Trimeton 
maleate  (chlorprophcnpyridamine  maleate),  and  75  mg.  ascorbic  acid. 

supplied;  Metreton  Tablets,  bottles  of  30  and  100. 


I/I ET RETON  /M^d/zy^oy 

iETlCORTELONE  (PREDNISOLONE)  PLUS  CIILOR-TRLMETON  * f 

[juickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
sympathomimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
sives, children,  pregnant  patients  • 

'omposition ; Contains  2 mg.  (0.2%)  Meticoiitelone  acetate  (prednisolone  acc- 
:ate)  and  3 mg.  (0.3%)  of  Chlor-Tri.meton  gluconate  (chlorprophenpyridamine 
jluconate)  in  each  cc. 

'uckuging:  15  cc.  plastic  “squeeze”  bottle,  bo.x  of  1. 

klETRETON,*  brand  of  corticoid- antihistamine  compound;  Meticorte.n,*  brand  of  prednisone; 
Heticortelo.ne,®  brand  of  prednisolone;  Ciilor-Trimeto.n,®  brand  of  chlorprophenpyridamine 
)reparation».  *i.M.  mt.j.576 


K 


as  good  as  it  tastes! 

TETRABOr 


BRAND  OF  TETRACYCLINE  homogenized  mixture 

125  mg.  tetracycline  per  5 cc. 
teaspoonful.  Bottles  of  2 fl.  oz. 
and  1 pint,  packaged  ready  to 
use  (no  reconstitution  required). 
Readily  accepted  delightfully 
different  fruit  flavor  . . . 

Rapidly  absorbed  fine  particle 
dispersion — therapeutic  blood 
levels  within  one  hour  . . . 

Quickly  effective  well-tolerated 
tetracycline  for  prompt  control 
of  a wide  range  of  infections. 


Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.Y. 

[Pfizer) 


♦Trademark 
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relaxes  botli 
the  body 
and  t 


f9r€^l€Png^€t 

iher€M§9jf 


# well  tolerated,  nonaddictive,  essentially  nontoxic 
Q no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 
0 chemically  unrelated  to  chlorpromazine  or  reserpine 
0 does  not  produce  significant  depression 
0 orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscie  spasm. 


^ The  ORIGIMAl  meprobamate 

Miltowxi' 


Tranguilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


2~melhyI-2~n~prop}jUl ,3-propanc(Uol  iUcarbamate — U.S.  Patent  2,721,720 
supplied:  AOO  mg.  scorctt  tablets.  Vsual  dose:  1 or  2 tabtets  t.i.d. 
Literature  and  Samples  Ai'ailable  on  Request 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND  i 


Viceroy 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 


For  the  Smoothest  Taste  in  Smoking! 


Brand  ( 


P n M D A D C I FILTERS  IN  YOUR  FILTER  TIP? 

U U lYI  r A n L I (REMEMBER -THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE') 


Brand  B 


\icero\ 


VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT.  SNOW-WHITE.  NATURAL! 


Viceroy 

filter-  ^ip 

CIGARETTES 

KING-SIZE 


ORAL  PENICILLIN 


FOR  BETTER 

\ND  MORE  CONSISTENT  ABSORPTION 


'^Because  of  the  better  and  more  consistent 
absorption  of  penicillin  V from  the  intes- 
tinal tract,  it  would  appear  that  this  type  of 
penicillin  is  preferable  to  penicillin  G wheri 
oral  administration  is  to  be  used.”^ 

1.  Martin,  W.  J.,  et  al.:  J.A.M.A.  160:92S  (March  17) 
1956. 


Fen •Vee» Oral  and  Pen»Vee  Suspension 
permit  new  dependability  in  oral-peni- 
cillin therapy— dependable  stability  in 
gastric  acid,  dependable  and  optimal 
absorption  in  the  duodenum.  "Not  being 
destroyed  by  acid  in  the  stomach,  as  is 
penicillin  G,  penicillin  V remains  avail- 
able in  larger  amounts  for  absorption.”^ 


Pen'^^e 


Oral 


* 


and 


Suspension 


PEN*VEE*Ora^  is  Penicillin  V,  Crystalline  (Phenoxymethyl  Penicillin) 
PeN'Vee  Suspension  is  Benzathine  Penicillin  V Oral  Suspension 


Philadelphia  1.  Pa 
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in  inflammatory  skin  diseases 


all  the  benefits  of  the  “predni-steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence*'^  ^ indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolis, 
H.  M.  et  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  et  al,  J.A.M.A. 
158:459,  (June  11,)  1955. 


Multiple 

Compressed 

Tablets 


(Buffered  Prednisone) 


ColMeltra 


(Buffered  Prednisolone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  . INC. 
PHILADELPHIA  1.  PA. 


'CO-DELTRA’  and  ‘CO-HYDELTRA*  are  the  iTademarks  of  Merck  & Co..  Inc. 
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ROUTINE 

CO-ADMINISTRA  TION 
MEANS 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 
J.A.M.A.  160:613,  (February 
25,)  1956.  2.  Margolis,  H.  M. 
et  al,  J.A.M.A.  158:454,  (June 
11,)  1955.  3.  Bollet,  A.  J.  et  al, 
J.A.M.A.  158:459,  (June  11.) 
1955. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
SO  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


Merck  sharp  & dohme 

DIVISION  OF  MERCK  a CO  . INC. 
PHILADELPHIA  1.  PA. 


•CO-DELTRA'  and  ‘CO-HYDELTRA’  are  the  trademarks  of  Merck  & Co..  INC. 
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cardiac  patients  have 
fewer  side  effects 
with  diuresis  produced 
by  localized  ;*enal  action 


1 

PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

When  acidosis  is  the  diuretic  mechanism,  as  with  the  carbonic  anhydrase  inhibitors 
and  acidifying  salts,  widespread  effects  on  many  organs  can  be  anticipated. 

In  contrast,  the  dependable  diuresis  produced  by  the  organomercurials— resulting 
from  enzyme  inhibition  localized  in  the  kidney— avoids  these  extrarenal  effects. 


TABLET 

NEOHYDRIN' 

BRAND  OF  CHLORMERODRIN  (is. 3 mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 


02ess 


October.  195G 


Delaware  State  Medical  Journal 


xiii 


KOW  AVAILABLE... 

a iiiiiqiio  now  antiliiotn* 
of  major  iniportanoo 
PlIOVED  EFFECTIVE  AGAIIVST 
SPECIFIC  ORGANISMS 

{staphylococci  and  protcus) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


(Crystalline  Sodium  Novobiocin/ SODIXJM 


SPECTRUM — most  gram-positi\'C  and  certain 
gram-negati\'e  pathogens. 

ACTION  — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis, including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE  —Two  capsules  (500  mg.j  twice  daily 
or  one  capsule  (250  mg.)  tour  times  a day. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘C.ATHOMT  CIN’  is  a trademark  of  Merck  Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  . INC. 
PHILADELPHIA  1 . PA. 


"You  try 
to  scrub  the 
bathtub 
with  your 
back  aching 
morning 
till  nightl” 


"I  don’t  know 
about  bathtubs, 
but  two  days 
ago  I couldn’t 
reach  a 
shelf  higher 
than  that.” 


"That's  nothing. 

1 went  around 

with  my  arm  in 

"1  thought 

a sling  for 

1 was  getting 

nearly  two  weeks- 

too  old 

"That’s  f 1 

1 thought  maybe 

had  to  sleep 

for  high  heels— 

I'm  on  r^ 

1 slept  in  a 

with  a pillow 

low  heels 

feet  ail 

draft.  Never  had 

at  my  back 

didn’t  help. 

but  it  w 

a stiff  neck 

so  1 wouldn’t 

My  leg  hurt 

my  arm:i 

like  this  before.” 

roll  over  on  it.” 

down  to 

bothere. 

the  ankle.” 

. . . safeguarded  relief  all  the  way  across  tl 


Prednisone +Acetylsalicylic  Acid + Aluminum  Hydroxide  + Ascorbic  Ac 

Potent  corticosteroid  anti-inflammatory  action  complemented  by  raj 
analgesia;  doubly  protected  with  antacid  and  supplemental  vitamin 


"Take  it 
from  me, 
you  should 
be  glad 
you  saw  him 
early  in  the 
game  so  he 
could  do 
some  good.” 


"Good?— 
why,  he’s 
got  me  doing 
exercises 
I haven’t  done 
in  years.” 


"My  back 
was  so  tight 
j_  couldn’t 
even  get  on 
and  off 
the  bus; 
now  I can 
climb  stairs.” 


tread  of  common  rheumatic  complaints 


^ Summated,  protective  corticoid-analgesic  therapy 

HGAAAG6N 

corticoid-analgesic  compound  tablets 


• brings  specific,  complemen- 
tary benefits  to  the  treatment 
of  muscle,  ligament,  tendon, 
bursa  and  nerve  inflammation 

• for  the  initiation  of  treatment 
of  milder  rheumatic  disease 

• for  continuous  or  intermittent 
maintenance  in  more  severe 
rheumatic  involvement 
Bottles  of  100  and  1000. 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications : 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


Supplied : Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 
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ataraxic-corticoid 


combining  the  newest,  safest  i the  newest,  most  effective 
tranquilizer,  ATARAX^  steroid,  STERANE® 

■■-ai 

controls  j 

the  symptoms  and  the  p 

apprehension  Ih  1 

In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 
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to  quiet  the  cough 

and  calm  the  patient 


INTEGRATED  ACTION 

1 • Topical  anesthetic  action 

more  powerful  than  that  of  cocaine 


2. 


Antihistaminic  action 

to  help  control  cough,  bronchial  spasm, 
and  allergy-caused  congestion 


3. 

4. 


Sedative  action 

to  allay  nervous  irritability 


Expectorant  action 

to  render  the  cough  productive  by  aiding 
the  secretion  of  protective  mucus 


PHENERGAN® 


"R 

Philadelphia  1.  Pa. 


EXPECTORANT 

Promethazine  Expectorant  with  Codeine;  Plain  (without  Codeine) 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  o potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation.  New  York  13,  N . Y. 
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for  preventing 
and  treating  upper 
respiratory  infections . . . 


Tetracycline-Antihistamine-Analgesic  Compound 


ACHROCIDIN  is  a comprehensive  formula  for  treatment 
of  complications  of  the  common  cold,  particularly  when 
bacterial  sequelae  are  observed  or  expected  from  the 
patient’s  history  or  during  widespread  infections. 

Distressing  symptoms  of  malaise,  headache,  mus- 
cular pain,  mucosal  and  nasal  discharge  are  rapidly 
relieved. 

And  potent  prophylaxis  is  offered  against  other 
diseases,  such  as  otitis  media,  sinusitis,  adenitis,  and 
bronchitis,  to  which  the  patient  may  he  highly  vulner- 
able at  this  time. 


1-EDERI-E  I-ABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY*  PEARI-  RIVER.  N.  Y. 

•trademark 


ACHROCIDIN  is  Convenient  for  yon  to  prescribe  — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
four  times  daily. 

Available  on  prescription  only 


Each  tablet  contains: 

ACHROMYCIN®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets 


. . . part  of  every  illness 

ANXIETY 

is  part  of 


ULCER 


. . functional  nervousness,  including  fatigue  and  anxiety,  was  by  far 
the  greatest  detectable  cause  of  recurrences  of  peptic  ulcer  symptoms,  and 


in  many  instances  it  seemed  likely  that  the  same  etiological  factors  were 


initially  responsible  for  the  ulcer. 


Peptic  ulcer  is  a combination  of  the  emotional  and  the  physi- 
cal. For  total  management,  a combination  of  measures  is  often 
indicated.  Equanil  adds  to  the  adequacy  of  routine  treatment 
by  countering  psychic  stress  as  a stimulant  to  vagal  activity. 
It  combats  the  anxiety  and  tension,  and  encourages  restful 
sleep.2 

In  every  patient ...  a valuable  adjunct  to  the  customary  therapy 


Supplied:  Tablets,  400  mg.,  bottles  of  50. 
Usual  Dose:  1 tablet,  t.i.d. 

1.  Weiss,  E.,  and  English,  O.S.:  Psychoso- 
matic Medicine.  W.  B.  Saunders  Co.,  Phil- 
adelphia, 1949,  p.  358. 

2.  Lemere,  F.:  Northwest  Med.  54:1098 
(Oct.)  1955. 


anti-anxiety  factor  with  muscle-relaxing  action 
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24-hour  control 

for  the  majority  of  diabetics 


GLOBIN INSUUN 

B.  w.  & cor 


a clear  solution 


easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 


magnified  potency 
with  Meti-steroid 
effectiveness  in  allergic 
and  inflammatory  dermatoses 


new 

Metj-Derm  o..mo5* 


with  Meticortelone,  original  brand  of  prednisolone 


• approximately 
twice  the  per  milligram 


anti-inflammatory  activity 
of  topical  hydrocortisone 
• cosmetically  acceptable 
• water-washabie 


for  effective  local  relief  of  allergic 
(atopic  and  contact)  dermatoses,  nonspecific 
anogenital  pruritus. 

formula:  Each  gram  of  water-washable 
AAeti-Derm  Cream  contains  5 mg.  (0.5%)  of 
prednisolone,  free  alcohol,  in  a cosmetically 
acceptable  base. 

packaging:  Meti-Derm  Cream,  0.5%,  10  Gm.  tube. 

Meti-Derm,*  brand  of  prednisolone  topical. 

Meticortelone,®  brand  of  prednisolone. 

*T.M. 


f 


...and  adding  dual  control 
to  Meti-steroid  skin  therapy- 
protection 
against  infection 

new 

Meti-Derm  ointment 

with  Neomycir 


enhanced  effectiveness 
in  allergic,  inflammatory 
dermatoses  when 
minor  infection 
is  present 
or  anticipated 

neomycin  in  addition  to 
prednisolone,  free  alcohol 

— for  protective  coverage  against 
virtually  all  pathogenic  skin 
bacteria  with  a well-tolerated, 
topical  antibiotic. 

formula:  Each  gram  of  > 

Meti-Derm  Ointment  with  Neomycin 
contains  5 mg.  (0.5%)  prednisolone, 
and  5 mg.  (0.5%)  neomycin  sulfate 
equivalent  to  3.5  mg.  neomycin  base. 

packaging:  Meti-Derm  Ointment 
with  Neomycin,  10  Gm.  tube. 


Schering 


METI- 

DERM 

cream 

0.5% 


toad 

I I 


MD-J-656 
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when 

the  condition 
requires 

a reliable 
antiseptic 


specify 

Merthiolate 


(THIMEROSAL,  LILLY) 


^Merthiolate'  is  highly  active  under  virtually  all 
conditions;  is  relatively  nonirritating  and  nontoxic 

'Merthiolate’  is  germicidal  in  dilutions  up  to  1:4,000  in 
serum  media  and  is  relatively  nonirritating  in  the  con- 
centrations suggested  for  use.  It  also  maintains  its  ac- 
tivity in  the  presence  of  soaps.  The  fact  that  'Merthio- 
late’ is  used  as  a bacteriostatic  agent  in  fluids  for  paren- 
teral administration  gives  strong  evidence  of  its  safety. 
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THE  DIAGNOSIS  AND  TREATMENT  OF 
ACUTE  PNEUMONIA* 

William  S.  Middleton,  M.D.** 

In  spite  of  the  advances  of  the  past  twen- 
ty years,  acute  pneumonia  remains  an  im- 
portant medical  problem.  The  emphasis  has 
been  somewhat  modified  by  a clearer  in- 
sight into  the  importance  of  its  etiology. 
In  the  experience  of  the  European  Theater 
of  Operations,  there  occurred  19,477  in- 
stances of  primary  atypical  (viral)  pneu- 
monia as  contrasted  to  12,046  of  established 
bacterial  origin.  Certain  studies  have  ques- 
tioned this  inversion;  but  no  one  doubts  the 
increasing  diagnostic  awareness  of  etiologic 
agents,  other  than  bacteria,  in  the  causa- 
tion of  acute  pneumonia.  Among  these  may 
be  cited  viruses,  rickettsiae,  fungi,  nema- 
todes, and  allergens. 

For  the  recognition  of  acute  pneumonia, 
there  are  certain  least  common  denomina- 
tors. A painstaking  history  will  evolve  the 
experience  of  the  patient  relative  to  acute 
respiratory  infections.  The  exposures  might 
include  similar  indisposition  in  the  family 
and  among  associates.  Close  contact  with 
ill  birds  or  fowl  could  afford  a cogent  clue. 
Travel  in  areas  of  known  endemicity  of  such 
diseases  as  coccidioidomycosis  or  histoplas- 
mosis might  give  a significant  lead.  The  oc- 
cupational hazard  of  brucellosis,  tularemia 
and  Q fever  must  be  borne  in  mind.  The 
natural  course  of  the  disease,  unaffected  by 
therapy,  will  give  helpful  information.  The 
constitutional  reaction  of  the  host,  while 
not  stereotyped,  commonly  follows  distinct 
patterns  with  different  etiologic  back- 
grounds. The  respiratory  symptoms  will  be 
carefully  observed.  A complete  physical  ex- 
amination will  afford  a base-line  for  subse- 
quent observations;  but,  in  the  interest  of 
the  prostrated  patient,  avoid  repetitious  ex- 
aminations that  may  seriously  exhaust  his 

* From  the  Department  of  Medicine  and  Surgery,  Veterans 
Administration.  Presented  before  the  American  Trudeau 
Society  in  Milwaukee,  1955. 

***  Chief  Medical  Director,  Department  of  Medicine  and  Sur- 
gery. 


narrow  reserve.  After  noting  the  pleuropul- 
monary  signs,  especial  attention  will  be  paid 
to  the  condition  of  the  skin  and  mucous 
membranes,  the  quality  of  the  pulmonic  sec- 
ond sound,  the  presence  or  absence  of  ab- 
dominal distension,  and  the  mental  status 
upon  each  visit. 

Routine  urinalysis  and  complete  blood 
counts  are  in  order.  The  urine  chloride  level 
has  a particular  significance  in  pneumococ- 
cal lobar  pneumonia.  The  total  leukocyte 
count  and  its  distribution  have  both  diag- 
nostic and  prognostic  significance.  Blood 
cultures  are  required  in  many  instances. 
Special  immunologic  reactions  obtain  in  the 
pneumonias  of  viral  and  rickettsial  origin. 
Too  frequently,  the  fact  that  the  sputum 
is  the  product  of  the  inflammatory  process 
in  the  respiratory  tract  is  overlooked.  The 
answer  to  the  etiology  and  diagnosis  may 
be  disclosed  in  its  study.  Its  physical  char- 
acter, color  and  odor  should  be  noted.  If 
blood  be  present,  its  amount,  disposition 
and  character  must  be  recorded.  In  bac- 
terial pneumonia,  the  direct  microscopy  of 
the  sputum  should  include  studies  of  the 
agglutination  and  the  phagocytosis  of  bac- 
teria, among  other  details.  Appropriate 
bacteriologic  and  virologic  investigation  will 
be  made. 

Roentgenograms  of  the  thorax  should  be 
a required  element  in  the  study  of  every  pa- 
tient with  pneumonia  in  a hospital.  Supple- 
menting the  history,  physical  examination 
and  other  laboratory  procedures,  the  roent- 
genogram will  constitute  an  objective  record 
for  all  further  comparisons. 

Obviously,  the  scope  of  the  subject  is  too 
broad  for  an  inclusion  of  all  acute  pneu- 
monias. For  clarity  and  definition,  typical 
examples  of  the  several  orders  of  etiology 
have  been  selected  for  emphasis,  and  only 
passing  notice  has  been  paid  to  acute  pneu- 
monia of  lesser  frequence. 
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I.  Bacterial  Pneumonias: 

Pneumococcal  pneumonia  came  into 
sharper  clinical  focus  with  the  attention  to 
the  typing  of  this  organism.  Types  I and 
II  pneumococci  are  infrequent  residents  of 
the  normal  nasopharynx;  but  they  are  the 
forms  usually  responsible  for  major  epidem- 
ics of  pneumococcal  lobar  pneumonia.  The 
higher  numbered  types  of  Group  IV  are 
responsible  for  pneumonia  complicating  sur- 
gery and  debilitating  disorders  in  the  very 
young  and  old.  The  consolidation  from 
these  forms  is  usually  patchy.  While  the 
classical  onset  of  pneumococcal  pneumonia, 
with  a frank  chill,  is  firmly  fixed  in  most 
medical  minds,  a majority  of  patients,  upon 
reflection,  will  recall  an  acute  upper  respira- 
tory infection  several  days  before  the  more 
impressive  episode.  Pleuritic  pain  is  com- 
monly early;  cough,  productive  of  tenacious 
rusty  sputum,  is  especially  significant.  Head- 
ache and  malaise  with  marked  prostration 
obtain.  Dyspnea  and  cyanosis  are  the  rule. 
In  the  classical  course,  a continuous  fever 
of  103°  to  104°F.  persists  for  five  to  seven 
days,  and  terminates  by  crisis  within  12  to 
18  hours.  Delirium  is  common. 

In  addition  to  the  typical  signs  of  massive 
consolidation,  the  anxiety,  play  of  the  alae 
nasi  and  of  the  accessory  muscles  of  respira- 
tion, and  herpes  labialis  (and  nasalis)  will  be 
noted.  Meningismus  is  not  uncommon. 
Gross  pleuritic  friction  rubs  may  be  felt  as 
well  as  heard.  The  pulmonic  second  sound 
is  accentuated.  Neutrophilic  leukocytosis 
(70  to  85  per  cent  of  20,000  to  40,000)  is 
the  rule.  A leukocyte  count  of  less  than 
10,000  in  a patient  with  pneumococcal  lobar 
pneumonia  connotes  a lack  of  resistance 
and  bears  an  ominous  portent.  Leukocyte 
counts  of  over  60,000  in  the  adult  patient 
with  the  same  condition  indicate  an  over- 
whelming infection  — and  a bad  prognosis. 
The  grave  significance  of  persistently  posi- 
tive blood  cultures  should  be  cited;  but,  in 
the  day  of  chemotherapy  and  antimicrobial 
agents,  this  is  a rare  experience.  Agglutina- 
tion and  phagocytosis  of  the  pneumococci 
in  the  sputa  are  evidences  of  the  resistance 
of  the  host.  If  these  phenomena  be  miss- 
ing, the  prognosis  will  be  poor. 


Although  much  study  has  been  given  the 
matter,  the  prophylaxis  of  pneumococcal 
pneumonia  is  limited  to  simple  hygienic 
measures.  Penicillin  is  the  preferred  anti- 
microbial agent  for  the  treatment  of  acute 
pneumococcal  pneumonia.  The  method  of 
its  administration  varies  widely.  In  general, 
the  parenteral  route  is  more  acceptable;  but 
the  recommended  dosage  varies  from  a 
single  dose  of  200,000  units  intra-muscular- 
ly  daily  to  multiples  of  this  dose  given  every 
2 hours.  Suffice  it  to  say,  much  smaller  to- 
tal amounts  than  were  once  deemed  neces- 
sary, have  proven  adequate. 

Aureomycin  and  terramycin  (250  mgm. 
every  4 to  6 hours)  may  be  substituted  for 
penicillin  without  prejudice  to  the  patient. 
Sulfadiazine,  while  quite  efficacious,  is  rare- 
ly used.  Dehydration,  toxemia,  hypoxia 
and  circulatory  failure  must  be  met  by  ap- 
propriate measures,  even  though  the  infec- 
tious background  may  be  under  control. 
Pleural  effusions  are  usually  sterile  in  the 
presence  of  adequate  blood  levels  of  peni- 
cillin. Should  antimicrobial  treatment  be 
delayed  and  empyema  occur,  the  with- 
drawal of  pus  and  the  intrapleural  injection 
of  penicillin  will  usually  obviate  the  neces- 
sity for  surgery. 

An  unusually  virulent  form  of  pneumonia 
may  occur  as  a complication  of  hemolytic 
streptococcal  sore  throat  or  tonsillitis. 
Usually,  it  is  encountered  secondary  to  an 
antecedent  illness;  indeed,  this  complication 
is  the  major  factor  in  the  mortality  of  in- 
fluenza and  measles.  These  viral  infections 
prepare  the  local  soil  in  the  breaching  of 
the  epithelial  barrier  of  the  lower  respira- 
tory tract.  At  the  same  time,  general  re- 
sistance is  lowered  by  the  profound  leuko- 
penia incident  to  these  diseases.  In  the 
presence  of  the  hemolytic  streptococcus,  a 
patchy  hemorrhagic  pneumonia  is  inevit- 
able; and  in  the  pandemic  of  influenza  in 
1918-19,  over  90  per  cent  of  the  deaths  were 
from  this  cause.  The  patient  with  this  form 
of  pneumonia  is  markedly  prostrated. 
Dyspnoea  is  extreme  and,  in  the  very  iU,  the 
cyanosis  may  assume  a heliotrope  hue.  At 
times,  there  is  a marked  bradycardia.  The 
cough  is  productive  of  bloody  sputum, 
which  may  well  into  the  throat  and  mouth 
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in  the  desperately  ill  patients.  Although 
the  patchy  consolidation  may  be  massive  in 
extent,  physical  signs  of  consolidation  are 
rarely  classical.  Dullness  is  widespread;  but 
decreases  rather  than  increases  in  vibratory 
phenomena  and  breath  sounds  prevail. 
Rales  of  varying  qualities  are  heard.  Sero- 
sanguineous  pleural  effusions  are  serious 
complications.  A neutrophilic  leukocytosis 
is  the  rule.  The  hemolytic  streptococcus  is 
readily  isolated  from  the  sputum,  pleural 
fluid  and  even  the  blood.  The  roentgeno- 
gram will  confirm  the  physical  findings  in 
the  lungs  and  pleura. 

Much  thought  has  been  given  to  the  pro- 
phylaxis of  hemolytic  streptococcal  pneu- 
monia complicating  influenza  and  measles. 
The  efficacy  of  penicillin  in  the  active  treat- 
ment of  this  condition  has  led  to  the  con- 
sideration of  its  possible  place  in  its  pre- 
vention. In  the  event  of  a serious  epidemic 
of  measles  or  influenza,  in  which  this  threat 
presented  itself,  certainly  penicillin  would 
be  used  prophylacticly  against  the  hemoly- 
tic streptococcus.  In  the  active  treatment 
of  this  pneumonia,  penicillin  still  is  favored, 
although  aureomycin,  terramycin  and  ery- 
thromycin are  quite  effective.  In  all  in- 
stances, the  antimicrobial  agent  must  be 
continued  for  at  least  a week  after  the  pa- 
tient has  become  afebrile  to  minimize  the 
chances  for  relapse  and  complications. 

Although  staphylococcal  pneumonia  as- 
sociated with  fibrocystic  disease  of  the  pan- 
creas in  infants  and  children  has  received 
a great  deal  of  notice  in  recent  years,  this 
condition  is  occasionally  encountered  in 
adults.  Complicating  influenza,  or  another 
debilitating  disorder,  this  form  of  pneu- 
monia usually  leads  to  patchy  consolida- 
tion with  multiple  tiny  abscesses  in  the 
lung.  The  sputum  is  chocolate  colored  with 
or  without  bloody  streaks.  The  physical 
signs  are  those  of  any  bronchopneumonia. 
The  neutrophiles  are  markedly  increased, 
unless  the  resistance  be  very  low  when  ac- 
tual neutropenia  may  occur  in  the  presence 
of  leukopenia.  In  addition  to  the  radiologic 
evidence  of  diffusely  scattered  densities  of 
varying  size  and  degree,  interspersed  radio- 
lucent  areas  may  afford  an  early  clue  to  the 


etiologic  diagnosis.  Appropriate  bacterio- 
logic  studies  will  clinch  this  point. 

Penicillin  is  the  therapeutic  agent  of 
choice  in  most  patients  with  staphylococcal 
pneumonia.  The  existence  or  the  develop- 
ment of  resistent  strains  of  staphylococci 
constitutes  a major  problem  in  therapy. 
Perhaps,  of  all  of  the  bacterial  pneumonias, 
a knowledge  of  the  sensitivity  of  the  causa- 
tive staphylococci  to  the  various  antimi- 
crobial agents  is  most  essential  to  success- 
ful treatment.  Life  may  depend  upon  the 
early  initiation  of  the  appropriate  choice; 
but  the  in  vitro  results  of  these  studies  must 
not  curb  clinical  trial  of  other  antimicrobial 
agents  if  the  preferred  one  prove  early  in- 
effective. Aureomycin  has  been  particularly 
useful  in  the  staphylococcal  pneumonia  in 
children.  Terramycin  and  erythromycin  are 
relative  newcomers  of  promise.  In  highly 
resistant  infections,  the  addition  of  strep- 
tomycin to  penicillin  may  be  decisive  in 
turning  the  tide.  As  in  the  case  of  strep- 
tococcal pneumonia,  the  antimicrobial 
agent  must  be  continued  for  a week  to  10 
days  after  the  temperature  has  subsided  to 
normal  to  insure  recovery. 

The  Klebsiella  pneumoniae  is  responsible 
for  an  unusual  type  of  pneumonia.  The 
patchy  consolidation  of  the  lung  presents  a 
remarkable  gelatinous  dusky  red  appear- 
ance and  leads  to  irregular  cavitation  upon 
necrosis.  Friedlander’s  pneumonia  is  usual- 
ly a complication  of  some  debilitating  dis- 
order. Prostration  is  pronounced  and  the 
attendant  dyspnoea  and  cyanosis  dispro- 
portional  to  the  evident  degree  of  pulmon- 
ary involvement.  The  temperature  may 
range  from  101°  to  104°F.  The  cough  is 
productive  of  abundant  mucoid,  bloody 
sputum  which  becomes  increasingly  puru- 
lent with  the  advance  of  the  condition.  The 
roentgenologic  appearance  is  highly  sugges- 
tive. Bacteriologic  studies  of  the  sputum 
will  fix  the  etiology  and  blood  culture  may 
occasionally  reveal  the  Klebsiellae  in  the 
more  seriously  affected  patients. 

Streptomycin  is  the  preferred  antimicro- 
bial agent  in  the  treatment  of  Friedlander’s 
pneumonia.  The  recommended  dose  is  0.5 
to  1.  gram  intramuscularly  at  6 hour  inter- 
vals. Its  toxic  action  on  the  eighth  cranial 
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nerve  will  be  borne  in  mind  in  limiting  both 
the  dosage  and  duration  of  streptomycin 
administration.  As  the  sole  therapeutic 
agent,  the  propensity  for  the  evolution  of 
strains  resistant  to  streptomycin  constitutes 
a serious  drawback;  hence,  it  should  be  sup- 
plemented or  supplanted  by  aureomycin, 
terramycin  or  erythromycin  after  the  first 
week.  Antimicrobial  therapy  will  be  con- 
tinued for  2 to  3 weeks  after  the  subsidence 
of  acute  constitutional  symptoms  to  mini- 
mize the  chance  of  relapses  and  complica- 
tions. 

Although  acute  pneumonia  may  be 
caused  by  a host  of  other  bacteria,  viz. 
streptococcus  viridans.  Hemophilus  influ- 
enzae, Mycobacterium  tuberculosis,  Pas- 
teurella  pestis,  Pasteurella  tularensis.  Bru- 
cella among  others,  their  independent  con- 
sideration is  beyond  the  present  purview. 
Nevertheless,  the  definition  of  a specific 
etiologic  agent  will  usually  establish  the 
therapeutic  attack,  particularly  where  a 
sensitivity  can  be  determined. 

II.  Viral  Pneumonias: 

Although  accepted  beyond  a peradven- 
ture  as  etiologic  agents  in  acute  pneumonia, 
the  viruses  occupy  a less  secure  position. 
This  circumstance  stems  largely  from  the 
technical  difficulties  in  their  isolation  and 
identification.  In  certain  instances,  the  im- 
munologic reactions  may  be  the  court  of 
ultimate  appeal.  By  the  same  token,  the 
etiologic  diagnosis  of  viral  pneumonia  must 
not  become  a convenient  scrap-basket,  since 
certain  viruses  may  be  assigned  definite 
causal  roles  in  the  given  patient. 

Among  these  are  the  viruses  of  influenza 
(A,  A^  and  B).  Although  the  major  re- 
sponsibility for  the  high  mortality  from 
pneumonia  in  epidemic  periods  of  influenza 
is  bacterial,  instances  of  uncomplicated 
viral  origin  are  encountered.  Pathologically, 
the  lesions  include  an  acute  tracheobron- 
chial inflammation  to  which  may  be  added 
necrosis.  An  interstitial  monocytic  pneu- 
monia is  characteristic.  Aside  from  the 
constitutional  and  the  upper  respiratory 
symptoms  of  uncomplicated  influenza,  i.e. 
stormy  onset,  chills,  fever,  aching,  prostra- 
tion and  congestion  of  the  nose  and  throat, 
the  marked  cough,  dyspnoea,  cyanosis  and 


accession  of  fever  may  be  the  only  guides 
to  the  pulmonary  involvement.  The  physi- 
cal signs  in  the  thorax  are  usually  minimal 
and  unimpressive.  Roentgenograms  com- 
monly disclose  unexpectedly  extensive 
patchy  consolidation.  Leukopenia  is  the 
rule. 

The  isolation  of  the  virus  from  the  spu- 
tum will  conclude  the  diagnosis.  In  special 
laboratories,  immunologic  studies  may  be 
pursued. 

Considerable  confidence  is  reposed  in  the 
efficacy  of  influenza  vaccine  for  prophylaxis; 
but  this  issue  has  not  been  completely  re- 
solved. In  an  epidemic  period,  unquestion- 
ably antimicrobial  agents  will  be  used  in  an 
effort  to  prevent  bacterial  overlays  with 
their  devastating  toll;  but  none  of  these 
substances  has  been  proven  to  have  an  ef- 
fect on  the  viruses  of  influenza;  hence,  the 
treatment  of  influenzal  pneumonia  remains 
supportive. 

Numerically,  the  most  important  among 
the  viral  pneumonias  is  the  so-called  pri- 
mary atypical  pneumonia.  Despite  extend- 
ed studies,  the  causal  agent  has  never  been 
unequivocally  demonstrated.  Even  the 
pathological  changes  in  the  lung  are  non- 
specific. The  cytological  changes  consist  of 
a monocytic  infiltration  into  the  interstitial 
tissues  and  a similar  exudation  into  the 
alveoli.  The  subepithelial  hyalinization  of 
the  bronchioles  and  alveoli  completes  the 
histologic  similitude  to  influenza.  After  an 
incubation  period  of  14  to  18  days,  the  on- 
set is  insidious.  Nasal  congestion  and  a 
non-productive  cough  initiate  the  picture. 
The  cough  is  harassing.  At  first,  the  spu- 
tum is  glairy,  clear  mucus;  later,  abundant 
muco-pus  without  an  offensive  odor  appears 
in  the  sputum.  Hemoptysis  is  not  uncom- 
mon. The  constitutional  reaction  has  a 
wide  range.  Headache  and  general  bodily 
aching  are  common.  Prostration  is  quite 
variable.  The  fever,  ranging  from  100°  to 
101°F,  usually  persists  for  48  to  72  hours. 
Thereupon,  a remission  succeeded  by  a re- 
lapse may  occur  if  premature  physical  ac- 
tivity is  undertaken.  Meningismus  is  oc- 
casionally seen.  Herpes  is  rare.  Dyspnoea 
and  cyanosis  are  relatively  infrequent  signs. 
Scattered  fine  moist  rales  with  suppressed 
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breath  sounds  prevail;  but  localization  of  the 
pneumonic  process  may  be  impossible. 
Cough  fracture  of  the  ribs  is  common- 
place. Silent  pleural  and  pericardial  effu- 
sions are  infrequent  complications.  The 
extent  of  the  mottled  densities  in  the  roent- 
genograms of  lungs  will  commonly  come 
as  a distinct  surprise.  The  paucity  of  fam- 
iliar pathogens  in  the  sputum  is  noteworthy. 
Normal  to  slightly  elevated  total  white  cell 
counts  obtain.  Monocytosis  of  10  to  18  per 
cent  is  the  rule.  The  most  significant  lab- 
oratory finding  is  the  presence  of  cold  ag- 
glutinins in  the  blood  serum.  Over  two- 
thirds  of  the  patients  with  primary  atypical 
pneumonia  will  show  titers  of  cold  agglu- 
tinins exceeding  1 to  40  after  the  middle  of 
the  second  week.  The  decline  of  the  cold 
agglutinins  is  rapid  after  the  fourth  week. 

Of  the  antimicrobial  agents,  aureomycin 
and  terramycin  have  been  reported  to  have 
beneficial  action  in  primary  atypical  pneu- 
monia. Their  effectiveness  has  been  serious- 
ly questioned  in  other  quarters.  Aureomy- 
cin should  be  given  in  doses  of  250  mgm. 
every  4 to  6 hours  until  the  patient  has 
been  afebrile  for  5 days.  Especial  attention 
is  directed  to  control  of  the  cough.  Codeine 
in  full  doses  is  urged.  Indeed,  it  may  be 
necessary  to  resort  to  demerol  or  morphine. 

Psittacosis  (or  ornithosis)  deserves  spe- 
cial attention  among  the  viral  pneumonias, 
since  its  prevention  is  ready  at  hand.  The 
virus  is  transmitted  to  man  from  sick  birds 
of  species  other  than  psittacine  family,  i.e. 
parrots,  parakeets  and  love  birds.  Studies 
of  domestic  fowl,  viz  pigeons,  ducks  and 
chickens  have  yielded  positive  returns.  Un- 
questionably, the  more  intimate  contact  of 
man  with  the  psittacines  in  the  home  has 
accounted  for  the  greater  transmission  from 
this  source.  Grey  to  plum  colored,  patchy 
consolidation  of  the  lung  occurs.  The  exu- 
date shows  much  fibrin  and  the  cellular 
elements  are  lymphocytes,  macrophages  and 
desquamated  epithelium.  Elementary  in- 
clusion bodies  are  reported.  After  an  incu- 
bation period  of  7 to  14  days,  the  constitu- 
tional picture  emerges  in  chiUs,  fever  and 
headache.  The  temperature  ranges  from 
100°  to  104°  with  evening  rises  and  ter- 
minates by  slow  lysis  in  a week  to  10  days. 


Photophobia,  sore  throat  and  nose  bleed 
are  common.  Cough  may  be  productive  of 
a small  amount  of  mucus.  Blood  streaking 
is  unusual.  The  physical  signs  in  the  thorax 
may  be  limited  to  patchy  areas  of  impair- 
ment, usually  with  diminished  breath 
sounds  and  showers  of  crackling  rales. 
Normal  to  reduced  leucocytes  are  the  rule. 
The  roentgenogram  discloses  more  or  less 
widespread  patchy  consolidation  of  the 
lung.  While  the  history  of  contact  with  sick 
birds  is  usually  tantamount  to  the  diag- 
nosis, the  laboratory  will  clinch  the  same 
by  the  inoculation  of  mice  with  the  sputum 
or  the  citrated  blood  of  the  patient.  Com- 
plement-fixing antibodies  should  be  demon- 
strable in  increasing  titres. 

The  so-termed  “large”  viruses  of  the 
psittacosis-lymphogranuloma  group  are  vul- 
nerable to  chemotherapy.  Unfortunately, 
all  of  the  experimental  results  are  not  trans- 
ferable to  the  clinic.  Penicillin  is  no  longer 
the  antimicrobial  of  first  choice.  Aureomy- 
cin has  afforded  the  best  results.  Its  dosage 
should  be  0.5  to  1.0  grams  every  6 hours 
until  the  temperature  has  been  normal  for 
5 days. 

III.  Rickettsial  Pneumonias: 

All  rickettsiae  may  give  rise  to  acute 
pneumonia,  but  particularly  attention  in 
the  present  relation  is  directed  to  the 
Rickettsia  burneti.  This  organism  differs 
from  the  other  members  of  this  genus  in  its 
predilection  for  the  lung.  In  Australia,  its 
life  cycle  is  from  the  tick  to  the  bandicoot 
to  the  tick,  with  cattle  and  man  on  a one- 
way side  street.  In  this  country,  Q fever, 
the  resultant  disease  from  the  R.  burneti, 
has  occurred  almost  exclusively  in  workers 
in  stockyards,  abattoirs  and  laboratories. 
If  the  last  named  group  be  excluded,  it  may 
be  assumed  that  the  dust  from  the  hides 
containing  rickettsial  contaminated  feces  or 
infectious  secretions  from  the  carcass  could 
be  responsible  for  the  spread.  The  high  in- 
cidence of  R.  burneti  in  the  milk  shed  of 
Los  Angeles,  while  a matter  of  serious  con- 
cern, has  not  been  paralleled  by  a high  in- 
cidence of  Q fever  in  that  area.  A fibrino- 
cellular  exudate  marks  the  patchy  pneu- 
monic process.  Monocytes,  lymphocytes  and 
plasma  cells  constitute  the  cellular  com- 
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ponent.  The  interstitial  involvement  is 
conspicuous.  After  an  incubation  period  of 
19  to  25  days,  there  is  a sudden  inception  of 
constitutional  symptoms,  i.e.  headache,  gen- 
eral muscle  aching,  chills  and  fever.  The 
temperature  ranges  from  100°  to  104°F. 
and  prostration  is  usually  marked.  The 
course  of  3 to  10  days  is  usually  terminated 
by  a critical  fall  in  temperature  and  re- 
lapses are  unusual.  The  cough  is  rarely 
productive.  The  physical  signs  are  limited 
to  areas  of  transient  impairment,  reduced 
breath  sounds  and  showers  of  fine,  crack- 
ling rales.  Roentgenograms  of  the  thorax 
will  disclose  changes  from  an  early  ground 
glass  appearance  to  patchy  or  conglomerate 
densities  scattered  indiscriminately  through 
the  lungs.  The  leucocyte  count  will  be  nor- 
mal or  slightly  elevated.  The  Weil-Felix 
reaction  is  negative.  The  dangers  attend- 
ant upon  the  isolation  of  R.  burneti 
through  animal  inoculation  preclude  the 
use  of  this  measure.  The  rise  of  the  comple- 
ment-fixing antibodies  will  establish  the 
diagnosis;  but,  unfortunately,  their  increase 
will  not  occur  in  time  to  influence  therapy. 

If  the  problem  of  Q fever  prove  an  in- 
creasing one,  the  future  may  see  the  evolu- 
tion of  a vaccine  for  industrially  exposed 
individuals  or  laboratory  workers;  further- 
more, chemoprophylaxis  may  eventually  be 
invoked.  The  broad  spectrum  antimicrobial 
agents  have  proven  very  effective  in  the 
treatment  of  Q fever.  Aureomycin  or  terra- 
mycin,  0.5  to  1.0  gram  every  6 hours,  is 
preferred.  Chloramphenicol  is  likewise  ef- 
fective. These  agents  must  be  continued 
for  5 to  7 days  after  the  subsidence  of  fever 
to  normal. 

IV.  Fungus  Pneumonias: 

Acute  pneumonia  of  fungus  origin  has 
received  less  attention  since  this  etiologic 
background  is  usually  attended  by  chronic 
changes  in  the  lung.  However,  increasing 
attention  is  being  directed  toward  the  acute 
pulmonary  manifestations  of  coccidioido- 
mycosis and  histoplasmosis.  The  high  inci- 
dence of  reactors  to  coccidioidin  in  endemic 
areas  (77  per  cent  of  those  more  than  10 
years  resident  in  San  Joaquin  Valley,  for 
example)  is  sharply  at  variance  with  the 
incidence  of  serious  clinical  manifestations. 


In  a word,  mild  and  sub-clinical  expressions 
of  coccidioidomycosis  are  the  rule.  A small 
minority  experience  a sudden  fulminant 
onset.  Profound  prostration,  debilitating 
sweat,  headache,  backache  and  high  fever 
(101°  to  105°F.)  are  remarked.  Erythema 
nodosum  or  erythema  multiforme  may  oc- 
cur. Overt  signs  of  pulmonary  consolida- 
tion are  exceptional.  Fine,  crackling  rales 
are  usually  evanescent.  At  times,  the  signs 
of  cavitation  may  be  elicited.  A moderate 
leukocytosis  is  the  rule.  An  eosinophilia 
may  occur.  The  coccidioidin  reaction  is  an 
invaluable  aid;  but  residence  in  an  endemic 
area  or  the  earlier  occurrence  of  a cocci- 
dioidal infection  might  vitiate  the  result. 
The  complement-fixing  antibodies  are  spe- 
cifically increased  with  this  infection.  The 
isolation  of  the  Coccidioides  immitis  in  the 
fresh  microscopic  preparation  or  by  culture 
of  the  sputum  will  fix  the  diagnosis.  Intra- 
testicular  and  intraperitoneal  inoculations 
of  guinea  pigs  are  helpful.  Intranasal  in- 
sufflation of  suspected  materials  into  mice 
is  too  dangerous  to  employ.  The  roentgeon- 
gram  affords  objective  evidence  of  the  de- 
gree and  nature  of  the  pulmonary  invasion. 
Particularly  significant  may  be  tracheo- 
bronchial lymphadenopathy  and  the  inso- 
lated  thin-walled  cavities  as  relics  of  earlier 
coccidioidal  involvement.  There  is  no 
remedial  measure  for  the  treatment  of  this 
condition.  Prodigosin  has  not  fulfilled  its 
earlier  promise.  (Egeberg) — Surgery  has  a 
limited  place  in  the  eradication  of  the 
chronic  pulmonary  lesions. 

The  Histoplasma  capsulatum  has  come 
into  sharp  relief  in  the  appreciation  of  its 
responsibility  for  non-tuberculous  calcified 
foci  in  the  lungs.  The  studies  of  the  re- 
sponses of  individuals  with  pulmonary  cal- 
cified foci  indicate  a much  higher  incidence 
of  histoplasmin  reactors  in  the  Mississippi, 
Ohio  and  Tennessee  river  valleys  than  in  the 
East.  The  ecology  of  histoplasmosis  is  not 
entirely  clear;  but  isolated  experiences  in 
the  development  of  the  disease  are  complet- 
ing its  natural  history.  In  a word,  there  is 
no  vacuum  in  which  a normal  person  de- 
velops a sensitivity  to  the  H.  capsulatum 
and  then  areas  of  pulmonary  calcification. 
The  early  pulmonary  involvement,  usually 
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after  exposure  to  dust  that  is  contaminated 
with  the  fungus,  is  marked  by  malaise,  un- 
usual fatigue  and  weakness.  Muscle  aching 
is  the  rule;  but,  more  significant,  is  the  in- 
definite substernal  pain.  Chilliness  and 
fever  supervene.  The  cough  may  lead  to 
roentgenographic  study,  since  the  physical 
findings  in  the  thorax  are  inconclusive.  The 
roentgenograms  may  disclose  fine  mottling 
or  fine  granularity  in  the  lungs.  The  Histo- 
plasma  capsulatum  may  be  isolated  from  the 
sputum  at  this  stage  before  the  histoplas- 
min  reaction  becomes  positive.  Usually,  the 
acute  course  abates  within  a few  days  or  a 
few  weeks,  with  or  without  subsequent  cal- 
cification. Only  in  the  disseminated  form 
is  the  prognosis  grave. 

Stilbamidine  and  propamidine  have  af- 
forded equivocal  benefit  to  patients  with 
histoplasmosis.  Ethyl  vanillate  is  reputed 
to  have  demonstrated  some  efficacy;  but  the 
reports  are  very  restricted.  Experimentally, 
antabus  and  atabrine  offers  some  promise. 

V.  Nematodal  Pneumonias: 

The  nematodes,  whose  life  cycle  involves 
a passage  through  the  respiratory  tract, 
must  perforce  give  rise  to  local  pathologic 
changes.  Undoubtedly,  certain  of  these  are 
involved  in  the  indefinite  group  of  eosino- 
philic penumonia  and  tropical  eosinophilia 
with  pulmonary  involvement.  Commonly 
in  the  tropics  among  children,  and  less  fre- 
quently in  temperate  zones,  constitutional 
symptoms  and  physical  signs  of  broncho- 
pneumonia with  eosinophilia  may  attend 
the  pulmonary  phase  of  the  migration  of 
the  Ascaris  lumbricoides.  The  smaller  size 
of  the  larvae  of  the  Necator  americanus  and 
the  Strongyloides  stercoralis  renders  the 
possibility  of  pulmonary  complications 
more  remote  in  such  infestations. 

VI.  Allergic  Pneumonias: 

Allergens  of  various  orders  have  been  in- 
criminated in  the  pathogenesis  of  acute 
pneumonia.  Loeffler’s  syndrome,  eosino- 
philic infiltration  of  the  lung  and  rheumatic 
pneumonitis,  among  others,  may  fall  natur- 
ally into  this  classification.  Perhaps  sup- 
portive of  this  position  is  the  favorable  re- 
sponse of  these  several  acute  pneumonias 
to  ACTH  and  cortisone  in  an  appreciable 


percentage  of  instances;  but  this  field  re- 
quires much  study  for  its  elucidation. 

The  ascendency  of  the  etiologic  attack  on 
the  problem  of  acute  pneumonia  reflects  a 
growth  in  the  knowledge  of  their  natural 
history.  Furthermore,  the  great  strides  in 
chemo-  and  antimicrobial  therapy  necessi- 
tate a clearer  definition  of  the  therapeutic 
target.  With  such  weapons,  the  bacterial, 
the  rickettsial  and  certain  of  the  viral  pneu- 
monias have  come  under  reasonable  con- 
trol. The  ultimate  step,  prophylaxis,  re- 
mains to  be  taken  with  the  clear  vision  of 
its  dependence  upon  the  recognition  of  the 
infectious  agent  — host  relationship.  Sing- 
ularly, the  biologic  approach  to  this  prob- 
lem has  had  little  recent  attention.  Then, 
too,  the  application  of  the  antimicrobial 
substances  to  the  prevention  of  acute  pneu- 
monia should  be  explored  and  exploited. 


MYLERAN  TREATMENT  OF  CHRONIC 
GRANULOCYTIC  LEUKEMIA 

By  Robert  W.  Frelick,  M.D. 

In  1953  Haddow  and  Timmis'  pointed 
out  that  Myleran  (1,  4 Diethanesulphony- 
loxybutane)  induced  selective  depression  of 
granulopoiesis  in  animals.  Galton^  dem- 
onstrated that  this  agent  could  induce  a 
remission  in  chronic  granulocytic  leukemia. 
Since  then  a number  of  papers’’^®®’’’* 
have  been  published  reviewing  preliminary 
results  with  Myleran  in  several  dose  sched- 
ules. While  final  comparisons  with  other 
established  modes  of  therapy  such  as  x-ray 
have  not  been  possible,  all  the  authors  have 
been  impressed  with  the  initial  subjective 
improvement  as  well  as  the  usually  good 
hemoglobin  response  with  a decrease  in  the 
leukocyte  count.  There  is  still  disagree- 
ment about  the  value  of  repeated  courses 
of  therapy^  versus  the  use  of  Myleran 
as  a maintenance  drug  and  in  general 
knowledge  of  Myleran  is  still  limited. 
Therefore,  we  thought  it  worthwhile  to  add 
our  experience.  This  is  being  presented  in 
the  form  of  reports  of  13  patients,  each  pre- 
senting problems  peculiar  to  his  own  stage 
and  form  of  leukemia. 

F.L.  — age  58.  This  man  was  seen  in 
April  1954  because  of  pain  in  the  upper 
abdomen  and  cough.  He  had  had  pan- 


256 


Delaware  State  Medical  Journal 


October,  1956 


creatitis  with  lithiasis  for  a year.  Fatigue 
had  developed  several  months  prior  to  hos- 
pital admission  with  progressive  sweating, 
bleeding  of  the  gums  and  tenderness  in  the 
right  upper  quadrant.  The  hemoglobin  was 
8.5  Gm.  and  the  white  count  30,000  with 
20  per  cent  immature  granulocytes.  The 
platelets  were  290,000.  The  bone  marrow 
was  found  to  be  compatible  with  the  di- 
agnosis of  chronic  granulocytic  leukemia. 
After  five  transfusions,  Myleran  was  started 
with  a dose  of  4 mgm/day.  In  one  week 
the  white  count  went  from  44,000  to  50,000 
but  in  three  weeks  it  dropped  to  17,000 
with  6 per  cent  immature  granulocytes  and 

50.000  platelets.  The  dose  of  Myleran  was 
decreased  to  2 mgm  day.  After  one  week 
the  white  count  was  7,200  and  the  platelets 
were  32,000.  The  Myleran  was  then  stop- 
ped. Two  months  later  (or  three  months 
from  the  initial  therapy)  Myleran  was 
started  again  at  4 mgm  day  because  of  in- 
creasing fatigue,  night  sweats  and  a white 
count  of  37,000  with  a hemoglobin  of  13 
Gm.  This  was  continued  for  two  months 
(except  for  one  week  when  he  was  out  of 
the  drug  and  another  week  when  he  got  6 
mgm/day).  During  this  time  his  peak 
white  count  was  90,000  with  33  per  cent 
immature  forms,  7.5  Gm.  of  hemoglobin  and 

54.000  platelets,  but,  with  the  aid  of  1000 
cc.  of  blood  and  continued  Myleran,  the 
count  dropped  to  7,700  white  cells,  7 Gm. 
of  hemoglobin  and  24,000  platelets.  My- 
leran was  stopped  at  this  time  because  the 
patient  was  clinically  improved  and  his 
spleen  had  shrunk.  During  the  next  months 
(his  6th  from  onset  of  diagnosis)  his  con- 
dition remained  stable  with  a platelet  rise 
to  84,000  and  hemoglobin  of  10.5  Gm.  Two 
weeks  after  stopping  the  Myleran  the  white 
count  rose  to  71,000  with  24  per  cent  im- 
mature granulocytes.  Shortly  thereafter  he 
had  increasing  discomfort  in  the  splenic 
area  with  more  fatigue  and  night  sweats. 
Myleran  was  started  again  at  10  mgm/day 
but  within  a week  the  white  count  was 
185,000.  Myleran  was  continued  at  6 mgm/ 
day  but  hospitalization  was  necessary  in 
another  week  for  acute  splenic  pain.  My- 
leran was  stopped  because  of  the  appear- 
ance of  myeloblasts  and  a clinical  picture 


that  was  interpreted  as  development  of 
acute  leukemia.  6-Mercaptopurine  and  Cor- 
tisone were  started  without  effect.  He  be- 
came progressively  more  toxic  with  a white 
count  of  481,000,  largely  composed  of  im- 
mature and  blast  cells,  at  the  time  of  his 
death  seven  months  from  the  start  of  My- 
leran therapy. 

From  the  onset  this  patient  probably  had 
a rather  severe  and  active  or  subacute  form 
of  granulocytic  leukemia.  The  low  platelet 
count  was  a deterrent  to  more  aggressive 
Myleran  therapy.  We  felt  that,  at  least 
subjectively  and  probably  hematologic- 
ally  he  was  better  while  taking  Myleran. 
The  question  remains  whether  mainten- 
ance Myleran  therapy  should  have  been 
tried  or  whether  (as  Gal  ton  has  wondered^) 
it  may  have  been  a cause  of  the  acute 
terminal  picture. 

L.M.  — aged  56.  This  man  was  admit- 
ted to  the  hospital  in  April  1953  complain- 
ing of  6-12  months  of  increasing  dyspnea 
and  weakness  which  he  blamed  on  a large 
goiter.  His  spleen  was  enlarged  8-10  cm. 
below  the  costal  margin.  The  hemoglobin 
was  11.2  Gm.  and  the  white  count  57,000 
with  30  per  cent  immature  granulocytes 
and  9 per  cent  basophiles.  A bone  marrow 
study  confirmed  the  diagnosis  of  chronic 
granulocytic  leukemia. 

Treatment  consisted  of  500  r.  in  air  to 
the  spleen  with  a reduction  in  the  size  of 
the  spleen  and  a drop  of  the  white  count 
to  15,000  in  two  weeks.  Because  of  a jump 
in  the  white  count  to  50,000  in  July  and 
discomfort  in  the  splenic  area  1400  r.  more 
were  given  to  the  spleen.  Within  6 weeks 
the  wbc.  had  dropped  to  4,700  with  a hemo- 
globin of  10.8  Gm.  and  the  spleen  was  much 
smaller.  He  returned  in  April,  1954,  com- 
plaining of  generalized  aches,  weakness,  up- 
per gastro-intestinal  symptoms  and  a 
weight  loss  of  10  pounds.  Because  of  these 
symptoms  and  a rising  white  count  in  May 
to  42,000  he  was  started  on  Myleran,  4 
mgm/day.  A week  later  his  white  count 
was  47,000  with  37  per  cent  myelocytes 
and  9 Gm.  of  hemoglobin.  He  did  not  re- 
turn as  advised.  In  September  1954  he  was 
admitted  to  the  Johns  Hopkins  Hospital 
with  fever  and  signs  of  an  acute  splenic  in- 
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farct.  Admission  white  count  of  110,000 
with  57  per  cent  myeloctyes  and  a hemo- 
globin of  8 Gm.  After  500  cc.  of  blood, 
1,900  r.  in  air  was  directed  to  the  spleen 
with  a drop  in  white  count  to  1,500  and  a 
reduction  in  the  size  of  the  spleen.  A re- 
current splenic  infarct  forced  re-hospital- 
ization on  October  15th.  The  white  count 
was  then  15,000.  The  only  treatment  was 
500  cc.  of  blood.  Early  in  December,  be- 
cause of  increasing  weakness  and  a white 
count  of  100,000,  he  was  given  Myleran  10 
mgm  day  for  a week  after  which  he  dis- 
appeared until  the  5th  of  January  when  his 
count  was  72,000  with  a hemoglobin  of  8 
Gm.  1000  cc.  of  blood  was  given  and  My- 
leran was  started  again  at  6 mgm  day.  In 
two  weeks  the  white  count  jumped  to 

123.000  and  in  another  two  weeks  dropped 
to  16,000.  The  drug  was  then  supposedly 
stopped.  Two  weeks  later  he  was  found  to 
have  a platelet  count  of  2,000  with  a white 
count  of  19,000  and  a hemoglobin  of  8 Gm. 
In  another  three  weeks  with  Cortisone  50 
mgm  daily  the  platelet  rose  to  109,000  and 
the  white  count  to  136,000.  A week  later 
on  the  16th  March  1955  his  white  count 
was  204,000.  Myleran  was  again  started 
at  6 mgm  day  and  continued  irregularly 
due  to  poor  patient  cooperation  until  the 
28th  April  when  the  white  count  was 
40,000.  A week  later  he  was  hospitalized 
because  of  progressive  weakness  and  ano- 
rexia. His  white  count  was  6,000;  platelets 

84.000  and  hemoglobin  7.3  Gm.  A repeat 
bone  marrow  study  was  consistent  with  the 
diagnosis  of  chronic  granulocytic  leukemia. 
In  spite  of  supportive  treatment  with  blood 
and  Cortisone  he  gradually  slipped  away 
with  the  loss  of  appetite,  fever  and  a grad- 
ual rise  of  the  white  count  to  35,000  with  a 
differential  like  his  initial  one.  Use  of  My- 
leran in  the  last  two  weeks  was  without 
effect  and  he  died  on  June  23,  1955. 

This  patient  was  not  cooperative  and  sel- 
dom followed  a suggested  routine  unless 
hospitalized.  He  had  three  remissions  with 
x-ray  to  the  spleen  over  18  months.  During 
his  final  6 months,  Myleran  was  used  with 
variable  results.  While  he  improved  clinic- 
ally and  hematologically  on  several  occa- 
sions, his  course  was  only  questionably 


altered.  Maintenance  Myleran  could  not  be 
used  because  of  the  poor  cooperation.  Twice 
the  white  count  rose  a week  after  Myleran 
therapy  was  started.  A low  platelet  count 
of  2,000  interrupted  therapy  on  one  occa- 
sion. In  spite  of  a good  white  cell  response 
below  10,000  a month  before  he  died  his 
hemoglobin  remained  low  and  he  developed 
progressive  cachexia.  He  died  without  evi- 
dence of  a terminal  acute  change  in  the 
hematological  pattern. 

C.C.  — Aged  60.  This  white  female  was 
seen  in  May  1956  complaining  of  weakness 
and  fatigue  for  6 months,  with  a weight  loss 
of  25  lbs.  in  a year.  Her  past  history  in- 
cluded asthma  and  emphysema.  She  was 
known  to  have  a normal  blood  count  in 
July  1954.  On  May  1956  visit  she  had 

54,000  white  cells  with  31  per  cent  imma- 
ture granulocytes  and  11  per  cent  baso- 
philes  with  a hemoglobin  of  9.8  Gm.  With- 
in a month  the  white  count  rose  to  117,000 
with  72  per  cent  immature  forms  with  a 
hemoglobin  of  9.1  Gm.  and  platelet  count 
of  787,000.  The  liver  and  spleen  were  not 
palpable.  Myleran  was  started  at  6 mgm 
day  on  6 28  after  the  bone  marrow  showed 
chronic  granolocytic  leukemia.  In  a week 
the  white  count  rose  to  134,000  but  after 
six  weeks  of  Myleran  therapy  the  hemo- 
globin was  9.6  Gm  and  the  white  count 
9600  with  341,000  platelets.  The  Myleran 
was  dropped  to  4 mgm  per  day  for  two 
weeks  and  then  to  2 mgm/every  other  day 
as  the  white  count  leveled  off  at  7100  with 
8.5  Gm.  of  hemoglobin  and  200,000  plate- 
lets. The  patient  then  felt  much  better  and 
her  weight  was  stable. 

This  is  a new  case  which  initially  has 
shown  a very  good  response  to  Myleran  al- 
though the  drop  in  hemoglobin  at  her  last 
visit  was  not  expected.  She  is  another  pa- 
tient who  showed  a rise  in  the  white  count 
one  week  after  starting  Myleran. 

(Case  CC  — presented  courtesy  of  Dr. 
Pallon,  medical  resident,  Delaware  Hospital. 

G.K.B.  — aged  35.  This  white  woman 
was  first  seen  in  February  1953  with  in- 
creased weakness  and  fatigue  for  several 
weeks.  She  had  had  anemia  for  a number 
of  years.  Her  spleen  was  9 cm.  below  the 
costal  margin.  Her  hemoglobin  was  9.5  Gm. 
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and  white  count  133,000  with  16  per  cent 
immature  granulocytes.  The  platelets  were 

280.000.  The  bone  marrow  as  compatible 
with  chronic  granulocytic  leukemia.  800  r. 
in  air  was  given  to  the  spleen.  Within 
three  weeks  the  white  count  was  8700  with 
9 Gm.  hemoglobin  and  60,000  platelets  and 
the  spleen  was  reduced  in  size.  Seven 
months  afterwards  because  of  a white  count 
of  76,000  she  was  given  300  r.  more  in  air 
to  the  spleen  plus  600  r.  a month  later.  By 
November  the  white  count  was  5,000  with 
a hemoglobin  11.5  Gm.  In  February  1954 
the  hemoglobin  was  8.25  Gm.  and  white 
count  101,000  with  45  per  cent  immature 
granulocytes  and  the  platelet  count  was 

350.000.  600  r.  in  air  was  given  to  the 
spleen  with  a drop  in  the  white  count  to 
4600  in  a month.  By  May  1954  the  white 
count  was  71,000.  Therefore  Myleran  was 
started  at  4 mgm  day.  One  week  after  the 
white  count  was  102,000.  Myleran  was  con- 
tinued with  2-8  mgm/day  for  the  next 
month  at  which  time  the  hemoglobin  was 
9.5  Gm.  and  the  white  count  14,000  with 
21  per  cent  immature  forms.  After  a month 
off  Myleran  the  white  count  rose  to  65,000 
so  the  drug  was  started  again  at  4 mgm/day 
for  two  weeks  and  then  2 mgm/day  for  the 
next  four  months.  During  this  time  the 
white  count  remained  between  20,000  and 

30.000.  In  November  1954  the  dose  was  in- 
creased slightly  for  a month  to  keep  the 
count  in  the  same  range. 

In  December,  with  a hemoglobin  of  10.5 
Gm.  and  white  count  of  31,000,  she  felt  well 
enough  to  get  married  and  buy  a new 
house.  In  spite  of  a rise  of  the  white  count 
to  47,000  in  February  1955  on  2 mgm  day 
of  Myleran,  the  dose  was  not  changed  and 
in  March  the  count  dropped  temporarily 
to  11,900.  The  Myleran  was  then  dropped 
to  2 mgm.  every  other  day  for  a month, 
only  to  have  the  white  count  go  up  to 
21,000  in  April  at  which  time  she  was 
again  given  2 mgm  daily  for  a month.  From 
May  until  September  1955  she  did  well  on 
2 mgm  every  other  day  with  a white  count 
which  stayed  about  10,000.  A transient  rise 
to  30,000  in  September  was  treated  by  an 
increase  to  2 mgm/day  for  three  weeks.  In 
November  1955  the  white  count  rose  to 


68,000  with  47  per  cent  immature  granu- 
locytes. The  Myleran  was  increased  to  4 
mgm  day  for  two  weeks  with  a reduction 
in  count  to  6000.  At  2 mgm/day  for  a 
week  the  white  count  dropped  further  to 
2800.  Another  reduction  in  dose  to  2 mgm 
every  other  day  for  the  next  two  weeks  re- 
sulted in  a white  count  of  17,000  with  4 
per  cent  blasts.  The  patient  clinically  be- 
came progressively  more  toxic  with  fever 
and  pain.  Myleran  was  stopped  and  6- 
Mercaptopurine  started  at  150  mgm  day 
for  the  next  week.  The  platelets  then 
dropped  from  104,000  to  24,000  so  the  6- 
Mercaptopurine  was  stopped  and  Myleran 
started  again  at  4 mgm/day  for  five  days 
only  to  have  the  white  count  drop  to  4500 
with  29  per  cent  immature  forms  and  the 
platelets  to  8000.  Two  days  later  the  white 
count  was  1700  with  26  per  cent  blasts. 
Bone  marrow  smears  were  not  satisfactory. 
Cortisone  and  blood  were  used  as  sup- 
portive therapy.  By  the  28th  January  1956 
one  month  from  the  time  the  6-mercapto- 
purine  was  started,  the  white  count  was  100 
and  the  platelets  10,000.  Her  terminal  pic- 
ture a week  later  was  the  usual  one  for  pan- 
cytopenia and  agranulocytosis. 

Post-Mortem  examination  revealed  that 
the  marrow  had  many  areas  of  active  regen- 
eration with  a high  proportion  of  imma- 
ture and  blast  cells.  There  was  also  evi- 
dence of  widespread  tuberculosis. 

While  the  cytotoxic  agents  Myleran  and 
6-Mercaptopurine  undoubtedly  played  some 
part  in  the  terminal  picture,  it  is  just  as 
likely  that  her  disease  itself  with  or  with- 
out the  tuberculosis  was  responsible  for  the 
terminal  pancytopenia.  Once  again  the 
question  has  to  be  raised  whether  the  ter- 
minal acute  phase  was  influenced  by  the 
Myleran  therapy.  In  any  case,  the  patient 
did  well  for  about  18  months  on  mainten- 
ance Myleran  after  her  x-ray  remissions  ap- 
peared to  be  getting  shorter  and  shorter. 
During  her  course  it  was  demonstrated  that 
without  maintenance  Myleran  her  blood 
count,  spleen  size,  and  sense  of  well  being 
tended  to  get  out  of  control.  The  spleen 
was  actually  smaller  on  Myleran  than  after 
x-ray  therapy.  Her  white  count  also  showed 
what  we  have  seen  several  times  — an 
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elevation  of  the  total  white  count  by  10,000 
to  30,000  within  a week  after  the  institu- 
tion of  Myleran  therapy. 

H.A.  — aged  64.  This  white  woman  was 
seen  in  May  1953  complaining  of  weakness 
and  weight  loss  for  6 months.  In  January 
she  had  been  given  green  pills  for  anemia 
in  another  city.  She  was  pale  and  had  a 
spleen  11  cm.  below  the  costal  margin  and 
liver  that  was  down  6 cm.  Her  hemoglobin 
was  8.5  Gm  and  white  count  145,000  with 
15  per  cent  immature  granulocytes.  A bone 
marrow  study  was  consistent  with  chronic 
granulcytic  leukemia.  After  two  transfu- 
sions she  was  given  800  r.  in  air  to  the 
spleen.  Two  months  later  the  hemoglobin 
was  8 Gm.  and  the  white  count  3900.  By 
the  next  month,  after  several  transfusions, 
the  hemoglobin  was  10.6  Gm.  and  the  white 
count  4600.  The  spleen  was  not  palpable. 
Because  of  the  tendency  toward  anemia 
and  a slightly  elevated  reticulocyte  count. 
Cortisone  was  started  around  the  first  of 
September  1953  with  some  clinical  improve- 
ment and  a rise  in  the  hemoglobin  to  11 
Gm.  Cortisone  was  stopped  at  the  end  of 
September  without  ill  effects.  Shortly  there- 
after, she  moved  to  Florida  and  was  not 
seen  again  until  August  1954.  Her  white 
count  was  then  75,000  with  10  Gm.  of  hem- 
oglobin and  250,000  platelets.  The  spleen 
was  down  4 cm.  Myleran  was  started  at  8 
mgm  day  for  two  weeks;  6 mgm/day  for 
two  more  weeks  and  then  2 mgm  day.  By 
November  the  white  count  was  9000.  The 
Myleran  dose  was  then  reduced  to  every 
other  day  but  the  white  count  jumped  to 
25,000  in  three  weeks.  Since  then  on  2 
mgm  day  (skipping  every  4th  day)  her 
count  has  remained  stable  and  she  has  done 
well.  The  spleen  now  is  barely  palpable. 
The  white  count  is  normal  and  the  hemo- 
globin is  10  Gm. 

The  natural  history  of  her  disease  ap- 
pears to  be  more  prolonged  than  some.  She 
has  done  better  on  almost  two  years  of  My- 
leran therapy  than  she  did  on  one  year  of 
x-ray  therapy.  There  was  no  opportunity 
to  see  if  she  had  an  initial  rise  in  white 
count  after  the  Myleran  was  started.  Main- 
tenance Myleran  has  been  used  ever  since 
it  was  demonstrated  that  letting  up  on  the 


dose  even  when  her  count  was  at  a normal 
level,  resulted  in  an  immediate  rise  in  the 
white  count. 

(Case  presented  courtesy  Dr.  Marvin 
Dorph.) 

B.B.C.  — aged  38.  This  white  male  was 
first  seen  in  October  1951  complaining  of 
some  fatigue  and  infertility.  His  white 
count  was  127,000.  He  was  given  9 milli- 
curies  of  P-32  in  November  1951  with  good 
clinical  improvement.  His  count  in  July 
1952  was  8300  white  cells  but  by  August 
1952  the  white  count  rose  to  44,000.  In 
the  next  two  years  he  was  given  another 
31  millicuries  of  P-32  in  divided  doses  with 
good  control  of  his  symptoms.  His  count 
in  November  1954  was  131,000.  Prior  to 
his  last  P-32  therapy.  The  time  dose  re- 
lationships of  the  P-32  therapy  are  not 
available  but  he  seemed  to  be  becoming 
more  refractory  to  treatment  when  Myleran 
was  started  in  March  1955.  His  white 
count  was  then  80,000.  At  2 mgm,  day  of 
Myleran  his  count  dropped  to  8300  by  July. 
During  most  of  June  he  only  used  the  drug 
every  other  day.  The  Myleran  was  stopped 
in  July  1955  and  not  used  again.  His  count 
remained  normal  through  September  1955 
but  in  November  1955  he  was  hospitalized 
with  fever  and  epigastric  pain.  His  white 
count  was  then  99,000  with  74  per  cent 
blasts,  11.4  Gm.  of  hemoglobin  and  20,000 
platelets.  900  r.  was  given  to  the  spleen 
with  a drop  of  the  white  count  to  1500  in 
a few  days.  Prednisolone  was  started.  It 
maintained  status  quo  for  a few  weeks. 
With  the  aid  of  the  steroids  and  blood  his 
hemoglobin  in  January  1956  was  10.3  Gm. 
and  the  white  count  23,000  with  83  per  cent 
blasts.  Bone  marrow  examination  in  No- 
vember had  shown  an  acute  leukemic  pic- 
ture with  marrow  aplasia.  He  expired  on 
16th  January  1956  after  a terminal  course 
characteristic  of  acute  leukemia  and  agran- 
ulcytosis. 

This  patient  did  very  well  on  P-32  but 
still  showed  signs  of  a good  response  to  a 
course  of  Myleran  after  he  was  becoming 
refractory  to  P-32  therapy.  Although  his 
count  was  well  maintained  for  three  months 
after  the  Myleran  was  stopped,  five  months 
after  the  Myleran  was  stopped  he  was  found 
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to  have  developed  an  acute  leukemic 
change  in  the  blood.  This  acted  a little 
more  as  if  it  were  due  to  the  natural  course 
of  the  disease  than  to  the  Myleran  since 
he  was  one  of  the  few  in  this  series  who  did 
not  get  maintenance  therapy. 

(Case  courtesy  of  Dr.  H.  M.  Baganz,  Wil- 
mington, Del.) 

S.B.Y.  — aged  18.  This  white  girl  was 
first  seen  in  July  1952  complaining  of  fa- 
tigue and  sore  legs.  On  routine  blood 
count  done  several  weeks  earlier  for  a pre- 
employment examination  she  had  25,000 
white  cells.  Bone  marrow  examination  was 
consistent  with  chronic  granulocytic  leu- 
kemia. The  hemoglobin  was  12  Gm.  The 
spleen  was  not  felt.  Repeat  blood  counts 
showed  a gradual  rise  to  84,000  by  October 
1952  with  25  per  cent  immature  granulo- 
cytes. At  this  time  she  was  given  her  first 
specific  therapy,  5 mgm  of  TEM.  A week 
later  her  white  count  was  114,000.  After  30 
mgm.  more  of  TEM  over  the  next  month,  her 
white  count  was  51,000  with  a hemoglobin 
12  Gm.  In  spite  of  60  mgm.  more  of  TEM 
in  divided  doses  over  the  next  two  months 
the  white  count  varied  from  54,000  in  Jan- 
uary 1953  to  118,000  with  30  per  cent  im- 
mature granulocytes  in  February  1953.  Her 
spleen  became  palpable  at  that  time.  There- 
fore 700  r.  in  air  was  given  to  the  spleen 
with  a drop  of  the  white  count  to  3000  in 
two  months.  During  the  next  six  months 
there  was  a gradual  rise  in  the  white  count 
to  31,000  where  it  remained  through  April 
1954.  Then  because  of  a white  count  of 
41,000,  an  enlarging  spleen  and  increasing 
fatigue,  400  r.  in  air  was  given  to  the  spleen. 
She  did  well  through  the  summer  of  1954 
but  by  September  complained  of  more  fa- 
tigue. The  white  count  was  49,000  with 
22  per  cent  immature  granulocytes.  My- 
leran  at  34  mgm/weekly  was  given  for  three 
weeks.  A week  after  starting  the  drug  her 
count  was  57,000  but  after  another  two 
weeks  her  white  count  was  24,000.  The  My- 
leran was  dropped  to  4 mgm/day  for  two 
weeks  and  then  to  2 mgm.  every  other  day. 
In  another  month,  with  the  white  count  at 
10,000  and  hemoglobin  12.3  Gm.  the  My- 
leran was  continued  at  2 mgm.  twice  per 
week.  It  has  been  continued  at  the  same 


dose  with  an  essentially  normal  count  up 
until  August  15,  1956.  It  was  stopped  then 
to  see  if  her  irregular  periods  (which  had 
become  scant  with  the  development  of  hot 
flashes)  may  have  been  the  result  of  My- 
leran inhibition  of  the  ovaries.  She  feels 
essentially  well,  having  been  married  in  the 
last  year,  and  playing  tournament  tennis  in 
the  summer  of  1956. 

This  patient  is  one  of  the  three  in  this 
series  whose  diagnosis  was  made  at  the  time 
of  a routine  industrial  physical  examina- 
tion. Like  the  others  she  has  done  well. 
Her  leukemia  does  not  seem  too  active  yet 
there  have  been  times  when  her  symptoms 
and  her  blood  count  were  cause  for  concern. 
Although  she  responded  well  to  x-ray,  the 
response  to  her  second  course  was  much 
shorter  than  to  the  first.  Myleran  has  held 
her  in  check  successfully  for  two  years.  She 
has  been  kept  on  low  dose  maintenance 
therapy  and  has  never  been  off  it  until  re- 
cently. She  demonstrated  the  “character- 
istic” rise  in  white  count  one  week  after 
starting  Myleran.  TEM  was  of  little  value. 

L.C.  — 57  years  old.  This  white  woman 
was  first  seen  in  April  1954  with  very  few 
complaints  other  than  chronic  cough  and 
a history  of  anemia  for  two  years.  A routine 
count  at  work  had  revealed  a hemoglobin 
of  9 Gm.  and  a white  count  of  72,000  with 
29  per  cent  immature  granulocytes.  A white 
count  done  a year  earlier  was  15,000.  The 
liver  was  slightly  enlarged  but  the  spleen 
could  not  be  felt.  In  May  1954  she  was 
started  on  Myleran  4 mgm/day.  Her  count 
then  was  76,090.  One  week  later  the  white 
count  was  82,000  but  within  the  next  two 
weeks  it  dropped  to  43,000.  Myleran  was 
reduced  to  2 mgm/day  for  the  next  two 
weeks  with  a further  white  count  drop  to 
16,500.  The  Myleran  was  then  stopped  for 
a month  after  which  time  the  white  count 
was  31,000  and  Myleran  was  resumed  at 
4 mgm/day.  Once  again  there  was  a slight 
jump  in  the  count.  After  four  days  the 
dose  was  reduced  to  2 mgm/day  for  a week 
and  then  2 mgm  every  other  day  for  the 
next  six  months  with  a gradual  reduction 
in  white  count  to  9400  by  January  1955. 
The  platelets  were  136,000  and  hemoglobin 
12  Gm.  During  this  period  she  continued 
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to  show  about  7 per  cent  immature  gran- 
ulocytes. The  Myleran  was  then  dropped 
to  2 mgm.  every  third  day.  In  May  1955, 
when  the  white  count  was  7500  and  plate- 
lets 310,000,  the  Myleran  was  cut  to  2 
mgm  week.  In  July,  with  the  count  the 
same,  the  Myleran  was  stopped  for  six 
weeks  after  which  the  white  count  was 
13,000  with  a slight  drop  in  hemoglobin  to 
11.4  Gm.  Myleran  was  again  started  at 
2 mgm/week  and  by  October  1955  the 
white  count  was  7900.  The  white  count  re- 
mained in  the  same  range  until  June  1956 
when  it  was  15,000  with  11.1  Gm.  of  hemo- 
globin. The  Myleran  was  increased  to  2 
mgm  three  times  per  week  with  a reduc- 
tion of  the  white  count  to  11,500  in  a 
month.  Since  then  the  dose  has  been  2 
mgm.  twice  per  week. 

This  patient  is  an  example  of  early  diag- 
nosis per  routine  count  and  she  has  done 
well  on  Myleran  therapy  with  other  treat- 
ment. She  too  showed  the  rise  in  white 
count  one  week  after  Myleran  was  started. 
Although  she  has  been  on  very  low  dose 
maintenance  therapy  there  does  seem  to  be 
an  inclination  for  the  white  count  to  start 
to  climb  soon  after  the  drug  is  discontinued. 

N.B.  — aged  52.  This  white  woman  was 
seen  in  April  1956  with  a history  of  poor 
health  all  of  her  life  and  the  development 
of  orthopnea,  dyspnea,  weakness  and  fa- 
tigue over  the  preceding  four  months.  The 
spleen  was  down  eight  fingers  and  the  liver 
three.  The  hemoglobin  was  36  per  cent 
white  count  767,000  with  53  per  cent  im- 
mature granulocytes  and  the  platelet  count 
was  68,000.  Bone  marrow  was  reported  to 
be  typical  of  chronic  myelogenous  leukemia. 
Myleran  was  started  at  6 mgm  day  for 
about  3-4  weeks.  It  is  understood  that  she 
had  a clinical  remission  with  this  one  course 
of  therapy.  This  patient  is  included  to 
emphasize  the  almost  universal  response  of 
patients  with  chronic  granulocytic  leukemia 
to  Myleran. 

(This  patient  presented  through  courtesy 
of  Dr.  T.  Hall,  Wilmington.) 

G.H.  — aged  64.  This  white  male  had  a 
ten  year  history  of  eosinophilic  leukemia  at 
the  time  of  his  admission  to  the  hospital  on 
June  9,  1955.  His  diagnosis  had  been  con- 


firmed by  bone  marrow  biopsy  in  1946.  He 
had  several  hospital  admissions  prior  to 
1950  for  subcutaneous  abscesses.  On  at 
least  one  occasion  he  was  given  some  x-ray 
therapy  to  the  spleen.  He  had  received 
several  transfusions  but  no  other  specific 
therapy.  His  blood  count  had  been  rela- 
tively stable  until  a few  days  prior  to  ad- 
mission when  he  complained  of  increasing 
dyspnea  and  weakness.  The  hemoglobin 
was  then  8.3  Gm.  and  the  white  count 
56,000  with  26  per  cent  immature  gran- 
ulocytes. The  platelets  were  32,000.  The 
liver  was  down  6 cm.  and  the  spleen  18  cm. 
Multiple  petechiae  were  present.  Bone  mar- 
row as  consistent  with  a granulcytic  leu- 
kemia with  a lack  of  erythroblasts  and 
megakaryocytes.  His  initial  treatment  was 
transfusions  directed  toward  his  heart  fail- 
ure, anemia  and  thrombocyptopenia.  My- 
leran was  started  several  weeks  after  admis- 
sion when  his  white  count  had  jumped  to 
200,000.  In  three  days  it  was  300,000  with 
the  hemoglobin  maintained  at  8.2  Gm.  His 
course  was  rapidly  and  progressively  down- 
hill in  spite  of  the  addition  of  steroids  a 
few  days  later.  He  died  five  days  after  start- 
ing Myleran  of  a massive  intracranial  hem- 
orrhage. 

Post  mortem  findings  showed  chronic 
granulocytic  leukemia. 

While  this  patient  obviously  did  not  re- 
ceive enough  Myleran  to  influence  the 
course  of  his  disease,  it  does  demonstrate 
that  some  cases  of  chronic  leukemia  have 
prolonged  courses  with  peculiar  clinical  and 
hematological  termination  even  without  the 
complicating  factor  of  therapy.  Myleran 
was  also  found  to  be  of  no  value  in  a pa- 
tient who  was  clinically  terminal  although 
his  blood  picture  had  none  of  the  features 
of  an  acute  leukemic  change. 

N.P.  — aged  52.  This  white  woman  had 
had  a splenectomy  in  1945  because  of  bleed- 
ing, anemia  and  splenomegaly.  She  did 
fairly  well  from  that  time  until  1954  when 
she  developed  edema,  hypertension  and  al- 
buminuria. Her  hemoglobin  then  was  9.7 
Gm.  the  white  count  was  27,000  with  18 
per  cent  immature  granulocytes  and  plate- 
lets were  230,000.  Bone  marrow  studies 
were  unsatisfactory.  X-rays  revealed  a 
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Paget’s  type  of  bone  pathology.  She  was 
thought  to  have  Myeloid  metaplasia  and 
nephrosis.  Over  the  next  year,  while  her 
white  count  gradually  rose  to  65,000  with 
40  per  cent  immature  granulcytes  multiple 
transfusions  were  needed  on  three  occasions 
to  maintain  her  hemoglobin.  Because  of  the 
increasing  white  count  and  the  interpreta- 
tion of  her  blood  smear  as  being  that  of 
granulcytic  leukemia,  Myleran  was  started 
at  4 mgm/day  in  February  1955.  In  March, 
the  dose  was  reduced  to  2 mgm/day  and  in 
April  to  every  other  day.  The  white  count 
reduced  to  around  22,000  to  30,000  with  a 
gradually  dropping  hemoglobin.  In  June, 
with  a stable  hemoglobin  of  57  per  cent  and 
a white  count  of  41,000,  the  Myleran  was 
increased  to  2 mgm/day  and  in  July  to  3 
mgm/day.  In  August  when  the  hemoglobin 
was  65  per  cent  and  the  white  count  21,000 
she  felt  clinically  improved.  Myleran  was 
stopped.  In  November  1955  because  of  a 
white  count  of  16,000  and  a hemoglobin 
45  per  cent,  several  transfusions  were  given. 
Myleran  was  apparently  started  again  for 
several  weeks  at  2-4  mgm/day  but  because 
of  purpura  and  increasing  weakness  she  was 
hospitalized  in  early  January  1956  with 
11,000  white  cells,  31  per  cent  of  which 
were  immature.  The  platelets  were  38,000. 
Steroids  and  plastic  bag  transfusions  were 
used  to  control  the  purpura.  By  March  the 
white  count  was  49,000  with  50  per  cent 
blasts  and  24  per  cent  promyelocytes.  She 
died  a month  later  without  further  blood 
counts.  Dr.  Tocantin  reviewed  her  history 
in  March  and  was  unwilling  to  give  advice 
without  further  study  because  her  case  had 
become  so  complex.  His  first  impression  ap- 
parently was  Myelofibrosis  with  myeloid 
metaplasia.  However,  this  did  not  explain 
the  preponderance  of  blasts  in  her  peri- 
pheral blood  terminally. 

While  this  woman’s  diagnosis  remained 
in  doubt,  her  long  history  with  x-ray  evi- 
dence of  bone  changes,  was  certainly  com- 
patible with  myeloid  metaplasia.  Even  so 
she  did  show  clinical  and  hematological  re- 
sponse to  Myleran.  Whether  the  throm- 
bocytopenia was  due  to  bone  marrow  sup- 
pression by  Myleran  (note:  her  platelet 
counts  were  not  followed  routinely  while  on 


Myleran),  or  whether  it  was  due  to  the  de- 
velopment of  an  acute  leukemic  type  of 
blood  picture  is  not  certain.  This  again 
raises  the  unanswered  question  of  whether 
Myleran  had  anything  to  do  with  such 
blood  changes  or  whether  this  was  part  of 
the  natural  history  of  her  disease. 

(Case  presented  through  courtesy  of  Dr. 
H.  Baganz  and  Dr.  T.  Hall,  Wilmington.) 

S.F.  — aged  75.  This  white  woman  was 
first  seen  in  September  1952  complaining 
of  dizziness  and  dyspnea  for  several  weeks 
and  weight  loss  of  10  lbs.  in  a year.  Her 
hemoglobin  was  10  Gm.  and  white  counts 
51,000  with  26  per  cent  immature  gran- 
ulocytes and  6 per  cent  blasts.  Bone  mar- 
row biopsy  confirmed  the  diagnosis  of 
chronic  granulocytic  leukemia.  The  liver 
was  down  7 cm.  and  the  spleen  5 cm.  No 
therapy  was  given  until  March  1953  when, 
because  of  an  enlarging  spleen  and  a white 
count  of  154,000,  500  r.  in  air  was  directed 
to  the  spleen.  After  a transient  drop  in  the 
white  count  to  66,000  in  two  months,  it 
rose  in  June  to  160,000.  1800  r.  in  air  was 
given  with  good  hematological  and  clinical 
remission.  In  December  1953,  an  enlarging 
spleen,  a persistent  cough,  pain  in  the  left 
upper  quadrant  and  a white  count  of  69,000 
were  treated  with  TEM.  Her  hemoglobin 
had  remained  at  12  Gm.  since  her  x-ray 
therapy.  Since  she  had  only  temporary 
control  with  60  mgm.  of  TEM  over  the  first 
three  months  of  1954,  she  was  hospitalized 
in  April  1954.  Her  white  count  was  84,000 
and  because  of  her  cough,  x-ray  therapy 
(2000  r.  in  air)  was  directed  to  the  medi- 
astinum. This  was  followed  by  a drop  in 
white  count  to  14,000  in  three  weeks.  How- 
ever, in  another  two  weeks,  the  white  count 
rose  to  50,000  with  a hemoglobin  drop  from 
10  Gm.  to  8 Gm.  Because  of  a reticulocyte 
count  of  10  per  cent  and  the  progressive 
anemia.  Cortisone  was  started  although  the 
Coombs  test  was  negative.  While  taking 
Cortisone  the  hemoglobin  remained  stable 
at  8 Gm.  for  two  months.  Then  the  white 
count  rose  to  70,000.  Myleran  was  started 
in  June  at  a dose  of  34  mgm  week.  The 
hemoglobin  had  dropped  to  7.2  Gm.  Two 
weeks  later  the  white  count  was  75,000  and 
the  hemoglobin  was  8.5  Gm.  but  by  another 
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week  the  white  count  was  39,000  and  he- 
moglohin  10  Gm.  Some  of  the  hemoglobin 
rise  was  due  to  blood  given  just  as  Myleran 
was  started.  During  July  1954  Cortisone 
was  continued  at  50  mgm  day  and  Myleran 
at  2-4  mgm  day  except  that  the  patient  oc- 
casionally forgot  or  skipped  her  medication 
for  a few  days  at  a time.  Because  of  a white 
count  of  36,000  and  hemoglobin  of  6.6  Gm. 
at  the  end  of  July,  the  Myleran  was  in- 
creased to  34  mgm  week  and  more  blood 
was  given.  By  September  1st  1954  the 
white  count  was  19,000  and  the  hemoglobin 
had  dropped  to  6.4  Gm.  from  a high  of  9 
Gm.  toward  the  end  of  August.  The  pa- 
tient had  become  weaker  and  complained 
of  anorexia  and  nausea.  She  was  hospital- 
ized and  during  the  next  three  weeks  be- 
came progressively  weaker  and  died  in  spite 
of  transfusions  and  very  little  change  in  the 
white  count  except  for  a gradual  rise  to 
50,000.  There  was  no  evidence  of  an  acute 
exacerbation  of  her  disease.  Post  mortem 
findings  were  those  of  a chronic  granulocy- 
tic leukemia. 

This  patient  at  best  showed  only  trans- 
ient response  to  Myleran  in  spite  of  con- 
tinuous therapy.  Her  progressive  anemia 
was  only  temporarily  halted  although  the 
Cortisone  was  continued.  Did  the  Cortisone 
interfere  with  the  Myleran?  Would  she 
have  done  better  if  both  the  x-ray  and 
Myleran  had  been  used  earlier  in  the  course 
of  her  disease?  Perhaps  this  only  demon- 
strates that  each  case  of  leukemia  may  have 
a certain  life  expectancy  which  therapy  can 
only  modify  or  palliate. 

J.J.  — aged  37.  This  colored  male  was 
first  seen  in  March  1956  after  a routine 
blood  count  at  work  showed  105,000  white 
cells  with  28  per  cent  immature  granulo- 
cytes and  a hemoglobin  of  11  Gm.  A year 
previously  his  white  count  had  been  13,000. 
He  had  no  complaints  or  abnormal  physical 
findings.  The  bone  marrow  study  was  com- 
patible with  chronic  granulocytic  leukemia. 
Myleran  was  started  at  6 mgm  day.  A 
week  later  the  white  count  was  102,000 
but  within  another  four  weeks  it  was  16,000 
with  11.5  Gm.  hemoglobin.  The  Myleran 
was  stopped  for  two  weeks.  Then,  because 
of  a white  count  of  41,000,  it  was  started 


at  4 mgm  day  and  continued  for  about  six 
weeks.  At  that  time  the  white  count  was 
8300  and  the  dose  was  reduced  to  2 mgm 
day.  This  has  been  continued  at  the  same 
rate  ever  since  although  the  white  count 
rose  to  30,000  in  the  middle  of  July.  By 
August  8th  the  white  count  was  10,000  and 
the  hemoglobin  was  11.2  Gm. 

This  patient  demonstrated  relative  re- 
sistance to  Myleran  for  a new  case  in  com- 
parison to  others  in  this  series,  yet  he  is 
one  who  many  would  not  have  started  on 
therapy  in  the  absence  of  symptoms.  Does 
this  slight  resistance  mean  that  his  leuke- 
mia may  have  a shorter  natural  existence 
and  then  tend  to  go  into  a terminal  acute 
picture  in  a matter  of  months?  If  he  does 
that,  would  Myleran  be  in  any  way  respon- 
sible for  this?  Would  he  have  done  better 
if  left  alone?  He,  like  several  others,  showed 
an  initial  jump  in  the  white  count  after  the 
Myleran  was  started. 

Discussion 

These  cases  have  been  presented  in  some 
detail  since  so  little  is  known  of  the  end  re- 
sults with  Myleran.  We  hope  that  other 
investigators  may  add  this  experience  to 
their’s  in  order  to  clarify  Myleran’s  effect 
on  the  natural  history  of  chronic  granulo- 
cytic leukemia  as  well  as  to  resolve  the 
proper  time  to  start  therapy  and  the  best 
method  of  administration  . 

On  the  basis  of  this  personal  experience, 
it  seems  safe  to  conclude  that  Myleran  is  an 
extremely  effective  drug  in  the  treatment  of 
chronic  granulocytic  leukemia  whether 
used  initially  or  after  x-ray  or  P-32  therapy. 
Almost  without  exception,  patients  feel  bet- 
ter and  demonstrate  a definite  hemato- 
logical improvement  with  a drop  in  the 
white  count  and  a rise  of  hemoglobin.  The 
speed  of  fall  of  the  white  count  is  depend- 
ent on  both  the  patient  and  the  dose.  Many 
patients  show  an  unexplained  rise  in  white 
count  about  a week  after  the  initiation  of 
therapy.  In  most  of  this  group  of  patients 
any  attempt  to  stop  therapy  after  a satis- 
factory white  count  level  was  achieved  re- 
sulted in  an  almost  immediate  rise  in  the 
white  count.  Maintenance  therapy  has  been 
of  help  in  holding  the  white  count  down 
even  with  doses  as  low  as  2 mgm  week. 
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Platelet  depression  has  been  noted  in  sev- 
eral instances  but,  in  all  but  one  case,  it 
was  associated  with  the  development  of  a 
terminal  picture.  The  one  exception  de- 
veloped thrombocytopenia  of  2000  which 
gradually  corrected  itself  in  about  two 
months  with  the  aid  of  steroids.  The  de- 
velopment of  a terminal  acute  leukemic 
process  in  four  of  the  six  patients  who  died 
after  receiving  adequate  Myleran  therapy 
may  point  to  Myleran  as  being  of  etiolo- 
gical significance.  Perhaps  the  patient  with 
tuberculosis  should  not  be  included  in  this 
group.  Seven  patients  have  died,  six  are  liv- 
ing. Of  these  six,  three  are  relatively  new 
cases.  None  have  been  under  treatment 
more  than  6 months.  The  other  three  are 
living  4%  and  4l^  years  from  diag- 
nosis with  survival  on  Myleran  just  a little 
over  two  years.  Of  these  who  died  the  dura- 
tion of  Myleran  therapy  to  length  of  life 
after  diagnosis  was  as  follows: 


F T, 

6 months  vs. 

6 months 

G.K. 

18  months  vs. 

48  months 

N.P. 

12  months  vs. 

15  yrs.  (myeloid  metaplasia) 

L.r. 

10  months  vs. 

5 yrs. 

L.M. 

8 months  vs. 

3 yrs. 

S.Y. 

4 months  vs. 

2 yrs. 

Of  those  who  died  only  one  was  in  good 
clinical  and  hematological  control  for  a 
matter  of  more  than  a couple  of  months 
while  on  the  Myleran. 

Summary  and  Conclusions: 
Thirteen  cases,  twelve  of  which  had  an 
adequate  trial  of  Myleran,  have  been  re- 
viewed in  detail  in  order  to  demonstrate 
some  of  the  varying  clinical  pictures  of 
chronic  granulcytic  leukemia  and  how 
they  responded  to  Myleran  at  various 
stages  of  disease  with  and  without  previous 
therapy.  All  twelve  showed  evidence  of 
clinical  and  hematological  response.  Pre- 
vious therapy  bore  relatively  little  relation- 
ship to  the  initial  response  to  Myleran.  Sev- 
eral, in  whom  adequate  counts  were  avail- 
able, showed  an  initial  rise  in  the  white 
count  a week  after  Myleran  was  started. 
Maintenance  therapy  appeared  to  be  neces- 
sary in  most  to  keep  the  white  count  down, 
even  after  it  was  reduced  to  normal  levels. 
Four  of  the  six  who  died  after  Myleran 
therapy  had  a terminal  acute  leukemic 
blood  change.  Our  best  results  with  ther- 
apy were  with  4-6  mgm  day  of  Myleran 


for  three  to  six  weeks  followed  by  a reduced 
dose  of  2 mgm  day  until  the  white  count 
was  stabilized  under  10,000.  Then  a main- 
tenance dose  of  2 mgm/day  to  2 mgm  week 
was  given  to  keep  the  count  under  10,000. 
The  question  of  the  best  dose,  the  possible 
effect  of  Myleran  on  the  development  of 
acute  leukemia  terminally,  when  to  start 
therapy  in  an  asymptomatic  individual,  and 
comparison  of  Myleran  to  P-32  and  x-ray 
treatments,  are  left  to  future  investigators 
to  define. 
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UNDESIRABLE  SIDE  EFFECTS  ASSOCIATED 
WITH  PREDNISONE  THERAPY* 

By 

Ralph  M.  Myerson,  M.D.** 

One  of  the  limitations  to  the  use  of  corti- 
cotropin and  the  corticosteroids  is  the  bal- 
ance, at  times  precarious,  between  the  level 
of  therapeutic  response  and  the  occurrence 
of  undesirable  side  effects.  Because  of  this, 
biochemical  investigations  have  explored 
the  effects  of  modification  of  the  steroid 
molecule  with  a view  toward  enhancing  the 
therapeutic  effect  and,  at  the  same  time,  re- 
ducing the  undesirable  reactions. 

Prednisone  and  prednisolone,  formerly 
known  as  metacortandracin  and  metacor- 
tandralone,  represent  outgrowths  of  such 
investigations.  They  are  synthetic  steroids 
produced  by  dehyrogenation  at  positions 
one  and  two  of  the  cortisone  and  hyrocorti- 
sone  nuclei  respectively. 

Though  synthetic  compounds,  prednisone 
and  prednisolone  possess  anti-rheumatic 
properties  similar  to  cortisone  and  corti- 

* From  the  Medical  Service,  Veterans  Administration  Hos- 
pital, Philadelphia,  Pennsylvania. 

**  Asst.  Chief,  Medical  Service. 
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cotropin.  There  appear  to  be  little  or  no 
differences  between  the  actions  of  predni- 
sone and  prednisolone.  They  produce  a 
prompt  and  significant  fall  in  the  number 
of  circulating  eosinophiles  and  a suppres- 
sion of  urinary  17-keto-steroids.  These  new 
steroids  possess  three  to  five  times  the  po- 
tency of  cortisone  and  hydrocortisone,  milli- 
gram for  milligram.  In  contrast  to  corti- 
sone and  hyrocortisone,  however,  adminis- 
tration of  prednisone  is  not  associated  with 
sodium  and  water  retention  or  with  potas- 
sium loss.’" 

The  following  report  concerns  the  ob- 
servations on  75  patients  treated  with  pred- 
nisone during  a 15  month  period  from  De- 
cember, 1954  to  March,  1956.  During  this 
time,  it  has  become  increasingly  apparent 
that  prednisone  administration  may  be  as- 
sociated with  at  least  some  of  the  major  and 
minor  side-effects  seen  with  the  use  of  corti- 
cotropin and  cortisone.^  " ’" 

TABLE  I 

Conditions  Treated  with  Prednisone 
Diagnosis  No.  Patients 

Rheumatoid  Arthritis 16 

Dermatoses 

(Psoriasis,  3;  erythema 
multiforme,  dermatitis 
herpetiformis,  pityriasis 
rubra  pilaris,  exzematous 
dermatitis,  atopic  der- 
matitis medicamentosa, 
chronic  urticaria,  mycosis 


fungoides,  1 each) 11 

Sarcoidosis  7 

Blood  Dyscrasias 


(acute  monocytic  leu- 
kemia, chronic  myelo- 
cytic leukemia,  chronic 
lymphatic  leukemia, 
aplastic  anemia,  1 each)  4 
Dermatoses 

Ophthalmological  Disorders 

(post-operative,  3: 


choroiditis,  1)  4 

Emphysema  3 

Nephrotic  Stage,  Chronic  Glomerulon- 
ephritis   3 

Acute  Rheumatic  Fever 3 

Complete  Heart  Block  3 

Cirrhosis  with  Hypersplenism  3 

Cirrhosis  . 2 

Bronchial  Asthma  2 

Sceroderma  2 

Miscellaneous 

(amyotrophic  lateral 
sclerosis,  carcinomatosis 
(bronchogenic),  chronic 


ulcerative  colitis,  delirium 
tremens,  intractable 
cardiac  failure,  lupus 
erythematosus,  multiple 
myeloma,  penicillin  re- 
action, radiation  sickness, 
Reiter’s  syndrome, 
shoulder-hand  syndrome. 


tetanus,  1 each)  12 

Total  Patients  Treated  75 

Table  I lists  the  diagnoses  of  the  patients 
treated  with  prednisone.  The  duration  of 
therapy  varied  from  a few  days  to  months. 
Conventional  dosage  was  employed,  usually 
consisting  of  an  initial  “loading”  regimen 
of  30  to  40  mg.  daily,  followed  by  a grad- 
ual reduction  to  a satisfactory  maintenance 
dose  varying  between  5 and  20  mg.  daily. 
Some  of  the  patients  had  been  treated  pre- 
viously with  cortisone,  hydrocortisone  and 
corticotropin  and  had  been  transferred  to 
prednisone.  The  majority,  however,  were 
treated  with  prednisone  alone. 

The  major  and  minor  side-effects  noted 
in  these  patients  are  listed  in  Table  II. 

TABLE  II 

Prednisone  Therapy  Side  Effects 
MAJOR  . . . 8 

Overwhelming  infection  (Pneumonia) 


with  suppression  of  symptoms  2 

Gastro-intestinal  ulceration 

(Perforation  - - Hemorrhage  1)  3 

Impaired  carbohydrate  tolerance 

(Steroid  diabetes)  3 

MINOR  ...  8 

Folliculitis,  Furunculosis  4 

Moon  facies  2 

Urticaria  2 


Total  16 

Case  Reports 

Overwhelming  infection  (pneumonia) 
with  suppression  of  symptoms. 

Case  1 — S.S.,  a 63  year  old  white  man, 
was  admitted  to  the  Veterans  Hospital, 
Philadelphia,  Pa.  on  August  15,  1955.  He 
had  an  eight  year  history  of  rheumatoid 
arthritis  which  on  previous  hospitalizations 
had  been  unresponsive  to  chrysotherapy, 
salicylates,  physical  medicine,  phenylbuta- 
zone and  para-aminobenzoic  acid. 

The  past  and  family  histories  were  non- 
contributory. Physical  examination  re- 
vealed severe,  generalized  rheumatoid  arth- 
ritic changes.  Bilaternal  Dupuytren’s  con- 
tractures were  present.  Pulsations  were  ab- 
sent in  both  feet.  The  remainder  of  the 
physical  examination  was  within  normal 
limits. 

Laboratory  studies  were  essentially  nor- 
mal except  for  a sedimentation  rate  of  36 
mm.  per  hour.  The  electrocardiogram  and 
chest  roentgenogram  revealed  no  abnormali- 
ties. Advanced  rheumatoid  arthritic  changes 
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were  noted  in  the  roentgenograms  of  the 
hands  and  feet. 

On  August  25,  1955,  the  patient  was 
started  on  prednisone,  40  mg.  daily.  Im- 
provement in  arthritic  manifestations  was 
striking  and  maintained  when  the  dose  was 
decreased  to  20  mg.  daily.  Attempts  to 
lower  the  prednisone  dosage  further  re- 
sulted in  an  exacerbation  of  the  symtorn- 
atology.  The  patient  was  discharged  on  a 
maintenance  schedule  of  20  mg.  of  predni- 
sone daily  and  did  well  on  this  program, 
remaining  essentially  asymptomatic. 

He  was  readmitted  for  the  surgical  cor- 
rection of  his  Dupuytren’s  contractures  on 
November  17,  1955.  He  appeared  much  im- 
proved. The  patient  received  40  units  of 
corticotropin  gel  daily  for  five  days  prior 
to  a subcutaneous  faciotomy  of  the  right 
hand  and  tolerated  the  procedure  well.  Fol- 
lowing surgery,  prednisone  was  gradually 
decreased  to  5 mg.  daily.  Complaints  re- 
ferable to  his  arthritis  were  minimal  on  this 
maintenance  dose.  He  was  discharged  on 
December  22,  1955,  at  which  time  he  was 
afebrile  and  essentially  as3anptomatic. 
Prednisone  was  continued  at  home. 

Three  days  following  discharge,  the  pa- 
tient complained  of  chilly  sensations  and 
malaise  and  rapidly  lapsed  into  coma. 
There  had  been  no  symptoms  or  complaints 
referable  to  the  respiratory  tract.  On  his 
return  to  the  hospital  the  next  day,  De- 
cember 26,  1955,  the  patient  was  comatose 
and  in  shock.  His  temperature  was  104°F.; 
pulse,  140  per  minute;  respirations,  30  per 
minute.  There  were  signs  of  pneumonia 
throughout  the  right  lung,  findings  con- 
firmed by  a chest  roentgenogram.  A roent- 
genogram taken  for  esophageal  evidence  of 
scleroderma  15  days  earlier  had  been  in- 
terpreted as  showing  clear  lung  fields.  The 
white  blood  cell  count  was  9,800  per  cu.mm, 
with  98  per  cent  polymorphonuclear  leu- 
cocytes. Blood  cultures  were  sterile.  Spu- 
tum culture  revealed  hemolytic  staphylo- 
coccus aureus. 

The  patient  was  treated  with  large  doses 
of  penicillin,  erythromycin  and  streptomy- 
cin. Fluid  and  electrolyte  balance  was 
maintained.  Because  of  the  possibility  of 
adrenal  cortical  collapse,  corticotropin  and 


cortisone  were  administered.  He  failed  to 
respond  and  expired  on  December  28,  1955. 
Permission  for  autopsy  was  not  obtained. 

Case  2 — E.M.,  a 57  year  old  white 
man,  developed  severe  generalized  psoriasis 
and  rheumatoid  arthritis  in  July,  1954.  De- 
spite a wide  variety  of  treatments,  he  failed 
to  improve,  became  completely  bedridden 
and  was  admitted  to  the  Veterans  Admin- 
istration Hospital,  Philadelphia,  on  June  7, 
1955. 

Physical  examination  on  admission  re- 
vealed an  acutely  ill,  cachectic,  elderly 
white  man  completely  incapacitated  by 
rheumatoid  arthritis  involving  practically 
all  of  the  peripheral  joints.  There  was 
severe  generalized  psoriasis. 

Laboratory  studies  were  within  normal 
limits  except  for  a hemoglobin  of  8 grams 
per  100  ml.  and  a corrected  sedimentation 
rate  of  30  mm.  per  hour.  Roentgenogram 
of  the  chest  revealed  fibrotic  changes  in  the 
right  apex.  Joint  roentgenograms  revealed 
advanced  rheumatoid  arthritic  changes. 

The  patient  was  treated  with  salicylates, 
physiotherapy,  corticotropin,  cortisone, 
chlorpromazine,  reserpine,  phenylbutazone 
and  a variety  of  local  dermatological  ther- 
apies. There  was  a progressive  downhill 
course. 

On  August  22,  1955,  the  patient  was 
started  on  prednisone  in  gradually  increas- 
ing amounts.  On  80  mg.  of  prednisone  daily 
there  was  marked  improvement  in  both 
psoriasis  and  arthritis.  Attempts  to  lower 
the  dose  resulted  in  prompt  exacerbation 
of  symptoms.  During  this  period  of  high 
prednisone  dosage  there  was  no  evidence  of 
fluid  retention,  hypertension,  electrolyte 
imbalance,  or  impaired  carbohydrate  toler- 
ance. Roentgenogram  of  the  chest  on  Sep- 
tember 14,  1955  revealed  no  changes  from 
those  taken  previously.  Eight  days  later, 
the  patient  complained  of  cough  and  right 
chest  pain.  His  temperature  which  had 
been  normal  rose  to  103°F.  and  his  pulse 
to  120  per  minute.  There  were  signs  of 
consolidation  in  the  right  lower  lobe  and 
roentgenogram  confirmed  the  clinical  im- 
pression of  lobar  pneumonia.  The  leucocyte 
count  was  8,400  per  cu.mm,  with  98  per 
cent  polymorphonuclear  leucocytes. 
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Large  doses  of  penicillin,  tetracycline  and 
streptomycin  were  administered.  Electro- 
lyte and  fluid  balance  was  maintained.  Be- 
cause of  the  possibility  of  suppression  of 
the  adrenal  cortex,  corticotrophin,  cortisone 
and  desoxycorticosterone  were  given.  The 
patient  failed  to  respond,  lapsed  into  coma 
and  shock,  and  died  on  September  25,  1955. 

Autopsy  revealed  lobar  consolidation  of 
the  right  lower  lobe.  An  unsuspected  sup- 
purative diverticulitis  was  present.  Micro- 
scopic examinations  confirmed  the  diag- 
noses. Bacteriological  studies  were  not 
performed  during  the  autopsy,  but  gram 
positive  cocci  were  found  in  the  lungs  mi- 
croscopically. 

The  adrenal  glands  appeared  normal  both 
on  gross  and  microscopic  examinations. 

Intercurrent  infection,  often  pulmonary, 
during  administration  of  cortisone  and 
corticotrophin  is  well  documented.’^  Like- 
wise, the  inhibitory  effects  of  these  steroids 
on  the  manifestations  of  infections  and  in- 
flammatory disease  are  well  known.  Fever 
and  signs  of  toxemia  may  be  suppressed, 
and  collapse,  shock  or  death  may  occur 
suddenly  without  warning.  The  experi- 
mental and  clinical  aspects  of  this  problem 
have  been  well  summarized  by  Kass  and 
Finland’’  and  Thomas.’” 

The  role  of  prednisone  in  the  two  cases 
reported  cannot  be  definitely  stated.  Re- 
ports of  similar  experiences  with  cortisone 
and  corticotrophin  suggest  a definite  re- 
lationship. 

Gastrointestinal  Ulceration 

Case  1 — A.P.,  a 42  year  old  white  man, 
was  admitted  to  the  Veterans  Administra- 
tion Hospital,  Philadelphia,  on  August  24, 
1955.  He  had  a 13  year  history  of  general- 
ized rheumatoid  arthritis.  Symptoms  had 
persisted  despite  a wide  variety  of  therapies 
including  gold,  salicylates,  physical  medi- 
cine, antibiotics,  fever  and  foreign  protein. 
There  was  no  history  of  gastrointestinal 
complaints. 

Physical  examination  was  within  normal 
limits  except  for  findings  consistent  with 
generalized  acute  and  chronic  rheumatoid 
arthritis.  Laboratory  findings  were  not  re- 
markable except  for  an  elevated  sedimenta- 
tion rate  of  38  mm.  per  hour  (Wintrobe). 


Roentgenograms  of  peripheral  joints  re- 
vealed generalized  rheumatoid  arthritic 
changes. 

Prednisone  therapy  was  started  on 
August  25,  1955  in  dosage  of  40  mg.  daily 
for  4 days  and  20  mg.  daily  thereafter.  The 
improvement  in  his  arthritis  was  striking, 
but  attempts  to  establish  a lower  mainten- 
ance dose  were  unsuccessful. 

On  September  16,  1955,  the  23rd  day  of 
prednisone  therapy,  at  which  time  the  pa- 
tient had  received  a total  of  520  mg.,  he  be- 
gan to  complain  of  abdominal  pain  occur- 
ring between  meals  and  at  night  and  re- 
lieved by  food.  There  was  no  improvement 
on  an  ulcer  regimen  of  diet,  antispasmodics 
and  aluminum  hydroxide  gel.  An  upper 
gastro-intestinal  roentgenogram  revealed  an 
active  ulcer  in  the  duodenal  bulb  and  a 
probable  one  in  the  gastric  antrum  (Figure 
1).  Prednisone  was  discontinued  and  al- 
though the  patient’s  arthritic  symptoms 
recurred,  there  was  prompt  improvement  in 
his  gastrointestinal  complaints  and  ulcer 
healing  was  noted  on  a subsequent  roentgen 
examination. 


Figure  1 


Case  2 — E.H.,  a 37  year  old  white  man, 
was  admitted  to  the  Veterans  Administra- 
tion Hospital,  Philadelphia,  on  December  7, 
1955  with  a chief  complaint  of  urticaria, 
arthralgia,  asthma  and  laryngeal  edema  ap- 
parently secondary  to  penicillin  reaction. 
Penicillin  had  been  administered  on  No- 
vember 13,  1955  for  a respiratory  infection 
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and  the  present  symptomatology  had  begun 
8 days  later.  He  failed  to  respond  to  anti- 
histamine therapy  and  his  symptoms  pro- 
gressed. On  December  11,  1955,  the  pa- 
tient’s fifth  hospital  day,  he  was  started  on 
prednisone,  20  mg.  daily.  There  was  prompt 
subsidence  of  all  symptoms  and  signs.  Pred- 
nisone dosage  was  gradually  decreased  and 
after  a total  of  125  mg.  in  9 days,  the  pa- 
tient was  discharged  in  an  asymptomatic 
condition.  He  was  advised  to  continue 
prednisone,  5 mg  daily,  for  4 days. 

On  the  day  following  discharge,  the  pa- 
tient developed  epigastric  pain,  followed  in 
one  day  by  tarry  stools,  and  was  readmitted 
to  the  hospital.  Physical  examination  was 
negative  at  this  time  except  for  epigastric 
tenderness  and  the  presence  of  black  feces 
positive  for  blood  in  the  rectum.  His  hemo- 
globin had  fallen  from  a previous  level  of 
14.5  grams  to  9.5  grams  per  100  ml.  The 
patient  responded  well  to  an  ulcer  regimen, 
became  asymptomatic  and  was  discharged 
on  January  5,  1956.  An  upper  gastroin- 
testinal roentgenogram  failed  to  reveal  the 
presence  of  a definite  ulcer  niche. 

Case  3 — W.M.,  a 61  year  old  white  man 
was  admitted  to  the  Veterans  Administra- 
tion Hospital,  Philadelphia,  on  January  13, 
1955  with  a 6 day  history  of  acute  poly- 
arthritis, fever,  and  malaise.  The  past  and 
family  histories  were  negative.  Physical 
examination  revealed  an  acutely  ill,  toxic, 
elderly  white  man.  His  temperature  was 
103°F.;  pulse,  116  per  minute.  There  was 
an  acute  generalized  polyarthritis.  A grade 
II  apical  systolic  murmur  was  present. 

Significant  laboratory  studies  were  leu- 
cocytosis,  increased  sedimentation  rate, 
anti-streptolysin  and  antihyaluronidase  tit- 
ers of  1:1024  and  4 plus  positive  C-reactive 
protein.  There  were  serial  non-specific 
electrocardiographic  changes  involving  the  T 
waves  and  ST  segments.  Despite  the  pa- 
tient’s age,  the  diagnosis  of  acute  rheumatic 
fever  seemed  established. 

The  patient  was  placed  at  bed  rest  and 
treated  with  large  doses  of  salicylates,  but 
continued  to  run  an  extremely  toxic  and 
febrile  course.  Large  doses  of  antibiotics 
had  no  effect.  Because  of  a steady  downhill 
course,  corticotropin  therapy  was  begun  on 
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the  patient’s  11th  hospital  day,  January 
24,  1955.  He  received  25  mg.  intravenously 
daily  for  14  days,  and  thereafter  cortisone 
and  corticotropin  were  given  intermittently 
until  March  10,  1955.  Although  there  was 
prompt  improvement  on  steroid  therapy, 
large  doses  were  required  to  keep  signs  and 
symptoms  under  control.  Therapy  was 
complicated  by  the  development  of  peri- 
pheral and  pulmonary  edema  that  could  not 
be  readily  controlled  by  salt  restriction  and 
diuretics.  Attempts  to  reduce  or  discontinue 
the  steroids  resulted  in  prompt  exacerbation 
of  the  acute  rheumatic  state.  During  this 
period  the  patient  had  no  gastrointestinal 
complaints. 

On  March  10,  1955,  the  patient’s  67th 
hospital  day,  steroids  were  discontinued  for 
a 4 day  period.  Although  edema  subsided, 
there  was  a relapse  of  arthritis,  fever,  and 
toxicity.  On  March  14,  1955  prednisone 
was  begun  in  dosage  of  30  mg.  daily.  There 
was  a prompt  subsidence  of  signs  and  symp- 
toms. On  the  eighth  day  of  prednisone  ther- 
apy the  patient  complained  of  sudden  ab- 
dominal pain  and  went  into  shock.  Roent- 
genograms revealed  free  air  beneath  the  dia- 
phragm and  an  emergency  laparotomy 
revealed  a large  perforated  and  bleeding 


Figure  2 

gastric  ulcer  (Figure  2).  A gastrectomy  was 
performed.  The  patient  had  a stormy  post- 
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operative  course.  Signs  of  acute  rheumatic 
activity  recurred,  and  he  expired  suddenly 
on  April  15,  1955,  3 months  after  admis- 
sion. 

The  influences  of  cortisone  and  cortico- 
tropin on  the  gastrointestinal  tract,  par- 
ticularly the  stomach  and  duodenum,  are 
well  known.  An  increase  in  the  basal  and 
nocturnal  hydrochloric  acid  secretion  asso- 
ciated with  a rise  in  the  pepsin  content  of 
the  gastric  juice  has  been  noted.  The  latter 
is  reflected  in  an  increased  urinary  excretion 
of  uropepsin.’’  The  development  of  gastric 
or  duodenal  ulcers  or  the  aggravation  of 
pre-existing  ulcers  in  patients  under  steroid 
therapy  has  been  reported  on  many  occa- 
sions.'® 

Bollet,  Black  and  Bunim®  have  reviewed 
this  problem  recently  and  reported  the  ap- 
pearance of  duodenal  ulcers  in  three  of 
eighteen  patients  receiving  prednisone. 
Roentgenographic  studies  of  the  upper 
gastrointestinal  tract  performed  on  two  of 
these  patients  immediately  prior  to  steroid 
administration  revealed  no  abnoral  findings. 
An  acute  gastric  ulcer  was  found  at  autopsy 
in  a patient  treated  with  prednisone  for 
rheumatic  carditis  by  Gluck,  Brandt,  and 
Dordick.”  Roentgenograms  of  the  upper 
gastrointestinal  tract  had  previously  re- 
vealed no  abnormalities.  The  same  authors 
reported  perforation  of  a duodenal  ulcer  in 
another  patient  after  a total  of  105  mg.  of 
prednisone.  Gastrointestinal  side  effects  of 
prednisone  therapy  have  been  reported  by 
others.'-"’'-'"-'®’-" 

None  of  the  three  patients  reported  here 
had  a history  suggesting  ulcer,  and  none 
had  prior  roentgenographic  studies  of  the 
upper  gastrointestinal  tract.  The  coinci- 
dental occurrence  of  peptic  ulceration  can- 
not be  ruled  out.  Patient  A.P.  had  prompt 
subsidence  of  his  symptoms  and  healing  was 
noted  roentgenographically  after  prednisone 
was  discontinued.  No  ulcer  was  demon- 
strable in  patient  E.H.,  but  his  symptoms 
and  the  signs  of  upper  gastrointestinal 
bleeding  suggest  ulceration.  In  patient 
W.M.,  cortisone  and  corticotropin  undoubt- 
edly played  a role  in  the  patient’s  gastric 
ulcer.  Perforation  occurred  on  the  eighth 


day  of  prednisone  therapy  after  a total  dos- 
age of  240  mg. 

Impaired  carbohydrate  tolerance 
(steroid  diabetes) 

Case  1 — C.W.,  a 44  year  old  Negro,  was 
admitted  to  the  Veterans  Administration 
Hospital,  Philadelphia,  on  August  3,  1955. 
He  had  an  eleven  year  history  of  inter- 
mittent episodes  of  acute  rheumatoid  arth- 
ritis, the  last  of  which  began  four  weeks 
prior  to  admission.  There  was  no  past  or 
family  history  of  known  diabetes  mellitus. 

Physical  examination  was  within  normal 
limits  except  for  severe  arthritic  changes  in- 
volving almost  all  of  the  peripheral  joints. 
Laboratory  studies  were  not  remarkable  ex- 
cept for  a sedimentation  rate  of  40  mm.  per 
hour  (Wintrobe).  Urinalysis  was  negative. 
A fasting  blood  sugar  was  114  mg.  per  100 
ml.;  post  prandial  studies  on  blood  sugar 
were  not  performed.  Roentgenogram  of  the 
chest  and  electrocardiogram  were  within 
normal  limits.  Roentgenograms  of  the  joints 
revealed  rheumatoid  arthritic  changes. 

On  August  6,  1955,  his  third  hospital 
day,  the  patient  was  placed  on  prednisone 
with  prompt  relief  of  symptoms.  Initial 
dosage  was  60  mg.  daily  with  gradual  re- 
duction to  a maintenance  dose  of  15  mg. 
daily.  The  patient  was  discharged  on  this 
regimen  on  the  29th  hospital  day.  During 
his  hospitalization  there  was  no  glycosuria 
or  hyperglycemia. 

He  returned  14  days  later  complaining  of 
polyuria,  polydipsia,  malaise  and  a weight 
loss  of  9 pounds.  Urinalysis  on  admission 
revealed  4 plus  glycosuria  and  2 plus  ace- 
tonuria.  The  blood  sugar  was  460  mg.  per 
100  ml.;  CO2  combining  power  was  18  meq. 
per  liter. 

Prednisone  was  discontinued  and  the  pa- 
tient was  placed  on  a 1,500  calorie  diabetic 
diet  (C155,  P.  94,  F 55)  and  insulin. 
Within  the  next  two  weeks  there  was  a 
gradual  decrease  in  insulin  requirements 
until  it  could  be  withdrawn.  The  patient 
was  discharged  on  September  29,  1955,  18 
days  after  his  readmission.  At  this  time 
urinalyses  were  negative  for  sugar  and  ace- 
tone. The  fasting  blood  sugar  was  134  mg. 
per  100  ml.;  a 2 hour  post-prandial  blood 
sugar  was  150  mg.  per  100  ml. 
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The  patient  returned  for  further  evalua- 
tion of  his  diabetic  status  2 1/^  months  later. 
Urinalysis  during  this  period  had  been  free 
of  glucose  at  all  times,  and  the  patient’s 
only  complaint  had  been  mild  ankle  pain. 

Urines  tested  four  times  daily  during  this 
hospitalization  were  free  of  sugar  and  ace- 
tone. A glucose  tolerance  test  revealed  the 
following  results:  fasting  blood  sugar,  117 
mg.  per  100  ml.;  Y2  hour  after  glucose,  158 
mg.;  1 hour  after  glucose,  173  mg.;  2 hours 
after  glucose,  181  mg.;  and  3 hours  after 
glucose,  125  mg.  per  100  ml. 

Case  2 — D.T.,  a 60  year  old  white  man, 
was  admitted  to  the  Veterans  Administra- 
tion Hospital,  Philadelphia,  on  November 
29,  1955.  He  had  a 16  year  history  of 
severe  rheumatoid  arthritis  which  had  been 
unresponsive  to  many  therapies.  Five 
months  prior  to  admission  he  had  been 
placed  on  prednisone  and  his  symptoms  had 
been  fairly  well  controlled  on  15  mg.  daily. 
During  the  three  months  before  entry,  the 
patient  had  noticed  polyuria,  polydipsia 
and  had  lost  20  pounds  in  weight.  There 
was  no  known  past  or  family  history  of  dia- 
betes mellitus. 

Physical  examination  on  admission  re- 
vealed an  elderly  white  man  with  advanced 
generalized  rheumatoid  arthritic  changes. 
The  remainder  of  the  physical  examination 
was  not  remarkable. 

The  initial  laboratory  studies  revealed  4 
plus  glycosuria;  the  fasting  blood  sugar  was 
257  mg.  per  100  ml.;  a 2 hour  post-prandial 
blood  sugar  was  330  mg.  per  100  ml. 

Prednisone  was  discontinued  and  the  pa- 
tient was  placed  on  a 1,800  calorie  diabetic 
diet  (C  170,  P 96,  F 85)  and  small  does  of 
insulin.  Following  discontinuation  of  the 
prednisone  and  insulin,  the  urine  became 
free  of  glucose  and  remained  so.  Blood 
sugar  levels  on  diet  alone  varied  between 
117  and  130  mg.  per  100  ml. 

Case  3 — F.D.,  a 63  year  old  white  man, 
was  admitted  to  the  Veterans  Administra- 
tion Hospital,  Philadelphia,  on  December 
16,  1955.  He  gave  a 2 month  history  of 
brief  episodes  of  unconsciousness.  During 
this  period  there  had  also  been  increasing 
dyspnea  and  orthopnea.  Approximately  one 
year  prior  to  entry  he  had  been  told  he  had 


“sugar  in  his  urine”,  and  for  a four  day 
period  had  received  insulin.  There  was  no 
history  of  polydipsia,  polyuria,  polyphagia 
or  weight  loss,  and  no  family  history  of  dia- 
betes could  be  elicited. 

Physical  examination  revealed  an  elderly, 
obese,  dyspneic  white  man  with  a regular 
cardiac  rate  of  32  per  minute.  Signs  of  left 
and  right  sided  cardiac  failure  were  present. 
An  electrocardiogram  revealed  complete 
heart  block  with  an  auricular  rate  of  115 
per  minute  and  a ventricular  rate  of  32  per 
minute. 

Laboratory  studies  were  within  normal 
limits  except  for  a blood  sugar  of  215  mg. 
per  100  ml.  Urinalysis  four  times  daily  for 
sugar  and  acetone  were  negative.  Roent- 
genogram of  the  chest  on  admission  re- 
vealed an  area  of  pneumonia  in  the  right 
lower  lobe. 

The  patient’s  congestive  failure  and 
pneumonia  responded  well  to  diuretics  and 
antibiotics.  Because  of  previous  satisfac- 
tory experiences  with  steroids  in  complete 
heart  block,  prednisone,  30  mg.  daily,  was 
instituted.  Glycosuria  developed  immedi- 
ately, necessitating  20  units  of  isophane  in- 
sulin daily  for  control.  As  prednisone  was 
increased  to  45  mg.  daily,  it  became  neces- 
sary to  increase  the  insulin  to  50  units  daily 
in  order  to  control  glycosuria.  There  was 
no  effect  on  the  patient’s  complete  heart 
block,  prednisone  was  discontinued  and  in- 
sulin was  gradually  withdrawn.  Following 
this,  the  urine  remained  free  of  sugar  and 
blood  glucose  determinations  varied  from  93 
to  130  mg.  per  100  ml. 

The  effects  of  cortisone  and  corticotropin 
on  carbohydrate  metabolism  have  been  well 
outlined  by  Thorn  and  his  coworkers.’” 
Gluconeogenesis  and  inhibition  of  some 
phase  of  carbohydrate  utilization  are  prob- 
ably the  mechanisms  by  which  hypergly- 
cemia and  glycosuria  occur.  Patients  in 
which  this  is  noted  are  usually  “latent”  dia- 
betics, and  this  appears  to  have  been  the 
case  in  the  three  patients  presented. 

The  importance  of  this  side  effect  is  illus- 
trated by  patient  C.W.,  in  whom  incipient 
acidosis  was  produced  in  a very  short  period 
of  time.  Insulin  was  necessary  in  all  three 
of  the  patients  during  prednisone  admini- 
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stration  but  could  be  withdrawn  when  pred- 
nisone was  stopped.  Impairment  of  carbo- 
hydrate metabolism  during  prednisone  ther- 
apy has  been  reported  by  others.^  **'”’’'^ 

Eight  patients  were  classified  as  having 
had  minor  side-effects  to  prednisone  ther- 
apy. Four  of  these  were  in  the  form  of  folli- 
culitis or  furnuculosis  of  the  skin;  two,  urti- 
caria; and  two,  moon  faces.  Brief  histories 
of  these  patients  are  presented. 

Folliculitis  and  furunculosis 

H.A.,  a 39  year  old  white  man  with  rheu- 
matoid arthritis,  developed  generalized  fol- 
liculitis after  10  days  of  prednisone  therapy 
in  dosage  of  20  mg.  daily.  Staphylococcus 
aureus  was  recovered  from  several  of  the 
lesions.  A slow  recovery  was  made  on  ap- 
propriate antibiotic  therapy. 

P.A.,  a 41  year  old  white  man  with  rheu- 
matoid arthritis  of  15  years  duration,  was 
treated  with  prednisone  and  maintained 
satisfactorily  on  20  mg.  daily.  On  the  23rd 
day  of  therapy,  after  a total  dosage  of  520 
mg.,  he  developed  a generalized  folliculitis. 
Discontinuation  of  prednisone  and  admini- 
stration of  antibiotics  resulted  in  prompt 
subsidence  of  the  lesions.  No  bacteriological 
studies  were  done. 

F.M.,  a 63  year  old  white  man,  had  a long 
history  of  recurrent  urticaria  of  unknown 
etiology.  He  failed  to  respond  to  antihista- 
mine therapy  and  was  started  on  predni- 
sone, 15  mg.  daily.  There  was  no  thera- 
peutic response.  On  the  15th  day  of  ther- 
apy, after  a total  dosage  of  210  mg.  of  pred- 
nisone, generalized  furunculosis  developed. 
Incision  and  drainage  of  a large  lesion 
yielded  alpha  hemolytic  staphylococci  on 
culture.  Prednisone  was  discontinued  and 
the  furuncles  responded  readily  to  appro- 
priate antibiotic  therapy. 

T.W.,  a 32  year  old  white  man  with  rheu- 
matic heart  disease,  was  placed  on  pred- 
nisone in  an  attempt  to  control  paroxysms 
of  supraventricular  tachycardia.  After  36 
days  of  therapy,  during  which  time  the  pa- 
tient received  a total  of  1,160  mg.  of  pred- 
nisone, he  developed  a generalized  follicu- 
litis. Prompt  clearing  occurred  after  pred- 
nisone was  continued. 


Urticaria 

J.A.,  a 50  year  old  white  man,  was  ad- 
mitted to  the  Veterans  Administration  Hos- 
pital, Philadelphia,  on  February  28,  1955. 
He  had  a 12  year  history  of  rheumatoid 
arthritis  which  had  failed  to  respond  to  a 
multitude  of  therapies.  On  his  18th  hospital 
day,  the  patient  was  started  on  prednisone. 
On  the  eighth  day  of  treatment,  after  a 
total  dose  of  190  mg.,  he  developed  general- 
ized urticaria.  Prednisone  was  discontinued 
and  antihistamine  drugs  used  with  prompt 
subsidence  of  urticaria.  Resumption  of  pred- 
nisone resulted  in  recurrence  of  urticaria 
after  30  mg.  had  been  administered. 

G.M.,  a 55  year  old  white  man,  had 
numerous  admissions  to  the  Veterans  Ad- 
ministration Hospital,  Philadelphia,  for 
severe  generalized  rheumatoid  arthritis  of 
11  years  duration.  He  had  been  unrespon- 
sive to  numerous  therapies  and  had  been 
treated  with  cortisone,  hydrocortisone  and 
corticotropin.  Following  administration  of 
these  steroids,  he  had  developed  urticaria 
necessitating  their  withdrawal.  A similar 
urticarial  reaction  developed  after  60  mg. 
of  prednisone  was  given. 

Moon  Facies 

E.P.,  a 50  year  old  white  nurse  with 
chronic  lymphatic  leukemia,  rheumatoid 
arthritis  and  severe  psoriasis  has  been  on 
prednisone  for  one  year,  receiving  10  to  25 
mg.  daily.  Her  leukemia  and  arthritis  have 
been  well  controlled  on  this  regimen. 
Marked  moon  facies  has  developed. 

T.W.,  a 58  year  old  white  man  with 
chronic  ulcerative  colitis,  has  been  treated 
with  25  mg.  of  prednisone  daily  for  a period 
of  4 months.  During  this  time  his  colitis 
has  been  well  controlled.  He  has,  however, 
gained  a total  of  36  pounds  and  the  fat  de- 
position has  an  abnormal  distribution  in- 
volving the  face  and  thorax. 

Summary 

In  a series  of  75  patients  treated  with 
prednisone  for  a wide  variety  of  conditions, 
a number  of  side-effects  were  noticed. 

Two  patients  developed  pneumonia  with 
overwhelming  infection  resulting  in  death. 
Symptoms  seemed  to  have  been  suppressed 
until  a near  terminal  condition  existed. 
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Three  patients  manifested  gastrointes- 
tinal complications.  In  one  of  these  there 
was  roentgenographic  evidence  of  duodenal 
and  antral  ulceration  with  healing  noted 
after  prednisone  was  discontinued.  In  an- 
other there  was  upper  gastrointestinal  hem- 
orrhage with  no  demonstrable  ulcer  found 
by  roentgenogram.  A third  patient  who  had 
also  received  cortisone  and  corticotropin 
perforated  a large  gastric  ulcer  while  on 
prednisone  therapy. 

Three  patients  exhibited  diminished  car- 
bohydrate tolerance  requiring  administra- 
tion of  insulin  while  prednisone  was  given. 
Glycosuria  and  hyperglycemia  disappeared 
after  prednisone  was  discontinued. 

Minor  reactions  consisting  of  folliculitis 
and  furunculosis,  urticaria  and  moon  facies 
were  observed  in  eight  patients  receiving 
prednisone. 

There  was  no  evidence  of  fluid  retention 
or  electrolyte  imbalance  in  any  of  the  75 
patients.  From  the  observations  on  this 
group  and  from  the  experience  of  others, 
however,  it  seems  probable  that  any  or  all 
of  the  other  side-effects  seen  with  steroid 
therapy  may  occur  with  prednisone. 
references 

1.  Herzog,  H.  L.,  Nobile,  A.,  Tolk,sdorf,  S.,  Chamey,  W., 
Hirshberg,  E.  B.,  and  Perlman,  P.  L.:  New  antiarth- 
ritic  steroids.  Science  121:176,  1955. 

2.  Bunim,  J.  J.,  Pechet,  M.  M.  and  Bollet,  A,  J.:  Studie.s 
on  metacortandralone  and  metacortandracin  in  rebuma- 
toid  arthritis;  antirheumatic  potency,  metabolic  effects 
and  hormonal  properties.  J.A.M.A.,  157:311,  1955. 

3.  Bunim,  J.  J.,  Black,  R.  L,,  Bollet,  A.  .J.,  and  Pechet, 

M.  M.:  Metabolic  effects  of  metacortandralone  and 

metacortandracin,  Ann.  New  York  Acad.  Sc.,  61:358, 
1955. 

4.  Dordick,  J.  R.  and  Gluck.  E.  .1.:  Preliminary  clinical 
trials  with  prednisone  (meticorten)  in  rheumatic  disease: 
comparative  anti- rheumatic  potency,  metabolic  activity 
and  hormonal  properties,  J.A.M.A.,  158: 166,  1955. 

5.  Dermartini,  F.,  Boots,  R.  H.,  Snyder,  A.  1..  Sandson. 

J.,  and  Ragan,  C.:  Comparative  effects  of  prednisone 

and  corttsone,  J.A.M.A.,  158: 1505,  1955. 

6.  Boland,  E.  W.:  Predntsone  and  Predntsolone  therapy  in 
rheumatoid  arthritis:  clinical  evaluation  based  on  con- 
tinuous observations  for  period  of  six  to  nine  months. 
J.A.M.A.,  160:613,  19.56. 

7.  Coste,  F.,  Uelbarre,  F.,  Mas-sias.  P.,  De  Seze,  S.,  Robin. 
J.,  Debey  re,  N.  Rubens-Duval,  A.,  and  Lacapere,  J.: 
Rfoultats  de  1 'experimentation  fran?alse  de  la  meta- 
cortandracine  dans  les  rhumatismes  inflammatoires.  Rev. 
rhumat..  22  : 385,  1955. 

8.  Bollet,  A.  J.,  Black,  R..  Bunim,  J.  J.:  Major  un- 
desirable side-effects  resulting  from  prednisolone  and 
prednisone,  .J.A.M.A.,  158:4.59,  1955. 

9.  Gluck,  E.  .1.,  Brandt,  A.  A.,  and  Dordick,  J.  R.: 
Prednisone  in  active  rheumatic  carditis.  New  England  ,1. 
Med.  253:518.  1955. 

10.  Muller,  A.  F.;  Etude  clinique  du  prednisone  (meticortene. 
metacortandracine) . Schweiz,  med.  Wchnschr.  85:1001, 
1955 

11.  Nabarro,  J.  D.  N.,  Stewart,  .1.  S.,  and  Walker.  G.: 
Clinical  and  metabolic  effects  of  prednisone,  Lancet 
2:993,  1955. 

12.  Bollet,  A.  .1.,  Segal,  S.,  and  Bunim,  .1.  .1.:  Treatment 
of  systemic  lupus  erythematosus  with  prednisone  and 
prednisolone,  J.A.M.A.,  159:1501,  1955. 

13.  Cohen,  A.,  Turner,  R.,  and  Dunsmore,  R.:  Prednisone 
in  the  treatment  of  rheumatoid  arthritis.  New  England 
,J.  Med.  253:1150,  1955 

14.  Antopol,  W.,  Quittner,  H.,  Gittler,  R.,  Dordick,  ,1.  and 
Saphra,  I.  Occurrence  of  spontaneous  infections  after 


administration  of  cortisone  and  ACTH.  Bull.  New 
York  Acad.  Med.  28:540,  1952. 

Kass,  E.  H.  and  Finland,  M.:  Adrenocortical  hormones 
in  infection  and  immunity,  Ann.  Rev.  Microbiol.  7:361, 
1953. 

Thomas,  L.:  Cortisone,  ACTH  and  infection.  Bull.  New 
York  Acad.  Med.  31:485,  1955. 

Gray,  S.  J.,  Ben.son,  J.  A.,  Jr.,  Spiro,  H.  M.  and 
Reifenstein,  R.  W,  Symposium  on  ACTH  and  cortisone 
as  related  to  gastrointestinal  tract:  effects  of  ACTH  and 
cortisone  upon  stomach:  its  significance  in  normal  and 
in  peptic  ulcer.  Gastroenterology,  19:658,  1951. 
Sandwelss,  D.  J.:  Effects  of  adrenocorticotropic  hormone 
(ACTH)  and  of  cortisone  on  peptic  ulcer.  I.  Clinical 
review.  Gastroenterology,  27:604,  1954. 

Thom,  G.  W.,  Jenkins,  D.,  Laidlow,  J.  C.,  Goetz,  F. 
C.,  Dingman,  J.  F.,  Arons,  W.  L.,  Streeten,  D.  H.  P., 
and  McCracken,  B.  H.:  Pharmacologic  aspects  of  ad- 
renocortical steroids  and  ACTH  in  man.  New  England 
J.  Med.  248:284,  1953. 

Fentress,  V.,  FimschUd,  P.  and  Reveno,  W.  S.:  Per- 
forated duodenal  ulcer  complicating  prednisone  therapy. 
New  England  J.  Med.  254:657,  19,56. 


PHARMACOLOGIC  MODIFICATION  OF 
RADIOSENSITIVITY:  A REVIEW 

Robert  Marine,  M.D.* 

The  usual  limiting  factor  in  radiotherapy 
for  neoplastic  disease  is  the  sensitivity  of 
surrounding  normal  tissue.  Too  often  can- 
cer is  not  amenable  to  ionizing  radiation, 
because  a tumor  dose  cannot  be  delivered 
to  it  without  intolerable  damage  to  the  pa- 
tient. Insufficient  differential  response  in 
cancerous  and  healthy  tissue  accounts  for 
this.  Rendering  neoplasms  more  sensitive 
or  normal  tissues  more  resistant  without 
altering  the  other  is  a rational  approach  to 
improved  therapy.  Efforts  to  alter  the 
therapeutic  ratio  have  been  numerous,  but 
all  of  them  have  been  primarily  handi- 
capped by  the  ignorance  of  basic  mechan- 
isms of  tissue  reaction  to  ionizing  radiation. 

The  ideal  of  a chemotherapeutic  agent  for 
cancer,  such  as  an  antimetabolite  specific 
for  malignant  tissue,  is  not  at  hand.  How- 
ever, one  of  the  principal  advantages  of  such 
a drug,  and  independence  of  tumor  localiza- 
tion for  effect,  could  be  achieved  by  a radio- 
sensitizer. That  is,  a sufficiently  great  alter- 
ation of  differential  response  would  permit 
a lethal  radiation  dose  to  the  tumor  without 
permanent  damage  to  other  tissues.  Locally 
extensive  tumors  or  those  with  distant 
metastases  could  then  be  treated  better. 

Supervoltage  radiotherapy  is  an  improve- 
ment over  conventional  or  orthovoltage 
treatment  for  some  lesions.  However,  the 
success  hoped  for  with  supervoltage  tech- 
niques has  not  been  achieved.  Although 
still  other  energy  levels  are  now  being 
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studied,  it  appears  that  there  is  limited 
benefit  from  this  approach.  No  matter  how 
the  energy  input  is  changed  the  normal  and 
diseased  tissue  response  will  probably  par- 
allel each  other.  Therefore,  an  attempt  to 
change  the  results  by  modifying  the  tissue 
response  rather  than  the  therapeutic  ray 
seems  rational. 

Ruth  and  John  B.  Graham  have  done  in- 
teresting work  indicating  that  radiosensi- 
tive and  radioresistant  carcinomas  of  the 
cervix  can  be  identified  by  vaginal  smears. 
Their  estimation  of  prognosis  of  the  pa- 
tients they  have  studied  by  this  means  is 
remarkable.  They  have  made  attempts  to 
alter  sensitivity  in  a few  of  their  patients 
and  the  results  are  interesting.  These  data 
suggest  that  radiosensitivity  varies  from  one 
time  to  another  in  the  same  patient  and 
that  radiosensitivity  can  be  altered. 

Other  motivation  for  attempts  to  modify 
radiosensitivity  has  sprung  from  increasing 
industrial  use  of  ionizing  radiations  and  the 
threat  of  atomic  warfare.  Potential  ex- 
posure of  many  people  to  irradiation  from 
these  sources  makes  a chemical  protecting 
agent  of  tremendous  value.  It  now  seems 
definite  that  ionizing  radiation  is  leukemo- 
genic  in  some  circumstances. A drug  pro- 
tecting an  organism  from  the  immediate 
lethal  effects  of  ionizing  radiation  might 
also  protect  against  leukemogenesis  from 
radiation. 

In  discussing  pharmacologic  protection,  a 
distinction  should  be  made  between  drugs 
which  alter  cellular  response  to  irradiation 
and  those  which  combat  irradiation  effects 
after  they  have  occurred.  Suitable  drugs  of 
both  types  are  being  sought,  but  one  to 
modify  cellular  response  would  be  more 
promising  ultimately.  Biologic  protection  is 
not  considered  in  this  article. 

Experiments  with  Protective 
Drugs 

Barron  et  al  showed  in  vitro  that  enzymes 
requiring  the  sulfhydryl  group  for  activity 
are  more  radiosensitive  than  other  en- 
zymes.®’' They  showed  also  that  there  are 
two  mechanisms  of  inactivation  of  the 
sulfhydryl  enzymes  by  ionizing  radiation. 
One  mechanism  occurs  with  large  doses  of 
irradiation  and  consists  of  protein  dena- 


turation;  this  is  irreversible.  The  other  is 
oxidation  of  the  sulfhydryl  group  by  oxi- 
dants formed  in  the  irradiation  of  cellular 
water.  In  this  process  sulfhydryl  groups 
are  converted  to  disulfide  bonds,  but  the 
process  is  reversible  after  moderate  radia- 
tion doses  by  addition  of  certain  sulfhydryl 
containing  compounds  such  as  glutathione. 
These  workers  think  that  the  reversal  oc- 
curs with  reduction  of  the  disulfide  bonds 
back  to  sulfhydryl  groups. 

Work  in  mammals  by  Chapman,  Cron- 
kite  and  others  has  shown  that  glutathione 
injected  into  mice  shortly  prior  to  whole 
body  irradiation  improves  their  survival 
time,  decreases  their  weight  loss  and  im- 
proves their  resistance  to  trauma.’^’'-'*  They 
also  found  that  glutathione  concentrates  in 
the  liver,  kidneys  and  spleen.  Subsequent 
tests  by  Patt  and  his  associates  were  done 
with  cysteine,  an  amino  acid  with  a sulf- 
hydryl group.”’®^’®®  They  demonstrated 
that  intravenous  injection  could  increase 
the  LD  50  from  765  to  1120r.  Cystine,  the 
oxidation  product  of  cysteine,  was  found 
to  have  no  effect.  They  studied  glutathione 
also  and  confirmed  the  previous  work  but 
showed  that  glutathione  is  less  effective 
than  cysteine.  After  other  experiments  they 
reported  that  oral  cysteine  was  less  effec- 
tive than  intravenous,  that  cysteine  pro- 
tection occurs  with  x-ray  dose  rates  vary- 
ing from  15  to  210r  per  minute,  and  that 
oral  glutathione  is  not  protective.  They 
demonstrated  also  that  these  drugs  are 
helpful  only  when  given  within  one  hour 
prior  to  irradiation.  Post-irradiation  injec- 
tion and  injection  more  than  one  hour  be- 
fore irradiation  were  not  effective.  The 
same  authors  tested  methionine,  an  amino 
acid  related  to  cysteine  and  found  no  pro- 
tective action.  Colloidal  sulfur  and  sodium 
sulfide  were  studied  because  of  the  possible 
importance  of  sulfur  in  the  effective  com- 
pounds. No  beneficial  action  was  observed. 
Ascorbic  acid,  a biologic  reducing  agent, 
also  failed  to  show  protection. 

In  later  studies,  Patt  and  co-workers 
tested  the  response  of  Walker  rat  carcinoma 
256  to  cysteine.  The  tumor  and  healthy 
cells  were  both  protected.  Confirmatory 
evidence  came  from  Hall  who  found  that 
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tumor  fragments  irradiated  in  vitro  grew 
better  upon  subsequent  implantation  if  they 
had  been  protected  by  cysteine  during  ir- 
radiation. An  18  per  cent  increase  in  radia- 
tion dose  was  needed  in  these  tests  to  effect 
equivalent  tumor  inhibition.  These  impres- 
sions were  corroborated  by  Storaasli  et  al 
who  found  cysteine  protecting  healthy  and 
neoplastic  tissues  in  animals  in  comparable 
degree.  In  contrast  to  these  findings  are 
the  observations  of  Weisberger  et  al  who 
studied  cysteine  in  relation  to  nitrogen 
mustard,  a radiomimetic  drug.  They  believe 
that  there  is  decreased  leukopenia  in  hu- 
mans from  nitrogen  mustard  therapy  when 
cysteine  is  used  as  a premedication.  De- 
spite the  protection  of  granulocytes  there 
was  no  indication  of  protective  effect  on 
malignant  cells. 

Tissue  hypoxia  has  been  recognized  as  a 
protective  mechanism  against  ionizing  ra- 
diation. Dowdy,  Limperos^'-^-  and  others*’ 
have  demonstrated  this.  Dowdy  has  shown 
that  brief,  extreme,  anoxic  anoxia  will  in- 
crease the  LD  50  for  rats  from  600r  to 
1200r.  Various  workers  have  therefore  used 
drugs  to  produce  hypoxia  and  have  found 
protection  with  some.  Sodium  nitrite  and 
para-amino-propiophenone  are  drugs  pro- 
ducing methemoglobinemia  and  are  classi- 
fied in  this  category.’®""  ®'’ 

Bacq  and  Herve  and  their  collaborators 
worked  with  cyanide,  azide,  and  ma- 
lonitrile  and  showed  protective  benefits 
from  these  agents.  Azide  and  malonitrile 
are  cyanide  liberators.  Thiocyanate  on  the 
other  hand,  was  without  effect.  BAL  was 
ineffectual  for  radioprotection  in  maximal 
tolerated  doses. 

Morphine  sulfate*’  and  ethyl  alcohol’*  ** 
have  also  been  of  interest.  Both  offer  some 
modification.  However,  neither  approaches 
the  efficiency  of  cysteine.  Figge  and  Mack” 
demonstrated  protection  in  mammals  with 
intraperitoneal  injection  of  sodium  pento- 
barbital. Various  mechanisms  of  action  were 
postulated  for  pentobarbital  effects,  but 
none  was  proved. 

Various  hormones  have  been  tried.  Thy- 
roid hormone®”  increases  radiotoxicity. 
This  is  probably  a function  of  accelerated 
metabolism.  Thiornea  but  not  thioura- 


cil*®-4’  ” decrease  roentgen  mortal  effects  in 
animals.  DCA,  estradiol,  testosterone  and 
STH  increase  survival  but  are  probably 
combative  in  type  rather  than  true  modi- 
fiers of  cellular  response.®*  ®*  Pitressin  and 
epinephrine  also  show  protection.*"  Some 
investigators  found  cortisone  protective**  ®" 
but  others  say  it  increases  radiotoxicity.** 

Inevitably  vitamins  were  tested  and  the 
results  have  not  warranted  any  optimism. 
Vitamin  P does  apparently  decrease  death 
from  post-irradiation  hemorrhage,  but  this 
is  a counteracting  rather  than  modifying 
function.*’-**-’"-®’ 

Certain  phenol  and  napthol  derivatives 
and  glucosamine  have  been  shown  to  have 
some  protective  effects’-’".  Methyl  linoleate 
given  orally  also  provides  statistically  sig- 
nificant protection.*"  Acetyl-beta-methyl- 
choline  and  carbomylcholine  are  two  other 
drugs  affording  some  protection  in  ameli- 
orating irradiation  effects  if  they  are  given 
parenterally  prior  to  exposure.’"  Chlora- 
promazine**  and  oral  cobalt’"  are  two  other 
drugs  reported  to  have  a moderate  effect. 
These  and  various  other  drugs  have  been 
tested  with  varying  results,  but  none  of 
these  are  as  effective  as  cysteinamine. 

Cysteamine  (cysteinamine)  or  beta-mer- 
captoethylamine’-*-"-*®-*®-*’’*®  was  found  in 
the  screening  of  various  amines.  Many  of 
these  amines  show  some  protective  action 
but  are  toxic  or  weak  in  their  action. 
Cysteamine,  however,  is  the  most  powerful 
protector  found  yet  and  is  generally  non- 
toxic in  animals  and  humans.  Bacq  et  al 
found  that  in  C56  black  mice  700r  in  a 
single  dose  killed  97  per  cent  of  the  ani- 
mals. After  Smgms.  of  cysteamine  intra- 
peri  to  neally  97  per  cent  survived  the  same 
irradiation  dose.  The  injections  were  given 
1-3  minutes  before  irradiation.  To  obtain 
a mortality  curve  in  cysteamine  treated 
animals  matching  the  curve  of  the  control 
group,  1300r  were  needed. 

Rugh  et  al  tested  the  cysteamine  pro- 
tective effect  in  the  foetus  and  found  it 
active  here  as  well  as  in  the  mother.*®  Other 
work  by  Kaplan  and  Lyon  showed  no  pro- 
tection of  male  germ  cells.  Bacq  had  shown 
previously  that  female  germ  cells  were  not 
protected  with  the  rest  of  the  animal.  Pre- 
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vention  of  mutations  with  this  drug  there- 
fore seems  unlikely. 

Bacq  et  al  have  also  used  this  drug  in 
the  treatment  of  cancerous  human  patients 
who  are  suffering  from  radiation  sickness. 
They  observed  that  200mgms.  given  intra- 
venously brought  marked  relief  of  symp- 
toms of  nausea,  vomiting,  diarrhea  and  de- 
bility. On  occasion  this  dose  was  repeated 
two  or  three  times  before  the  maximal  bene- 
fits were  evident.  Herve  has  shown  there 
is  no  danger  from  this  treatment  of  pro- 
ducing tumor  cells  refractory  to  ionizing 
radiation.  Court  Brown,  however,  found 
cysteamine  therapy  did  not  alter  the  latent 
period  of  radiation  sickness. 

Mechanisms 

The  results  achieved  with  the  drugs  just 
described  are  of  interest;  however,  the  pro- 
tection they  afford  is  not  the  type  sought. 
None  of  them  is  a substitute  for  distance 
from  a radiation  source  or  for  intervening 
physical  bulwarks.  Also  none  appear  to 
alter  the  therapeutic  ratio.  Nevertheless,  a 
knowledge  of  the  mechanisms  by  which 
these  drugs  function  may  lead  to  more  suc- 
cessful ventures. 

The  sulfhydryl  containing  agents  may  be 
considered  as  a group.  Various  explana- 
tions have  been  advanced  for  their  action. 
Cronkite  et  al  suggested  that  the  sulfhydryl 
agents  compete  with  the  cellular  sulfhydryl 
enzymes  for  oxidants  formed  in  the  irradia- 
tion of  water.  It  may  also  be  that  the  sulf- 
hydryl agents  substitute  sulfhydryl  groups 
in  the  enzymes  where  oxidation  has  occur- 
red or  that  they  interfere  with  the  forma- 
tion of  the  free  oxidants.  Alexander  and 
his  co-authors  have  written  an  excellent 
article  on  a study  of  the  mechanisms  in- 
volved and  state  that  a sulfhydryl  group  in 
itself  does  not  make  a substance  protective. 
Only  sulfhydryl  compounds  also  containing 
amino  groups  function  in  vivo.  They  be- 
lieve that  good  protective  agents  have  in 
common  a high  reactivity  with  HO2  radi- 
cals. They  conclude  also  that  the  protec- 
tive phenomena  observed  are  mediated  not 
through  reduction  of  initial  damage  but 
rather  through  facilitation  of  reparative 
processes.  This  is  in  line  with  the  work  of 
Bacq  et  al  who  found  the  radio-lesions  of 


protected  and  control  mice  the  same  his- 
tologically but  observed  more  rapid  regen- 
eration in  the  protected  mice.  There  is  also 
indication  that  cysteamine  is  effective  even 
if  given  after  irradiation  providing  that  the 
liver  is  protected  during  exposure.  Finn 
Devik  reports  that  sulfhydryl  drugs  act 
through  effect  on  cystoplasm  while  anoxia 
functions  to  protect  the  nucleus.  In  sum- 
mary, it  appears  that  sulfhydryl  compounds 
with  amino  groups  function  to  protect  in 
vivo  by  competing  for  HO2  radicals  within 
the  irradiated  cell.  This  protection  enables 
some  unidentified  regeneration  factor  to  re- 
main active  and  aid  recovery. 

Mechanisms  in  protecting  drugs  other 
than  the  sulfhydryl  containing  ones  have 
not  been  well  defined.  For  some  it  has 
been  postulated  the  effect  is  mediated 
through  production  of  local  tissue  anoxia. 
However,  Alexander  et  al  have  shown  this 
not  to  be  the  case.  They  believe  that  pitres- 
sin,  serotonin  and  epinephrine  effects  are 
rather  due  to  their  being  aromatic  amines. 
They  believe  also  that  cyanide  does  not 
function  through  producing  anoxia.  Others 
have  suggested  cyanide  depresses  cellular 
metabolism.  Cyanide  could  also  function 
by  a reducing  action  on  disulfide  bonds; 
however,  the  tissue  levels  found  to  date  are 
probably  too  dilute  for  cyanide  to  act  as  a 
reducing  agent.  Morphine’s  effect  may  be 
from  tissue  hypoxia  secondary  to  medullary 
center  depression.  The  modes  of  action  for 
ethanol,  chlorapromazine  and  all  the  others 
reported  are  unknown. 

Radiosensitizers. 

One  approach  to  the  sensitizing  of  tumors 
to  irradiation  has  been  a result  of  the  dem- 
onstration that  hypoxia  decreases  sensitiv- 
ity and  that  sensitivity  increases  with  a 
rise  in  the  oxygen  saturation  of  tissue  up  to 
the  physiologic  concentration.  Beyond  this 
point  little  further  sensitization  of  animals 
occurs.  Thus  the  normally  oxygenated  tis- 
sues are  near  a peak  of  radiosensitivity. 
However,  it  is  known  that  tumors  are  often 
hypoxic  relative  to  other  tissues.  Gray  and 
Conger  have  postulated  therefore  that  sub- 
jecting a tumor  bearing  animal  to  increased 
oxygen  tension  would  be  likely  to  raise  the 
tumor  radiosensitivity,  because  the  tumor 
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oxygen  content  would  be  raised  while  the 
optimally  oxygenated  normal  tissues  would 
be  little  changed.  They  have  shown  this 
to  occur  in  mice  with  one  type  of  tumor. 
Many  further  studies  are  needed  to  define 
the  value  of  this  approach.  A start  on  this 
has  been  made  by  Hultborn  and  Forssberg 
who  demonstrated  in  four  human  patients 
with  skin  cancer  that  irradiation  effects 
were  intensified  by  having  the  patient  in- 
hale pure  oxygen  during  the  irradiation. 
These  effects  were  more  marked  in  the 
tumors  than  in  the  normal  skin.  Additional 
study  of  this  phenomenon  was  carried  out 
by  Churchill-Davidson  et  al  with  a con- 
firmatory result. 

Limperos  investigated  sodium  maleate 
because  maleic  acid  is  a sulfhydryl  inhib- 
itor.^’ He  showed  increased  mortality  in 
maleate  treated  mice  after  450  or  500r. 
However,  the  number  of  mice  used  were  in- 
sufficient for  significant  results.  Other  work 
has  been  done  with  maleic  acid  and  malonic 
acid,  a compound  which  inhibits  oxidative 
phosphorylation  and  is  a competitive  in- 
hibitor of  succinic  dehydrogenase.  Kiga  et 
al  found  enhanced  radiation  effects  in  bac- 
teria from  these  compounds.  They  also 
showed  that  cysteine  reversed  these  phen- 
omena in  part. 

Neoplasms  ordinarily  are  acid  in  con- 
trast to  alkaline  normal  tissues.  Some  have 
thought  that  making  malignant  tissue  alka- 
line might  alter  their  reaction  to  ionizing 
rays.  Little  work  has  been  done  on  this, 
but  it  has  been  shown  in  phages  that  radia- 
tion effects  are  enhanced  in  alkaline  sus- 
pensions.- However,  Patt'”'  in  his  review  of 
various  factors  concerned  with  radiosen- 
sitivity presents  data  which  suggests  this 
is  not  a promising  approach. 

Since  lead  is  similar  to  calcium  in  its  af- 
finity for  the  osseous  system,  colloidal  lead 
orthophosphate  has  been  used  in  therapy 
for  bone  metastases.  When  this  is  combined 
with  roentgen  therapy,  there  is  some  addi- 
tive effect  because  there  is  secondary  irra- 
diation to  the  metastases  from  the  irradi- 
ated lead.  This  adds  to  the  tumor  dose,  but 
the  lead  is  also  generally  toxic  and  this 
therapy  is  mainly  of  historical  interest, 
though  it  has  an  occasional  application. 
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This  is  not  really  an  alteration  of  tissue 
sensitivity. 

Carpender  and  Lanier  have  used  a tumor 
inhibitor,  guanazola,  and  roentgen  irradia- 
tion together  and  found  a synergistic  effect. 
Guanazola  is  a guanine  metabolism  inhib- 
itor. This  suggests  that  x-ray  is  effective 
even  when  the  tumor  cells  are  not  actively 
dividing.  This  attack  is  not  an  attempt  at 
radiosensitizing  but  rather  the  simultaneous 
use  of  two  modalities. 

Interesting  work  to  study  the  effect  of 
radiation  and  drugs  in  combination  has 
been  done  in  Canada  by  Franks  et  al.  After 
study  of  a number  of  drugs  which  are  al- 
tered by  high  energy  radiation,  they  found 
that  introduction  of  some  chemical  sub- 
stances into  mice  definitely  influences  the 
number  of  cures  of  S 37  mouse  sarcoma 
treated  by  irradiation.  They  are  searching 
for  a non-toxic  substance  which  is  converted 
to  a toxic  or  lethal  compound  upon  radia- 
tion. Such  a substance,  preferably,  should 
be  taken  up  selectively  by  the  neoplasm. 
In  these  studies  the  alkyl  halides,  trichlor- 
acetaldehyde  and  tribromoethanol,  used 
with  roentgen  irradiation  showed  a small 
but  consistent  additive  effect  on  S 37  mouse 
sarcoma.  It  is  postulated  this  is  due  to  con- 
version of  the  alkyl  halide  to  phosgene,  tri- 
chloracetic acid  or  hydrochloric  acid  by  the 
ionizing  radiation.  This  too  is  really  a com- 
bination of  modalities.  There  is  no  evidence 
that  any  drug  used  in  this  study  concen- 
trates in  malignant  tissue  and  therefore 
the  therapeutic  ratio  was  not  modified. 

Mitchell  has  been  active  in  investigating 
various  compounds  that  may  act  as  radio- 
sensitizers. The  most  interesting  compound 
studied  is  sodium  menadiol  diphosphate  or 
Synkavite.  This  has  been  studied  in  its 
effects  on  chick  fibroblasts  and  Walker  rat 
carcinoma.  In  both  it  seemed  promising 
and  studies  in  humans  were  then  carried 
out.  Human  patients  with  various  types 
of  malignancy  other  than  carcinoma  of  the 
bronchus  were  given  this  compound  I.  V. 
before  irradiation  and  the  results  observed 
with  suitable  control  groups.  It  was  con- 
cluded that  the  proportion  of  cases  in  the 
test  group  showing  a good  response  was 
greater  than  in  the  control  group.  In  a 
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study  of  inoperable  carcinoma  of  the  bron- 
chus treated  by  Synkavite  I.  V.  plus  irra- 
diation, the  mean  survival  time  from  the 
first  treatment  was  9.38  months  as  com- 
pared with  3.89  months  in  the  control 
group.  However,  the  figures  are  based  on 
small  series  and  the  control  group  was 
treated  3 to  4 years  prior  to  the  test 
group.  Perhaps  in  that  time  interval 
earlier  diagnoses  were  made.  At  any  rate, 
the  use  of  the  compound  appears  of  limited 
value  for  practical  purposes;  perhaps  it  will 
be  of  theoretical  value. 

Figge  has  studied  porphyrins  extensively 
and  found  them  of  great  interest.  It  is 
well  known  that  patients  with  porphyria 
suffer  from  sensitivity  to  ultraviolet  light. 
It  is  possible  therefore  that  the  same  situa- 
tion would  obtain  with  respect  to  shorter 
wave  lengths.  It  was  Trostler’s  observation 
in  1936  that  patients  given  large  doses  of 
barbiturates  exhibited  exaggerated  skin  re- 
actions to  roentgen  irradiation.  He  believed 
this  due  to  porphyrinemia  secondary  to  the 
barbiturates.  Experiments  by  Figge  et  al 
have  shown  a marked  increase  in  radio- 
sensitivity of  paramecia  treated  with  hema- 
toporphyrin.-®  In  further  study^*  in  mam- 
mals an  accumulation  of  porphyrins,  espe- 
cially hematoporphyrin,  was  found  in  tis- 
sues of  high  mitotic  index,  including  many 
malignant  neoplasms,  lymphatic  tissue  and 
embryonal  tissue  such  as  in  a healing 
wound.  In  experimental  work  with  mice, 
hematoporphyrin  injected  intraperitoneally 
has  been  found  to  cause  increased  suscep- 
tibility to  roentgen  irradiation.  Work  with 
tumor  bearing  mice  indicates  the  malignan- 
cies probably  respond  better  and  the  thera- 
peutic ratio  may  be  changed.®” 

A few  human  patients  have  been  treated 
with  intravenous  hematoporphyrin  and  sub- 
sequent roentgen  irradiation.  It  is  too  early 
to  evaluate  results  in  these  patients.  Very 
interesting  studies  of  this  have  been  under- 
taken at  the  University  of  Maryland-®  and 
subsequently  at  the  University  of  Minne- 
sota.®” 

The  possible  mechanisms  of  action  of 
porphyrins  with  ionizing  radiation  are  un- 
known. It  is  known  that  both  porphyrins 
and  radiation  denature  protein  and  cause 


oxidative  reactions  and  release  of  histamine. 
They  are  also  similar  in  that  both  increase 
cellular  permeability  and  have  carcinogenic 
properties.  Another  important  considera- 
tion is  the  role  of  heme  enzyme  metabolism 
of  tumors.  The  heme  enzymes  contain  a 
porphyrin  and  are  a large  factor  in  regula- 
tion of  tissue  oxidation.®”  Numerous  re- 
ports attest  to  the  importance  of  tissue 
oxidation  in  determining  response  to  irra- 
diation. 


Summary 

Various  drugs  have  been  shown  to  pro- 
vide some  protection  against  ionizing  radia- 
tion. Of  these,  the  sulfhydryl  agents  are 
the  most  interesting  and  have  been  the 
most  thoroughly  studied.  They  appear  to 
function  by  protecting  sulfhydryl  enzymes 
through  competing  for  HO2  radicals.  Cys- 
teamine  is  the  best  one  studied  to  date. 

Although  preliminary  work  on  several 
possible  pharmacologic  radiosensitizers  is 
underway,  their  value  is  undetermined. 
Hematoporphyrin  is  the  most  promising  of 
these  and  is  under  active  study. 
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INTERMEDIATE  HOSPITAL  CARE 
FOR  THE  CHRONIC  AND  AGED  SICK* 

J.  W.  Cutler,  M.D.** 

A new  type  of  facility  — the  Interme- 
diate Hospital  — is  making  its  appearance 
in  the  hospital  field,  designed  for  the  care 
of  patients  with  lingering  illness. 

Each  day  makes  its  more  apparent  that 
the  number  one  health  problem  of  the  na- 
tion is  the  care  of  the  chronically  ill,  the 
disabled  and  the  aged  sick.  If  ever  any 
problem  needed  immediate  attention,  the 
problem  of  lingering  illness  is  it.  Consider, 
for  example,  these  grim  facts: 

Currently,  about  18  per  cent  of  the  pop- 
ulation or  over  30  million  people  are  vic- 
tims of  chronic  disease.  About  600,000  or 

* Excerpts  from  Director’s  report  upon  the  conversion  of 
Wawa  Hospital  into  a facility  exclusively  for  prolonged 
illness. 

Director.  Wawa  Hospital,  Wawa.  Pa. 
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2 per  cent  of  these  are  in  hospitals  or  in- 
stitutions, of  which  20,000  are  from  Dela- 
ware County.  Every  fourth  individual  on 
public  assistance  rolls  is  a chronic  invalid. 

It  is  virtually  inevitable  that  these  figures 
will  increase  materially  in  the  not  too  dis- 
tant future,  as  modern  health  planning  and 
care  are  increasing  the  population’s  life  ex- 
pectancy and  more  and  more  people  are 
living  to  an  age  where  the  natural  degen- 
erative processes  of  aging  exact  their  toll. 

Chronic  illness  is  not  hopeless.  Much  can 
be  done  about  it.  Within  the  last  genera- 
tion, medical  science  has  advanced  further 
against  chronic  illness  and  severe  physical 
disabilities  than  ever  before.  Today  there 
is  available  better  prevention,  better  diag- 
nostic methods,  more  definitive  treatment, 
better  surgical  skills  and  more  effective  re- 
habilitation. The  difficulty  lies  not  in  lack 
of  knowledge  but  in  the  absence  of  facilities 
where  modern  care  for  the  chronic  and  aged 
sick  can  be  carried  out.  Indeed  a new  type 
of  institution  for  the  care  of  such  patients 
is  gradually  making  its  appearance  in  the 
hospital  field,  which,  for  want  of  a better 
name  can  be  called  the  Intermediate  Hos- 
pital. These  hospitals  are  still  too  few  to 
make  any  impression  on  the  over  all  prob- 
lem of  chronic  illness.  But  wherever  they 
are  found,  they  have  made  some  important 
contributions  to  the  solution  of  the  prob- 
lem. 

Intermediate  hospital  care  is  planned  pri- 
marily for  the  long  term  patient  whose  dis- 
ease is  such  as  to  require  skills  and  services 
not  available  in  the  home  or  nursing  unit, 
yet  not  requiring  all  the  costly  facilities 
and  services  of  the  general  hospital.  The 
general  hospital  is  geared  to  give  intensive 
treatment  to  the  acutely  ill  for  a short  time 
and  was  never  meant  to  provide  long  term 
care  for  the  chronically  ill  and  the  aged 
sick.  These  patients  need  a totally  differ- 
ent type  of  accommodation. 

The  chronic  and  aged  sick  patients  do 
not  just  come  and  go  as  does  the  surgical 
patient.  They  come  and  stay  and  create 
special  problems  in  general  hospitals.  In 
addition  to  good  medical  care  and  periodic 
evaluation  of  progress,  they  of  course  need 
skilled  nursing  and  have  to  be  kept  clean. 


These  patients  also  need  exercise,  as  much 
as  is  compatible  with  their  illness.  Those 
who  cannot  be  up  need  frequent  turning 
and  massage  to  keep  the  skin  from  breaking 
down  into  ugly  ulcers  and  the  muscles  from 
getting  stiff.  They  need  planned  recrea- 
tional diversion  and  occupational  therapy. 
They  need  much  understanding  and  en- 
couragement and  a philosophy  of  rehabili- 
tation. They  need  rooms  with  a homelike 
atmosphere,  sun  porches  and  pleasant 
grounds  where  they  can  warm  their  spirits 
in  conversation  with  one  another.  In  short, 
the  chronic  sick  need  a hospital  environ- 
ment which  will  aid  in  maintaining  the  se- 
curity of  the  individual,  one  which  gives 
hope,  and  looks  to  tomorrow. 

Like  the  acute  general  hospital,  the  in- 
termediate hospital  must  be  a “power 
house”  that  returns  the  chronic  sick  patient 
to  his  maximum  performance  as  rapidly  as 
possible.  It  must  act  as  a dynamic  force 
in  the  community  and  exemplify  the  high- 
est quality  of  service  available  for  lingering 
illness.  If  cure  is  impossible,  many  patients 
can  at  least  be  taken  out  of  bed,  taught  to 
care  for  themselves  and  in  that  way  relieve 
the  family  and  the  community  of  the  neces- 
sity of  providing  such  patients  with  nurs- 
ing care.  The  chronic  and  aged  sick  cannot 
be  left  to  vegetate.  Their  care  must  not  be 
a “dead-end”  program. 

Because  of  a continuing  decline  in  the 
number  of  cases  of  tuberculosis  in  that 
segment  of  the  population  from  which  most 
private  tuberculosis  sanatoriums  have  drawn 
their  patients,  some  of  these  institutions,  in 
keeping  with  the  trend  of  the  changing 
medical  needs  of  the  community,  have  de- 
cided to  convert  the  institutions  into  inter- 
mediate hospitals,  specializing  in  the  field  of 
geriatrics,  convalescent  care  and  prolonged 
illness,  and  wherever  possible  with  a pro- 
gram of  research  in  prevention  and  treat- 
ment. This  seems  a logical  and  happy  solu- 
tion to  a perplexing  problem,  for  the  insti- 
tutions and  for  the  community.  The  Wawa 
Hospital  is  one  of  these  institutions. 

The  intermediate  hospital  can  either  be 
a separate  unit  within  a general  hospital 
or  an  entirely  independent  facility.  If  in- 
dependent, ideally,  the  intermediate  hos- 
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pital  should  work  in  close  harmony  with 
general  hospitals  on  the  other  hand,  and 
nursing  homes  and  home  care  programs  on 
the  other,  to  permit  the  ready  flow  of  pa- 
tients from  one  facility  to  another  as  the 
changing  conditions  of  the  patient  war- 
rant. This  the  Wawa  Hospital  has  arranged 
to  do.  To  further  the  care  of  the  chroni- 
cally ill,  the  hospital  wall  also  work  in  close 
relationship  with  the  family  physician,  w'ho 
may,  if  he  so  desires,  continue  to  care  for 
his  patient  in  the  hospital,  either  directly, 
or  in  cooperation  with  our  visiting  and  con- 
sulting staff. 

The  intermediate  hospital  has  another 
important  function  to  fulfill,  and  that  is 
the  care  of  the  convalescent  patient  still  in 
need  of  skilled  medical  and  nursing  atten- 
tion following  a serious  operation  or  medi- 
cal illness.  Convalescence  undoubtedly  is 
more  rapid  and  has  fewest  consequences 
when  carried  out  in  an  environment  which 
is  not  only  stimulating  to  recovery  but  also 
medically  sound. 

The  intermediate  hospital  offers  the  only 
hope  of  staving  off  a preponderance  of  help- 
less and  hopeless  citizens.  Chronic  illness 
and  the  proper  care  of  the  aged  sick  and  of 
the  patient  convalescing  from  a serious  op- 
eration or  medical  illness  is  the  challenge 
of  our  time.  With  community  team  work 
and  proper  guidance  the  challenge  can  be 
met. 


REHABILITATION  OF  THE  HEMIPLEGIC  PATIENT 

Arthur  J.  Heather,  M.D.* 
Chronic  diseases,  especially  those  result- 
ing from  cerebral  vascular  “accidents”,  are 
of  great  importance  economically,  socially, 
and  medically.  Life  expectancy  today  is  67 
years  and  it  is  quite  evident  that  the  medi- 
cal advances  particularly  in  communicable 
diseases,  and  in  all  other  fields  of  medicine 
will  lead  to  an  increasing  burden  produced 
by  the  degenerative  diseases. 

There  are  more  than  one  million  people 
with  hemiplegic  in  the  United  States  today. 
It  has  been  estimated  that  approximately 
500,000  persons  suffer  from  vascular  acci- 
dents each  year,  and  deaths  from  this  mal- 
ady rank  third  in  this  country. 

® Resident  in  Physical  Medicine  and  Rehabilitation.  Hos- 
pital of  the  University  of  Penna.,  Phila..  Pa. 


The  severe  disability  and  the  great  num- 
ber of  victims  of  this  cerebral  dysfunction 
make  it  important  that  our  defeatist  atti- 
tude be  dropped  and  the  treatment  pro- 
gram be  attacked  more  constructively. 

The  patient  should  receive  the  same  diag- 
nostic work-up  and  evaluation  that  other 
types  of  patients,  such  as  diabetics,  are 
given.  Very  frequently  the  neurologist  and 
neurosurgeon  offer  invaluable  aid  in  the 
differential  diagnosis  especially  when  my- 
elography, arteriography,  and  electroen- 
cephalography are  indicated. 

The  most  frequent  cause  of  hemiplegia  is 
cerebral  infarct,  primarily  thrombotic  in 
origin.  However  one  must  keep  in  mind  the 
possibility  of  rupture  of  a berry  aneurysm 
and  bleeding  due  to  trauma,  even  though 
there  is  no  history  of  injury  or  a history  of 
apparent  trivial  trauma.  Tumors,  both  pri- 
mary and  metastatic,  inflammatory  lesions, 
metabolic  diseases  such  as  uremia,  diabetes, 
and  porphyruria,  drug  and  chemical  inges- 
tion such  as  lead,  alcohol  and  especially  the 
barbiturates  are  not  to  be  forgotten  in  the 
differential  work-up.  There  are  numerous 
other  causes  of  strokes,  but  if  the  above 
possibilities  are  kept  in  mind,  the  diagnostic 
procedure  will  be  greatly  facilitated. 

The  rehabilitation  program  to  be  success- 
ful must  be  instituted  early.  A dynamic 
program  of  rehabilitation  includes  coordi- 
nated medical  care  (Medicine,  Neurology, 
Orthopedics,  Urology,  Psychiatry),  physical 
therapy  and  occupational  therapy.  Recent 
surveys  have  proved  that  90%  of  the  hemi- 
plegics  can  be  taught  to  ambulate  and  man- 
age their  activities  of  daily  living.  Approxi- 
mately 25  to  30%  of  these  patients  can  be 
returned  to  gainful  work.  One  must  bear 
in  mind  that  ambulation  and  self  care  of 
the  hemiplegic,  even  though  the  patient 
himself  fay  not  be  employable,  are  impor- 
tant since  his  independence  will  free  other 
members  of  the  family  for  work  and  thus 
maintain  the  economic  status  of  the  home. 

In  the  program  of  rehabilitation  one  must 
first  attempt  to  learn  something  of  the  pa- 
tient’s pre-illness  psychological  make-up 
and  his  employment  record.  It  has  been 
said  “a  bum  who  suffers  a hemiplegia  is 
Continued  on  Page  287 
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Our  Society  has  just  completed  a most 
successful  Annual  Meeting  at  Rehoboth. 
President  VanValkenburgh  deserves  much 
credit  for  an  excellent  program.  Scientific 
papers  and  Proceedings  of  the  House  of 
Delegates  will  be  published  soon. 

^ ^ ^ 

Two  papers  in  this  issue  of  the  Journal 
are  concerned  with  Rehabilitation  and  Con- 
valescent care.  One  paper  is  from  a hos- 
pital in  nearby  Pennsylvania;  the  other  is 
from  Wilmington.  We  are  becoming  in- 
creasingly aware  of  a need  for  the  “Inter- 
mediary Hospital”  and  welcome  this  oppor- 
tunity to  discuss  the  problem  locally. 

On  the  national  level,  the  American  Med- 
ical Association’s  Committee  on  Aging  has 
held  three  meetings  and  has  adopted  the 
following  objectives: 

1.  To  explore  problems  concerned  with 
the  medical,  biological,  psychlogical,  and 


rials  + 

social  aspects  of  aging. 

2.  To  collect  data  concerning  energy 
maintenance,  fatigue  control,  and  the  pres- 
ervation of  specific  motivation. 

3.  To  promote  research  in  these  areas. 

4.  To  inform  the  medical  profession  of 
the  availability  of  information  regarding 
the  aging  process. 

5.  To  stimulate  medical  society  interest 
in  the  problems  of  aging. 

6.  To  impress  upon  the  practicing  phys- 
ician the  important  role  he  can  play  by 
assuming  community  leadership  to  enrich 
the  lives  of  older  citizens. 

A more  detailed  explanation  of  these 
problems  is  made  in  a statement  by  the 
committee  which  appears  on  page  210  of  the 
September  15th  issue  of  the  A.M.A.  Jour- 
nal, along  v/ith  an  editorial  on  page  208  of 
the  same  issue. 

^ ^ 

We  frequently  hear  of  a community, 
usually  rural,  that  is  in  need  of  a physician. 
The  American  Medical  Association  has  been 
working  in  close  cooperation  with  the  Sears- 
Roebuck  Foundation  in  an  effort  to  develop 
a program  that  will  supplement  existing 
placement  service  efforts  in  providing  im- 
proved medical  care  in  places  where  the 
need  is  greatest.  The  Foundation  makes 
available  financial  aid  to  young  physicians 
who  cooperate  in  the  plan.  If  needs  exist  or 
develop  in  any  Delaware  communities,  tlie 
Foundation  might  be  able  to  help.  The 
Executive  Secretary  of  the  State  Society 
has  more  information  available  for  anyone 
who  is  interested. 

:}?  :{s  ^ ^ ^ 

The  Editor  of  Philadelphia  Medicine  h-^s 
kindly  given  permission  to  reprint  the  fol- 
lowing editorial  of  August  17th  in  its  en- 
tirety: 

What’s  Your  Score? 

The  A.  M.  A.  recently  conducted  a public 
opinion  survey  part  of  which  covered  com- 
mon complaints  of  patients.  Some  of  these 
complaints  in  the  order  of  their  relative  im- 
portance were  the  following: 
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1.  Don’t  give  individual  patients  enough 
time 

2.  Hard  to  reach  in  an  emergency 

3.  Physicians  becoming  too  specialized 

4.  Not  frank  enough  in  discussing  cases 
with  patients 

5.  Charge  too  much 

6.  Keep  patients  waiting  too  long 

7.  Not  enough  personal  interest  in  patients 
It  is  significant  that  the  complaints  re- 
ferred to  above  applied  to  a greater  extent 
to  the  category  “most  doctors”  than  to  the 
“personal  physician”  of  the  patient. 

Patients  have  frequent  contact  today 
with  more  than  one  physician  due  to  spe- 
cialization. Their  impressions  are  gained 
from  experiences  with  many  physicians  who 
treat  various  symptoms  and  see  the  patient 
from  the  viewpoint  of  their  own  specialty 
and  not  the  patient  as  a whole. 

On  the  other  side  of  the  picture,  96  per 
cent  of  the  persons  polled  said  they  like 
their  doctors,  98  per  cent  considered  phys- 
icians highly  intelligent,  and  the  same  per- 
centage believed  them  very  capable. 

While  we  can  take  a great  deal  of  pride 
and  satisfaction  in  the  above  complimen- 
tary statement  we  should  not  overlook  the 
criticisms  revealed  by  the  survey. 

The  actions  of  every  physician  reflect  on 
the  profession  as  a whole.  It  is  unfortunate, 
however,  that  the  public  is  prone  to  empha- 
size the  few  faults  of  the  medical  profession 
and  overlook  the  sacrifices  and  virtues  of 
most  physicians.  Patients  like  to  feel  phys- 
icians are  primarily  interested  in  their  phys- 
ical and  mental  welfare.  If  this  impression 
is  conveyed  the  cost  of  medical  care  is  more 
readily  accepted. 

Every  physician  should  study  carefully 
the  complaints  of  the  public  as  revealed  by 
the  survey.  If  you  have  been  unconsciously 
guilty  of  creating  situations  which  have  re- 
sulted in  unfavorable  public  reaction  it  is 
not  too  late  to  rectify  the  matter  in  your 
future  relations  with  patients. 

Let’s  examine  our  own  public  relations. 
There  may  be  room  for  improvement. 
What’s  your  score? 

W.  F.  I. 

A resolution  adopted  at  the  Medico-Legal  Sym- 
posium in  April  of  this  year  directed  that  an  In- 
terprofessional Code  of  Conduct  and  Practice  he 


drawn  up  to  guide  relations  between  the  profes- 
sions of  medicine  and  law  in  Delaware.  The  fol- 
lowing is  the  final  draft  of  that  Code,  as  developed 
by  a special  sub  committee  of  the  Joint  Medico- 
Legal  Committee.  It  incorporates  many  changes 
suggested  by  members  of  each  group  in  response 
to  the  distribution  of  the  preliminary  draft  in 
August.  Its  publication  at  this  time  constitutes  a 
final  request  for  comments  and  suggestions  be- 
fore its  official  adoption  by  the  Medical  Council 
in  the  name  of  the  Medical  Society  of  Delaware. 
This  is  in  compliance  with  the  direction  of  the 
House  of  Delegates  at  its  regular  annual  meeting 
on  September  13th.  Any  comments  will  be  most 
welcome,  and  should  be  addressed  to  the  President 
of  the  Medical  Society  of  Delaware,  621  Delaware 
Avenue,  Wilmington,  prior  to  December  1st. 

In  presenting  this  Code,  the  Joint  Medico-Legal 
Committee  wishes  to  express  its  appreciation  of 
the  efforts  of  similar  committees  in  Wisconsin  and 
in  Cincinnati,  whose  work  has  been  used  as  a 
guide  in  the  preparation  of  the  Delaware  Code. 


INTERPROFESSIONAL  CODE  OF  CONDUCT 
AND  PRACTICE 
Adopted  by 

THE  MEDICAL  SOCIETY  OF  DELAWARE 
and 

THE  DELAWARE  BAR  ASSOCIATION 

Preamble 

Doctors  of  medicine  and  attorneys  at  law, 
as  members  of  two  professions  possessing 
close  personal  relationship  with  the  mem- 
bers of  the  public  they  serve,  have  estab- 
lished canons  and  principles  of  ethics  con- 
sonant with  the  traditions  and  requirements 
of  their  respective  callings.  Nothing  herein 
contained  is  intended  to  modify  established 
codes  of  ethics  governing  the  two  profes- 
sions. 

Each  profession  has  the  duty  to  develop 
an  enlightened  and  tolerant  understanding 
of  the  other.  The  aims  of  the  two  profes- 
sions are  parallel  in  their  service  to  society; 
this  necessitates  an  understanding  at  all 
times  and  cooperation  when  that  is  called 
for.  Such  understanding  and  cooperation  is 
owed  by  each  profession  to  the  other  in  the 
best  interests  of  the  public  as  well  as  in  the 
best  interests  of  the  separate  reputations  of 
the  two  professions. 

Each  profession  is  obligated  to  respect 
the  calling  of  the  other.  Neither  the  fact 
nor  the  appearance  of  incompetence,  dis- 
honesty or  unethical  conduct  on  the  part  of 
members  of  either  profession  may  be  toler- 
ated. It  follows,  then,  that  each  profession 
must  vigorously  support,  within  its  own 
ranks  as  well  as  in  the  ranks  of  the  other. 
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those  ethical  concepts  which  each  has  found 
necessary  in  the  public  good. 

The  law  calls  with  increasing  frequency 
upon  the  medical  profession  for  its  scien- 
tific knowledge  and  for  its  evaluation  of 
facts  so  that  the  rights  of  individuals  and 
of  society  may  be  determined  before  appro- 
priate tribunals.  This  Interprofessional 
Code  of  Conduct  and  Practice  constitutes 
recognition  that,  with  the  growing  inter- 
relationship of  medicine  and  law,  it  is  in- 
evitable that  physician  and  attorney  shall 
be  drawn  into  steadily  increasing  associa- 
tion. 

This  statement  of  principle  is  intended  to 
be  a guide  for  interprofessional  conduct  and 
practices.  It  will  serve  its  purpose  if  it  pro- 
motes the  public  welfare  by  improving  the 
practical  working  relationships  of  the  two 
professions. 

I 

The  Physician’s  Function 

The  medical  profession  affirms  the  obliga- 
tion of  the  physician  to  cooperate  willingly 
with  the  attorney  in  supplying  facts  pri- 
marily available  only  to  him.  The  physician 
should  accept  the  responsibility  of  explain- 
ing these  facts  in  such  a manner  that  the 
attorney  understands  them  and  can  deter- 
mine their  relationship  to  the  case. 

When  a physician  is  approached  by  the 
attorney  on  the  opposing  side  of  the  case, 
he  should  remember  that  a witness  does  not 
“belong”  to  either  side  and  that  he,  as  in 
the  case  of  any  other  witness,  is  free  to  talk 
to  lawyers  on  both  sides. 

It  is  for  the  physician  to  determine  the 
actuality  or  probability  of  fact  pertaining  to 
his  patient’s  condition.  It  is  for  the  attor- 
ney to  determine  how  and  under  what  cir- 
cumstances such  facts  are  to  be  presented. 

A physician  should  never  advise  on  the 
amount  of  damages  a patient  should  seek  to 
recover.  The  proper  province  of  his  profes- 
sional advice  is  the  extent,  degree,  or  per- 
centage of  illness,  injury,  disability  or  sim- 
ilar judgments  based  upon  his  professional 
knowledge  of  the  case.  He  should  not  ad- 
vise upon  technical  rules  of  legal  liability, 
of  evidence  or  of  trial  techniques.  The  lat- 
ter are  within  the  exclusive  province  of  the 
attorney. 


It  is  important  that  the  physician  under- 
stand that  legal  proceedings  in  this  country 
are  conducted  under  the  “adversary  sys- 
tem.” Under  that  system  the  attorney 
occupies  a dual  position.  He  is  not  only  an 
officer  of  the  court:  he  is  also  the  advocate 
for  his  client.  He  does  not  and  cannot  prop- 
erly represent  both  sides  to  a dispute.  The 
physician  should  understand  the  function 
of  examination  and  cross-examination  in 
our  adversary  system.  This  system  has  de- 
veloped in  recognition  of  the  truth  that  jus- 
tice is  best  served  if  contestants  may  pre- 
sent their  claims  to  some  neutral  person  or 
panel  of  persons  who  can  weigh  the  oppos- 
ing claims. 

II 

Conferences 

The  physician  and  the  attorney,  when 
either  considers  it  desirable,  and  if  it  is 
feasible  to  do  so,  should  confer  on  the  com- 
mon problems  presented  in  a particular 
case.  Such  conferences  should  be  arranged 
in  advance  of  the  hearing,  at  the  mutual 
convenience  of  each,  recognizing  that  to 
each  profession  time  is  of  the  utmost  im- 
portance. No  physician  or  attorney  should 
be  required  to  spend  unnecessary  time  in 
arranging  or  attending  such  a conference. 

In  most  situations,  it  is  unfair  to  the 
client,  the  physician  and  the  cause  of  jus- 
tice to  present  a medical  witness  who  has 
not  first  conferred  with  the  attorney  and 
who,  therefore,  may  not  be  aware  of  the 
significance  to  the  case  of  the  evidence  he 
is  being  asked  to  give.  It  is  equally  ob- 
vious that,  in  the  ordinary  situation,  the 
attorney  is  less  able  to  represent  the  full 
interest  of  his  client  where  he  has  not  had 
the  advantage  of  advance  conference  with 
the  physician.  Adequate  preparation  for 
testifying  is  an  essential  and  mutual  obliga- 
tion of  the  medical  witness  and  the  at- 
torney calling  him.  The  unprepared  medi- 
cal witness  may  do  great  disservice  to  the 
administration  of  justice. 

III 

Written  Reports 

Physicians  should  appreciate  the  impor- 
tance of  promptness  in  providing  attorneys 
with  information.  Attorneys  should  ap- 
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preciate  that  the  doctor  must  be  given  ade- 
quate time  to  prepare  a report.  Matters 
may  often  be  settled  out  of  court  to  the 
mutual  satisfaction  of  the  parties  involved. 
Undue  delay  in  providing  medical  reports 
may  prejudice  opportunity  for  settlement 
or  other  disposition  of  the  case  and  thus 
create  further  expense,  worry  and  even  the 
loss  of  important  testimony. 

When  a report  is  requested  by  the  pa- 
tient’s attorney,  a reasonable  charge  may 
be  made  therefor  by  the  physician. 

In  the  absence  of  court  order,  when  a re- 
p>ort  is  requested  by  someone  other  than 
the  patient  or  the  patient’s  attorney,  the 
doctor  may  insist  upon  written  authoriza- 
tion from  the  patient  before  giving  the  re- 
port. A copy  thereof  should  be  furnished 
to  the  patient’s  attorney  and  the  doctor’s 
charge  for  such  report  should  be  in  such 
amount  as  may  be  agreed  upon  between 
him  and  the  person  seeking  the  report. 

IV 

Court  Arrangements 

It  is  the  physician’s  obligation  to  be  in 
court  on  time.  Timing  is  not  only  impor- 
tant for  the  orderly  and  advantageous 
presentation  of  the  case  but  also  for  the 
convenience  of  the  court,  other  witnesses, 
the  jury,  the  attorneys  and  other  litigants. 
Attorneys  should  appreciate,  however,  that 
the  physician  has  continuing  and  often  un- 
predictable responsibilities  to  his  patients. 
It  should  therefore  be  anticipated  that,  at 
times,  courtroom  procedure  must  give  way 
to  humanitarian  considerations  and  the 
physicians  he  permitted  to  testify  “out  of 
turn.” 

It  is  recognized  that  the  dispatch  of  the 
business  of  the  courts  cannot  depend  upon 
the  convenience  of  litigants,  lawyers  or  wit- 
nesses, including  doctors  who  are  to  be 
called  to  testify. 

Unless  impossible  or  inimical  to  the 
client’s  interests,  lawyers  should  make  such 
advance  arrangements  for  the  attendance 
of  doctors  as  witnesses  as  will  have  due  re- 
gard for  professional  demands  upon  the  doc- 
tor’s time.  Similarly,  the  lawyer  should 
minimize,  insofar  as  practicable,  the  time 
required  for  the  physician  to  remain  in 
court. 


V 

The  Physician  on  the  Witness  Stand 

Simplicity  and  brevity  are  cardinal  vir- 
tues of  the  medical  witness. 

It  is  possible  for  medical  testimony  to  be 
worded  so  technically  that  its  meaning  is 
entirely  lost  upon  a jury  or  is  so  completely 
misunderstood  that  the  jury,  because  of 
failure  to  comprehend  the  true  import  of 
the  testimony,  makes  an  erroneous  finding. 

When  this  situation  occurs,  it  may  be 
the  responsibility  of  either  or  both  the 
physician  and  the  attorney.  To  make  his 
professional  testimony  clear,  both  for  the 
record  and  for  physicians  and  attorneys  on 
the  other  side,  a medical  witness  may  first 
express  his  findings  and  opinion  in  medical 
terms.  Whenever  he  does  so,  he  should 
translate  those  terms  as  accurately  as  pos- 
sible into  language  intelligible  to  the  court, 
the  attorneys  and  the  jury. 

The  medical  witness  should  not  assume 
the  role  of  advocate.  He  should  remember 
that  his  testimony  is  not  intended  to  im- 
press or  edify  but  to  explain  and  to  en- 
lighten the  court  and  jury  as  to  the  truth 
of  the  matter.  If  it  does  not  help  explain 
and  does  not  clarify  the  issues  of  a particu- 
lar case,  it  has  failed. 

It  is  beneath  the  dignity  of  the  attorney 
and  equally  in  violation  of  the  dignity  of 
the  physician  for  an  examining  attorney  to 
subject  the  medical  witness  to  abuse  in 
order  to  test  his  competence  or  credibility. 

VI 

The  Physician’s  Charge  for  Services 
Relative  to  Litigation 

When  financial  circumstances  justify,  the 
physician  is  entitled  to  reasonable  compen- 
sation for  professional  services  rendered  in 
connection  with  litigation.  “Reasonable 
compensation”  may  include  consideration 
for  time  spent  by  the  physician  in  confer- 
ences, preparation  of  required  or  requested 
reports,  travel  costs  and  court  or  other  ap- 
pearances. The  attorney  should  explain 
this  to  his  client. 

When  a doctor  is  called  to  testify  as  a 
witness  for  his  patient,  the  charge  to  be 
made  to  the  patient  may  be  the  equivalent 
of  what  the  charge  would  have  been  to  such 
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patient  for  the  same  amount  of  time  for 
professional  services. 

When  a non-attending  doctor  is  called 
as  an  expert  witness,  he  should  be  paid  such 
fee  as  is  agreed  upon  with  the  lawyer  rep- 
resenting the  party  calling  him.  If  no  such 
agreement  has  been  made,  application  may 
be  made  to  the  court  for  assessment  of  an 
appropriate  expert  witness  fee  as  part  of  the 
costs  of  the  case. 

VII 

The  Attorney  and  Payment  of 
Medical  Fees 

The  attorney  should,  as  a matter  of  fair- 
ness and  interprofessional  courtesy,  do 
everything  possible  to  assure  payment  for 
services  rendered  by  a physician  in  any 
matter  in  which  the  attorney  is  involved. 

VIII 

The  Subpoena 

The  doctor  may  be  subpoenaed  solely  as 
a precaution  to  assure  a postponement  by 
the  court  if  the  doctor  fails  to  appear.  The 
lawyer’s  duty  to  his  client  may  require  such 
precaution. 

The  physician  must  answer  to  a subpoena 
like  any  other  citizen,  of  course,  except 
where  grave  emergency  prevents  his  doing 
so.  An  emergency  can  never  be  a matter 
of  mere  convenience  to  the  physician.  It 
must  always  involve  the  genuine  profes- 
sional needs  of  a patient  and  the  physician 
takes  the  risk  of  convincing  the  court  that 
the  emergency  was  of  sufficient  gravity  to 
justify  his  ignoring  the  order  of  the  court. 

Attorneys  should  issue  subpoenas  prompt- 
ly so  that  there  may  be  the  maximum  pos- 
sible time  for  the  doctor’s  preparation  to 
respond. 

January  1,  1957. 


WANTED 

An  Interne  or  Resident  Who  Can  Find 
Use  for  One  Hundred  Dollars 
There  still  is  time  to  enter  the  contest 
presently  being  sponsored  by  the  Delaware 
Valley  Chapter  of  the  American  Medical 
Writer’s  Association  for  the  best-written, 
previously  unpublished  case  report  submit- 
ted prior  to  November  15th,  1956.  Manu- 
scripts should  be  submitted  in  duplicate  to 


The  Editor,  Philadelphia  Medicine,  301 
South  21st  Street,  Philadelphia  3,  Penna. 

Manuscripts  should  not  exceed  750  words 
and  joint  authorship  is  permissible.  Manu- 
scripts can  be  returned  if  postage  is  for- 
warded. Internes  and  residents  at  hospitals 
in  Pennsylvania,  Delaware  and  New  Jersey 
are  eligible. 

The  judges  for  this  contest  are  Dr.  Hugh 
Robertson,  Philadelphia,  Mr.  Steven  Spen- 
cer of  the  Saturday  Evening  Post,  Mr. 
John  F.  Spahr  of  Lea  & Febiger,  Dr.  John 
I.  Shaw  of  W.  B.  Saunders  Company,  Mr. 
Brooks  Stewart  of  the  J.  B.  Lippincott 
Company,  Dr.  Walter  Donaldson  of  Penn- 
sylvania, Dr.  Henry  A.  Davidson  of  New 
Jersey,  and  Dr.  A.  Henry  Clagett,  Jr.  of 
Delaware. 

The  award  will  be  presented  at  the  din- 
ner meeting  of  the  sponsoring  organization 
in  Philadelphia  on  December  17th. 


AUXILIARY  NEWS 

Annual  Meeting  at  Rehoboth 
The  Annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Dela- 
ware was  held  at  the  Dinner  Bell  Inn  in 
Rehoboth  on  September  14th.  The  meeting 
was  one  of  the  most  successful  ever  held 
down-state  in  that  attendance  was  sixty- 
nine,  an  all  time  high  for  down-state  meet- 
ings. Mrs.  Richard  Comegys,  President, 
presided  at  the  business  meeting  in  the 
morning  and  the  reports  of  the  committees 
were  read.  A highlight  of  the  reports  was 
the  fact  that  the  Delaware  auxiliary  was 
one  of  twenty  States  to  have  contributed 
more  than  one  dollar  per  member  for  the 
A.  M.  E.  F.  Fund.  Mrs.  Willard  Preston 
and  Mrs.  Sylvester  Rennie  presented  the 
revised  by-laws  adding  a Board  of  Directors 
to  the  Auxiliary  organization.  The  by-laws 
were  adopted  as  read.  A discussion  was 
held  concerning  National  by-laws  and  the 
possible  reduction  of  delegates  per  State  to 
attend  the  Annual  Convention  of  the  Aux- 
iliary to  the  A.  M.  A.  The  powers-that-be 
feel  that  the  delegation  is  becoming  too  un- 
wieldy for  effective  execution  of  business 
and  recommends  that  the  number  be  re- 
duced. Attend  your  County  meeting  and 
give  your  opinion  so  that  the  Delaware 
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Auxiliary  can  send  its  findings  to  National. 

Several  pieces  of  very  interesting  and  in- 
formative literature  were  distributed,  con- 
cerning Civil  Defense,  A.  M.  E.  F.,  Today’s 
Health  Magazine  and  Auxiliary  Member- 
ship. Ask  your  county  President  for  copies 
if  you  were  not  there. 

At  the  Luncheon  Dr.  Van  Valkenburgh 
greeted  the  members  of  the  Auxiliary  and 
commended  them  for  the  year’s  work.  The 
report  of  the  President  of  the  Auxiliary  was 
read  before  the  House  of  Delegates  of  the 
Medical  Society  on  Thursday  afternoon. 
Mrs.  Paul  E.  Craig,  President-Elect  of  the 
Woman’s  Auxiliary  to  the  A.  M.  A.  was 
the  guest  speaker  and  gave  an  interesting 
and  inspiring  address  on  the  work  of  the 
Auxiliary,  stressing  the  importance  of  the 
small  organizations  and  the  value  of  new 
members  and  their  acceptance.  Mrs.  Stan- 
ley Worden,  of  Dover,  Acting  Director  of 
Health  Education  for  the  State  Board  of 
Health  spoke  very  briefly  about  the  ma- 
terials available  for  Educational  purposes 
and  offered  her  services  to  any  member  of 
the  Auxiliary.  Mrs.  Worden’s  office  is  in 
the  State  House,  Dover  5711,  the  phone 
number  and  Dover,  Delaware,  her  address. 
Keep  her  in  mind  if  you  have  a P.T.A.  or 
Women’s  Club  program  coming  up.  An  ex- 
cellent public  relations  project  for  any  Aux- 
iliary member.  Mrs.  Thomas  McGuire  was 
installed  as  the  President  of  the  Auxiliary 
for  1956-57,  along  with  the  other  officers, 
including  Mrs.  Lawrence  Fitchett,  Vice- 
President,  Mrs.  Stephen  Bartoshesky,  Corr. 
Sec’y,  Mrs.  William  Reardon,  Recording 
Sec’y,  Mrs.  Harold  Laggner,  Treasurer. 
Mrs.  Roger  Thomas,  President-Elect  was 
not  present  for  the  installation. 

Following  luncheon,  the  Sussex  County 
Auxiliary  entertained  at  a tea  at  the  Re- 
hoboth  Art  League  with  a very  interesting 
exhibit  of  the  work  of  contemporary  artists. 
Mrs.  Maull,  Curator  of  the  Art  League  was 
there  to  tell  about  the  exhibits.  Following 
the  tea.  Dr.  and  Mrs.  Roger  Murray  enter- 
tained at  their  summer  home  in  Lewes. 
Guests  left  there  to  go  to  the  Henlopen  for 
cocktails  and  the  banquet.  It  was  a full 
and  interesting  day,  and  a good  one  for  the 
Auxiliary. 


The  Editor  of  the  State  Medical  Journal 
has  allowed  us  regular  space  for  Auxiliary 
News.  Items  of  interest  and  importance 
will  be  included  in  each  month’s  issue. 
From  time  to  time  a reprint  will  be  mailed 
to  all  members  of  the  Auxiliary.  Keep  up 
with  the  news  and  be  sure  that  you  remind 
your  good  husband  to  bring  home  his  Jour- 
nal. Louise  McGuire  would  welcome  sug- 
gestions for  information  and  news  you  want 
from  your  Auxiliary  on  this  page.  Drop 
her  a note  or  call  her  up.  We  will  see  what 
can  be  done. 


ABOUT  OUR  GUEST  CONTRIBUTORS 

William  S.  Middleton,  M.D.,  Sc.  D., 
M.  A.  C.  P.  is  a native  of  Norristown,  Penn- 
sylvania and  a graduate  of  the  Medical 
School  of  the  University  of  Pennsylvania. 
After  many  years  as  Professor  of  Medicine 
and  Dean  of  Medicine  at  the  University  of 
Wisconsin,  he  recently  resigned  to  accept 
the  challenge  offered  as  Chief  Medical  Di- 
rector of  the  Veterans  Administration. 


Dr.  William  S.  Middleton 
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The  acceptance  of  challenges  is  not  new 
to  Dr.  Middleton.  Having  served  in  France 
as  a Medical  Officer  in  World  War  I,  he 
continued  his  outstanding  military  service 
as  Chief  Consultant  in  Medicine  in  the 
European  Theatre  of  Operations  in  World 
War  II.  At  that  time  he  was  still  Secretary- 
Treasurer  of  the  American  Board  of  Inter- 
nal Medicine  and  it  was  due  to  his  efforts 
that  physicians  serving  in  the  ETO  were 
enabled  to  take  their  Boards  without  delay. 
This  in  no  small  measure  helped  to  keep 
their  morale  at  a high  level. 

Strange  as  it  seems,  it  frequently  is  more 
difficult  to  introduce  a speaker  who  is  well 
known  to  the  audience  than  one  who  is  a 
total  stranger.  In  early  May,  1945,  at  a 
medical  meeting  in  Bar-le-Duc,  France, 
your  Editor  had  the  pleasant  assignment  of 
introducing  Colonel  Middleton  to  an  audi- 
ence who  knew  him  well.  The  job  was  sim- 
plified by  a last  minute  message  from 
Philadelphia  stating  that  Colonel  Middle- 
ton  had  been  selected  as  the  most  outstand- 
ing aluminus  of  the  University  of  Pennsyl- 
vania for  the  year  1945.  This  is  but  one  of 
his  many  well  deserved  honors. 

After  years  as  a Fellow  of  the  American 
College  of  Physicians,  serving  as  President 
in  1950,  he  was  honored  by  elevation  to 
Mastership  in  1951. 

Our  Journal  is  indeed  honored  to  have 
an  article  by  Dr.  Middleton. 

Ralph  M.  Myerson,  M.D.,  F.  A.  C.  P.  will 
be  remembered  by  many  Delaware  physi- 
cians as  a member  of  the  Staff  of  the  Vet- 
eran’s Hospital  from  1948  to  1953.  After 
graduating  from  Tufts  Medical  College  and 
interning  at  the  Boston  City  Hospital,  Dr. 
Myerson  served  in  the  Army  for  three  years. 
He  saw  service  in  North  Africa  and  Italy. 

After  the  war,  Dr.  Myerson  returned  to 
the  Boston  City  Hospital  where  he  was 
Resident  in  Medicine  until  he  came  to  Wil- 
mington. 

In  1953,  Dr.  Myerson  transferred  to  the 
Veteran’s  Hospital  in  Philadelphia  where, 
as  Assistant  Chief  of  the  Medical  Service 
and  Chief  of  Investigational  Medicine,  he 
is  actively  engaged  in  medical  teaching. 

Dr.  Myerson  was  certified  by  the  Ameri- 
can Board  of  Internal  Medicine  in  1951 


and  has  been  a Fellow  of  the  American  Col- 
lege of  Physicians  since  1953.  He  has  had 
articles  published  in  the  Delaware  State 
Medical  Journal  previously. 


Continued  from  Page  280 
then  a hemiplegic  bum”  and  therefore  can 
not  be  expected  to  demonstrate  the  drive 
seen  in  a patient  with  a good  work  history. 
However,  the  staff  of  the  rehabilitation  cen- 
ter with  the  aid  of  the  psychiatrist  strives 
to  motivate  the  patient  to  worthwhile  goals. 

The  actual  physical  rehabilitation  starts 
as  soon  as  the  patient  is  seen.  Along  with 
the  treatment  of  the  acute  medical  emer- 
gency, attention  is  given  to  the  patient’s 
musculo-skeletal  system.  The  physiatrist, 
in  his  early  evaluation,  suggests  routines  to 
maintain  range  of  motion  of  all  joints.  Pas- 
sive and  active  assistive  exercises  are  pre- 
scribed to  prevent  or  delay  muscle  atrophy 
and  avoid  contractures.  The  paralyzed  arm 
should  be  frequently  abducted  and  exter- 
nally rotated.  This  maneuver  will  prevent 
the  development  of  the  “frozen  shoulder” 
seen  in  the  neglected  hemiplegic.  When  the 
patient  is  in  the  sitting  or  standing  posi- 
tion, a sling  or  similar  support  should  be 
used  to  prevent  subluxation  of  the  humeral 
head  with  its  resultant  nagging  shoulder 
pain.  Half-shell  padded  plaster  splints  are 
useful  in  preventing  shortening  of  the  wrist 
and  finger  flexors.  In  this  early  stage,  elec- 
trical stimulation  of  the  deltoid  and  supras- 
pinatus  muscles  will  delay  atrophy  about 
the  shoulders.  This  same  therapy  applied 
to  the  extensors  of  the  wrist  and  fingers 
will  assist  in  preventing  the  contractures  of 
the  wrist  and  finger  flexors. 

Ambulation  may  be  started  early  in 
many  of  the  patients  thereby  avoiding  some 
of  the  complications  so  frequently  seen  in 
the  older  age  group.  Early  standing  posi- 
tion prevents  loss  of  the  vascular  reflexes. 
It  also  aids  in  renal  tract  drainage  thus 
diminishing  the  tendency  to  form  renal  and 
bladder  calculi  and  the  development  of 
urinary  tract  infections. 

In  the  severe  cases  when  the  patient  is 
confined  to  bed  more  than  one  week,  it  is 
important  to  use  sand  bags  to  the  lateral 
side  of  the  paralyzed  leg  to  prevent  outward 
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rotation  of  the  hip.  This  malposition  if  al- 
lowed to  develop  will  result  in  a poor  gait 
pattern.  Attention  to  the  position  of  the 
feet  is  also  important.  A foot  board  or 
plaster  shell  to  keep  the  feet  at  right  angles 
will  prevent  heel  cord  shortening. 

In  the  ambulation  of  the  hemiplegic,  one 
aims  for  the  best  gait  possible.  In  the  aged 
we  frequently  settle  for  a gait  pattern  that 
would  not  be  acceptable  in  the  middle-aged 
or  younger  patient.  In  the  younger  group 
many  physiatrists  do  not  permit  ambula- 
tion until  the  patient  can  flex  the  thigh  and 
knee  so  that  a near  normal  gait  will  result. 

The  hemiplegic  who  presents  a “flail”  leg 
in  the  early  stages  of  his  program  can  best 
be  managed  with  a long  leg  brace  designed 
for  ischial  weight  bearing.  As  muscle  power 
returns  in  the  quadriceps,  the  knee  can 
then  be  unlocked.  Later,  when  there  is  suf- 
ficient muscle  strength,  the  brace  can  be 
cut  down,  and  the  lower  part  of  the  pros- 
thesis used  as  a foot  brace,  if  one  is  re- 
quired. 

The  foot  drop  so  commonly  seen  in  the 
hemiplegic  is  best  supported  by  the  use  of 
a duraluminum  double  bar  drop  foot  brace 
with  a Klenzak  ankle.  The  ankle  unit  can 
be  easily  adjusted  to  correct  the  degree  of 
drop  foot.  A T-strap  may  be  used  with  the 
brace  if  necessary  to  prevent  supination  of 
the  foot. 

Aphasia  when  present  creates  many 
problems  for  both  the  patient  and  the  staff 
of  a rehabilitation  center.  Some  degree  of 
spontaneous  return  during  the  first  six 
months  following  the  “stroke”  is  the  usual 
pattern.  However  the  use  of  a speech  ther- 
apist is  helpful  in  facilitating  this  return. 

Another  problem  in  rehabilitation  is  the 
severe  encephalomalacia  that  at  times  fol- 
lows the  vascular  “accident.”  In  such  pa- 
tients the  brain  damage  results  in  an  intel- 
lectual deficit  and  this  makes  rehabilitation 
improbable.  Therefore  a home-care  pro- 
gram should  be  outlines  to  prevent  the  de- 
velopment of  deformities  listed  above  and 
re-evaluations  done  at  approximately  three 
month  intervals.  Many  of  these  patients 
seen  later  will  be  found  to  have  cleared 
mentally  to  a surprising  degree  and  are 
then  better  candidates  for  rehabilitation. 


Thus,  rehabilitation  may  then  be  insti- 
tuted as  early  as  ten  to  fourteen  days  fol- 
lowing the  vascular  accident  or  may  be  de- 
layed for  one  to  three  years  or  even  longer 
in  some  cases.  The  longest  time  lapse  I have 
seen  was  in  a patient  whose  stroke  occurred 
six  years  previous  to  his  admission  to  a re- 
habilitation center. 

The  physical  therapists,  occupational 
therapists  and  activities  of  daily  living 
nurse  can,  through  their  combined  efforts, 
teach  the  hemiplegic  to  become  a self-suffi- 
cient member  of  his  family.  The  occupa- 
tional therapist  also  does  pre-vocational 
explorations  when  indicated  along  with  re- 
training of  the  affected  arm.  This  explora- 
tion plus  psychological  testing  helps  the  vo- 
cational counselor  in  his  plans  for  voca- 
tional training  and  placement. 

Self-help  “gadgets”  and  devices  are 
worked  out  for  the  patients  to  help  com- 
pensate for  the  disabilities  that  remain.  All 
such  devices  are  used  to  make  the  hemi- 
plegic as  independent  as  possible.  The  use 
of  a “handy-hook”  as  an  assistive  device 
can  be  a great  asset  to  the  patient  with  a 
useless  hand  but  with  good  shoulder  and 
forearm  function.  Approximately  one  hemi- 
plegic in  ten  regains  the  full  use  of  the  hand 
on  the  involved  side.  Adaptive  eating  uten- 
sils and  toilet  articles  are  often  used  to  in- 
crease independence.  In  the  early  stages  of 
training,  the  use  of  a wheel-chair  with  re- 
movable arms  combined  with  a bridge- 
board  often  enable  the  patient  to  get 
from  bed  to  chair  and  chair  to  toilet  with- 
out the  danger  of  falling.  Elastic  shoe  laces 
and  a long-handled  shoe  horn  help  compen- 
sate for  the  lack  of  bilateral  manual  dex- 
terity. There  are  innumerable  other  self- 
aid devices  used  in  a program  of  rehabili- 
tation. Each  patient’s  needs  are  evaluated 
by  the  staff  and  the  devices  are  designed  to 
fit  the  patient’s  requirements. 

In  general  the  rehabilitation  of  the  hemi- 
plegic is  built  around  the  following  pro- 
gram: 

1.  Evaluation  of  the  patient 

2.  Prevention  of  deformities 

3.  Recognition  and  treatment  of  deformi- 
ties that  may  interfere  with  or  prevent 

rehabilitation 
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4.  Ambulation 

5.  Self  care 

6.  Vocational  training  when  indicated 

7.  Speech  therapy,  psychiatric  help,  and 
the  aid  of  the  Social  Service  Department 
whenever  necessary 

8.  Vocational  placement  when  possible. 

A dynamic  approach  to  the  “stroke”  pa- 
tient is  essential  in  order  to  obtain  any 
measure  of  success.  However  realistic  goals 
are  set  and  adhered  to  or  the  results  will  be 
discouraging  to  the  patient  and  the  staff, 
and  the  expense  of  rehabilitation  unjusti- 
fied. All  hemiplegics  expect  to  walk;  talk, 
if  aphasic;  and  to  regain  full  use  of  the 
paralyzed  hand.  Therefore,  to  prevent  un- 


pleasant disappointments  to  the  patient  and 
to  his  family,  it  is  important  that  the  pa- 
tient, his  family  and  the  referring  physician 
be  appraised  of  the  progress  and  the  degree 
of  improvement  possible  in  a given  situa- 
tion. 

Through  the  application  of  the  principles 
of  rehabilitation,  some  of  the  neglected  and 
discarded  hemiplegics  can  be  returned  to 
useful  and  productive  lives.  The  more 
severely  disabled  can  often  be  elevated  from 
the  state  of  hopless  dependency  to  where 
they  can  manage  the  activities  of  daily  liv- 
ing and  thus  maintain  their  self  respect. 
Life  then  is  more  pleasant  for  both  the  pa- 
tient and  their  families. 


Medical  Meetings 
WILMINGTON  GENERAL  HOSPITAL 


Obstetrics-Gynecology 

Second  Wednesday 

Board  Room 

12:00 

noon 

Lecture  every  Wednesday 

Board  Room 

12:00 

noon 

Internal  Medicine 

Second  and  Fourth  Saturdays 

Second  Saturday  — Clinical  Discussion 

Fourth  Saturday  — Mortality  Discussion 

Board  Room 

8:30 

A.M. 

Surgery 

First  and  Third  Saturdays 

First  Saturday  — Clinical  Discussion 

Third  Saturday  — Mortality  Discussion 

Board  Room 

8:30 

A.M. 

Pediatrics 

Second  Tuesday 

Board  Room 

12:00 

noon 

General  Practice 

Fourth  Saturday 

Board  Room 

8:30 

A.M. 

Clinical  Pathology 

Second  Saturday 

Board  Room 

8:30 

A.M. 

Radiology 

Every  other  Tuesday  from 

October  2nd 

X-rav 

Dept. 

General  Staff 

Fourth  Tuesday  of  January 

April,  Sept.  Nov. 
Nurses’  Auditorium 

9:00 

P.M. 

ST.  FRANCIS  HOSPITAL 

Scientific  Meetings  Fourth  Tuesday  of  Mar.,  May,  Oct.;  First  Tuesday  of  Dec. 

NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

November  20,  Delaware  Academy  of  Medicine  8:30  P.M. 

Mr.  Horace  Cotton,  Professional  Management,  Inc. 

Charlotte,  North  Carolina 
Speaking  on  Medical  Economics 


Regular  Medical  Meetings 


THE  DELAWARE  HOSPITAL 
I Medicine 

A.  Medical  Conference 
Visiting  Internist 

B.  Hematology  Conference 

C.  Medical  Grand  Rounds 

D.  Metabolic  Conference 

E.  Chest  Conference 

F.  Radiology  Conference 

G.  Dr.  H.  Zinsser  — 

Cardiology  Consultant 

H.  ECG  Conference 

I.  Ophthamology  Rounds 

on  Medicine 

J.  Infectious  Disease  Conference 

(Follows 


4th  Floor  Solarium 
4th  Floor  Solarium 
Board  Dining  Room 
5th  Floor  Solarium 
Board  Dining  Room 
Health  Clinic 
Trustees’  Room 


Every  Thursday 
Every  Second  Thursday 
Every  Fourth  Thursday 
Every  Friday 
Every  1st  & 3rd  Friday 
Every  Tuesday 
Every  other  Monday 


Heart  Clinic  Every  2nd  & 4th  Tuesday 

Trustees’  Room  Every  Wednesday 

5th  Floor  Solarium  Every  1st  & 3rd  Thursday 


Board  Dining  Room  Every  2nd  or  3rd  Wednesday 
1st  monthly  tumor  Conference) 


II  Surgery 

A.  Surgical  Ward  Rounds 

B.  Orthopedic  Rounds 

C.  Neurosurgical  Rounds 

D.  Surgical  Conferences 

E.  Surgical  Round  Table 

HI  Pediatrics 

A.  Pediatric  Conference 

B.  Pediatric  Grand  Rounds 


5th  Floor  Solarium 
5th  Floor  Solarium 
5th  Floor  Solarium 
4th  Floor  Solarium 
Trustees’  Room 


Every  Mon.,  Wed.  & Fri. 

Every  Tuesday 

Every  Thursday 

Every  Saturday 

Every  2nd  & 4th  Thursday 


Trustees’  Room  Every  Friday 
Third  Floor  SolariumEvery  Wednesday 


8:30  A.M. 
8:30  A.M. 
10:00  A.M. 
8:30  A.M. 
10:00  A.M. 
9:30  A.M. 
4:00  P.M. 

2:00  P.M. 
4:00  P.M. 
4:00  P.M. 

12:00  Noon 


5:00  P.M. 
5:00  P.M. 
5:00  P.M. 
8:30  A.M. 
4:00  P.M. 


12:00  Noon 
8:00  A.M. 
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IV  Obstetrics  & Gynecology 


A.  OB.  & GYN.  Conference 

B.  OB.  & GYN.  Grand  Rounds 

4th  Floor  Solarium 
6th  Floor  Ward 

Every  Friday 
Every  Friday 

8:00 

9:00 

>> 

V Pathology 

A.  Pathology  Conference 

Board  Dining  Room 

Every  Tuesday 

3:00 

P.M. 

VI  LTrology 

A.  Urology  Conference 
Tumor  Conference 

4th  Floor  Solarium 
4th  Floor  Solarium 

Every  Wednesday 

Every  2nd  & 4th  Wednesday 

8:00 

12:00 

A.M. 

Noon 

Medical  Conference  Schedule 


DELAWARE  HOSPITAL 
Pediatric  Conference  Schedule 


Trustees’  Room 

Friday,  October  26 

12:00 

Noon 

Nurses  Auditorium 

Thursday,  November  8 

8:30 

A.M. 

Medical 

Conference  Schedule 

Fourth 

Ward  Solarium 

Thursday,  October  25 

8:30 

A.M. 

Fourth 

Ward  Solarium 

Thursday.  November  1 

8:30 

A.M. 

Nurses 

Auditorium 

Thursday,  November  8 

8:30 

A.M. 

Fourth 

Ward  Solarium 

Thursday.  November  15 

8:30 

A.M. 

Thursday,  November  22 

No  Meeting 

Fourth 

Ward  Solarium 

Thursday.  November  29 

8:30 

A.M. 

THE  MEMORIAL  HOSPITAL 


“Salicylate  Poisoning” 
Calvin  Hearne.  M.D. 
“Principles  in  Diagnosis 
and  Treatment  of  Tuber- 
culosis in  Children” 

Edith  M.  Lincoln,  M.D. 

“Use  of  Novobiocin” 
William  Holloway,  M.D. 
“Toxicology” 

Mr.  Adrian  L”nch 
“Principles  in  Diagnosis 
and  Treatment  of  Tuber- 
culosis in  Chi'dren” 

Edith  M.  Lincoln,  M.D. 
“Mortality  Conference” 
Holiday 

“Mitral  Stenosis” 

Edward  Krieger,  M D. 


Grand  Surgical  Rounds 
Surgical  Conference 
Grand  Medical  Rounds 
Medical  Conference 
Chest  Conference 
Isotope  Therapy  Conference 
Pathology  Conference 
Tumor  Conference 
X-ray  Conference 
Obstetrical  Conference 


Each  Tuesday 

Each  Saturday 

Each  Friday 

Each  Tuesday 

Every  other  Tuesday 

Each  Tuesday 

Every  other  Friday 

Every  other  Wednesday 

Every  other  Friday 

Next  to  the  last  Wednesday 


DELAWARE  STATE  HOSPITAL 
Clinical  Conference  Each  Monday 

Diagnostic  Staff  Each  Friday 

General  Therapeutic  Rounds  Daily 
Neurological  Seminar  October  24 


MILFORD  MEMORIAL  HOSPITAL 
General  Staff  Second  Tuesdav 

NANTICOKE  MEMORIAL  HOSPITAL 
Active  Staff  First  Thursday 


Male  Convalescent  Ward 
Lecture  Hall,  Nurses  Home 
Admission  & Treatment  Wards 
Martin  Mandel,  M.D.  1:00  P.M. 
Staff  Neurologist, 

Jefferson  Medical  College 


Includes  reports  of  tissue  and 
records  review  committees 


7: 

:30 

A.M. 

8: 

00 

A.M. 

8: 

:30 

A.M. 

8: 

:30 

A.M. 

4 

:00 

P.M. 

9: 

30 

A.M. 

4 

:00 

P.M. 

12 

:00 

Noon 

4 

:00 

P.M. 

12 

;00 

Noon 

9: 

00 

A.M. 

9: 

00 

A.M. 

8: 

00 

A.M. 

CO 

00  1 

P.M. 

4: 

30 

P.M. 

4: 

30 

P.M. 

THE  BEEBE  HOSPITAL 

General  Staff  Second  Friday 


S'”HEDULE,  Medical  Meetings  and  Visiting  Internists 


DELAWARE  HOSPITAL 
Thursday,  November  8.  1956 

Thursday,  December  13,  1956 

Thursday,  January  10.  1957 

Thursday,  February  14,  1957 
Thursday,  March  14.  1957* 

* Arrangement  Pending 


Edith  M.  Lincoln.  M.D.  — Professor  of  Clinical  Pediatrics,  New 
York  Llniversity,  New  York,  N.  Y.,  Chief  Children’s  Chest 
Clinic,  Bellevue  Hospital,  Fellow  in  American  Academy  of 
Pediatrics,  and  the  National  Tuberculosis  Association 
Henry  J.  Tumen,  M.D.  — Associate  Professor  of  Gastro-enter- 
ology  Graduate  School,  University  of  Pennsylvania,  Philadel- 
phia. Pennsylvania 

Leandro  M.  Tocantins,  M.D.  — Professor  of  Clinical-experi- 
mental medicine.  Jefferson  Medical  College,  Philadelphia,  Penn- 
svlvania 

Theodore  E.  Woodward,  M.D.  — Professor  of  Medicine,  Uni- 
versitv  of  Maryland,  School  of  Medicine,  Baltimore,  Maryland 
Joseph  H.  Burchenal,  M.D.  — Professor  of  Medicine,  Sloan 
Kettering  Division,  Cornell  University  Medical  College,  New 
York.  New  York 


WILMINGTON  ARMORY 

October  31,  7 P.M. -10; 30  P.M.  Medical  Management  of  Casualties  in  Disaster;  Direction  of 

November  1,  9 A.M.-5  P.M.  Walter  Reed  Army  Medical  Team 
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A RESEARCH  MILESTONE 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 

Searle’s  New  and  Practical  Steroid 
Specifically  for  Protein  Anabolism— 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY- 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

CH3 

I 

CHj 

• 


OBJECTIVE  AND  SUBJECTIVE  RESPONSE  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

WELL  TOLERATED  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 


MAJOR  INDICATIONS— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

DOSAGE— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

SUPPLY  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


^Trademark  of  G.  D.  Searle  & Co. 
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confirms  and  defines  superiority  over 
other  Rauwoifia  preparations  in  the 
treatment  of  HYPERTENSION 

• Rauwiloid  represents  the  balanced,  mutually  potentiated 
actions!  of  several  Rauwoifia  alkaloids,  of  which  reserpine  and 
the  equally  antihypertensive  rescinnamine  have  been  isolated. 

• Hence,  reserpine  is  not  the  total  active  antihypertensive  prin- 
ciple of  the  rauwoifia  plant. 

• Rauwiloid  is  freed  of  the  undesirable  alkaloids  of  the  whole 
rauwoifia  root.  Recent  investigations  confirm  the  desirability 
of  Rauwiloid  (because  of  the  balanced  action  of  its  contained 
alkaloids)  over  single  alkaloidal  preparations; "...  mental  depres- 
sion..  .was ...  less  frequent  with  alseroxylon...”2 

The  dose-response  curve  of  Rauwiloid  is  flat, 
and  its  dosage  is  uncomplicated  and  easy  to 
prescribe ...  merely  two  2 mg.  tablets  at  bedtime. 


Riker 


1.  Cronheim,  G.,  and  Toekes,  I.  M.;  Comparison  of  Sedative  Properties  of  Single 
Alkaloids  of  Rauwoifia  and  Their  Mixtures,  Meet.  Am.  Soc.  Pharmacol.  & Exper, 
Tberap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer.  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  (Rauwoifia)  of  Hyperten- 
sion. 11.  A Comparative  Study  of  Different  Extracts  of  Rauwoifia  When  Each  Is  Used 
Alone  (Orally)  for  Therapy  of  Ambulatory  Patients  with  Hypertension,  A,M.A, 
Arch.  Int,  Med.  96:530  (Oct.)  1955. 


Rauwiloid  is  the  original  alseroxylon  fraction  of  India-grown 
Rauwoifia  serpentina,  Benth.,  a Riker  research  development. 


LOS  AHGELES 
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Q:  In  x-ray  equipment  what  will  $4950  buy? 

A:  This  new  G-E  PATRICIAN 

complete  with  200'ma  control  and  transformer 


YOURS  . . . General  Electric  quality  . . . 
complete  diagnostic  x-ray  unit  with  tilt 
table  . . . combined  facilities  for  fluoroscopy 
and  radiography — all  for  just  $4950,  f.o.b. 
Milwaukee,  U.S.A. 

New  PATRICIAN  gives  you  81-inch 
angulating  table . . . independent  tubestand 
with  choice  of  floor-to-ceiling  or  platform 
mounting  . . . 200-ma,  100-kvp,  full-wave 
transformer  and  control  . . . double-focus, 
rotating-anode  tube. 

Also,  you  get  counterbalanced  automatic 
Ducky,  plus  fluoroscopic  screen  that's  also 
counterbalanced,  self-retaining  in  all  table 


positions.  You  can  take  cross-table  and 
stereo  views.  Focal-film  distances  range  up 
to  a full  40  inches  at  any  table  angle  . . . 
as  great  as  48  inches  cross-table. 

The  new  PATRICIAN  can  be  yours  on 
liberal  purchase  terms  ...  or  can  be  leased 
under  the  popular  G-E  Maxiserv’ice®  rental 
plan.  Ask  your  General  Electric  x-ray  rep- 
resentative for  all  the  facts. 


"Progress  Is  Our  Most  Important  Product 

GENERAL^  ELECTRIC 


Direct  Factory  Branches: 

PHILADELPHIA  — Hunting  Park  Avenue  at  Ridge 


BALTIMORE  — 2 West  Eager  Street 
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New  Study  Shows  Gelatine 
Restores  Brittle’ Fingernails  to  Normal 


Direction*  for  making  the  Knu*  Grlutine  drink  in  every  [njuJtage 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study^  that  confirmed  previous 
work^  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Efficacy  has  not  been  established 
with  lesser  dosage.  If  you  would  like  more  com- 
plete details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Osier,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn,  State  Med.  J.  19:171-179,  Marrh  1955. 

2.  Tvson,  T.  L.,  /.  Invest,  Derrmit.  1-1:323,  May  1950. 

j Chas.  B.  Knox  Gelatine  Company,  Inc. 

I Professional  Service  Dept.  SJ-19 

■ Johnstown,  N.  Y. 

I 

■ Please  send  me  a reprint  of  the  article  by  Hosrnberg 
• and  Oster  with  illustrated  color  brochure. 

I YOUB  ^AM£  AMU  AUUU£SS 


I. 
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MYSTECLIN  SUSPENSION 

Steclin-Mycostatin  (Squibb  Tetracycline-Nystatin) 


Another  form  of  the  only  broad  spectrum 
antibiotic  preparation  with  added  protection 
against  monilial  superinfection 


PLEASANT  TASTING  — Mysteclin  Suspension  is  pleasant- 
ly fruit-flavored  and  will  appeal  to  taste-conscious 
youngsters  as  well  as  to  adults  who  prefer  liquid 
medication. 


BROADLY  EFFECTIVE  — Mysteclin  Suspension  provides 
well  tolerated  therapy  for  the  many  common  infec- 
tions which  respond  to  tetracycline— and  also  acts  to 
prevent  monilial  overgrowth. 


READY-TO-TAKE  — Mysteclin  Suspension  requires  no  re- 
constitution and  can  be  given  by  simple  teaspoon 
dosage  to  patients  of  all  ages. 


MYSTECLIN  SUSPENSION:  a fruit-flavored  oil  suspension 
containing  the  equivalent  of  125  mg.  Steclin  (Squibb 
Tetracycline)  Hydrochloride  and  125,000  units  My- 
costatin  (Squibb  Nystatin)  per  5 cc.  teaspoonfuL 
Supplied  in  two-ounce  bottles. 


Squibb 


Also  available  as  Capsules  (250  mg.  Steclin  Hydrochloride  and 
250.000  units  Mycostatin)  and  Half  Strength  Capsules  (125  mg. 
Steclin  Hydrochloride  and  125, 0(X)  units  Mycostatin). 


Squibb  Quality  — the  Priceless  Ingredient 


'MYSTECLIN'®,  'STECLIN'®, 


'MYCOSTATIN’®  ARC  SQLMBB  TRADEMARKS 
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PARKE 

Res«»ich  »n<J 


0 COMPANY 

rvMiofl  32.  W'C‘''8»'' 
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Makers  of  medicines  since  ISOe 
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Doctor,  you  have  probably  seen  one 
or  more  of  these  current  Parke-Davis 
advertisements  in  leading  general 
magazines — and  you  know  that  the 
much-talked-about  theme  of  these 
ads  is  that  prompt  and  proper  medical 
care  is  one  of  today's  biggest  bargains. 
Through  our  sales  representatives  who 
call  on  you,  and  your  letters  to  us,  we 
know  that  this  is  the  type  of  laity 
advertising  you  like  to  see. 

The  reproduction  on  the  facing  page 


is  the  latest  example  of  this  advertis- 
ing. It  tells  the  public  that  they  can 
discuss  medical  fees  with  their  physi- 
cians without  embarrassment  . . . and 
that  such  discussions  improve  the 
important  relationship  between  doctor 
and  patient. 

We  are  gratified  at  your  response 
to  these  public  messages,  and  you 
can  be  sure  that  Parke-Davis  national 
advertising  will  continue  to  be  in  our 
mutual  best  interests. 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


Reaching  millions  of  people  in  LIFE,  POST,  TODAY’S  HEALTH 
and  other  leading  magazines 
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‘ANTEPAR’‘ 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


Baynard  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
ILMINGTON,  DELAWARE 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York 
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^^The  mercurial  diuretics 
have  the  justified 
reputation  of  being 
the  most  powerful  and 
consistently  effective 
of  all  diuretic  drugs/^* 

TABLET 

NEOHYDRIN® 

^Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed.  2,  New  York, 
The  Macmillan  Company,  1955,  p.  847. 


In  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


COGNAC  BRANDY 

S4  Proof  I Schieffelin  & Co.,  New  York 


Results  With 

‘ANTE  PAR’* 


against  PINWORMS 

In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. ; 

Brit.  M.  J.  2:755,  19.53. 

t ROUNDWORMS 

“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.IU.S.A.)  INC. 
Tuckahoe,  New  York 


The  bride  wore  goggle 


It’s  actually  easy  to  save  — when  you  buy  Series  E 
Savings  Bonds  tlirough  the  Payroll  Savings  Plan. 
Once  you've  signed  up  at  your  pay  office,  your  sav- 
ing is  done  for  you.  The  Bonds  you  receive  pay  good 
interest  — 3%  a year,  compounded  half-yearly  when 
held  to  maturity.  And  the  longer  you  hold  them,  the 
better  your  return.  Even  after  maturity,  they  go  on 
earning  10  years  more.  So  hold  on  to  your  Bonds! 
Join  Payroll  Savings  today  — or  buy  Bonds  where 
you  bank. 


On  OCTOBER  26.  1912,  an  ungainly  biplai 
swooped  into  a Michigan  pasture  like 
overfed  duck  and  promptly  nosed  over 
its  back.  Its  contents  proved  to  be  a teen-a 
couple  who  got  married  as  soon  as  they  i| 
gained  consciousness. 

This  was  the  world's  first  aerial  elopeme. 

Art  Smith,  the  groom,  happened  to  ha 
one  of  the  country’s  few  fl)  ing  machities  1 
cause  he  had  built  it.  with  his  own  hands, 
age  L5.  And  his  parents  had  mortgaged  the 
home  to  finance  him.  Their  pride  help 
carry  him  through  years  of  failure  to  soarii 
success  as  a famous  early  stunt  flyer. 

But  he  didn't  remain  a ha’  tistormer  Ion 
In  1917  his  pioneering  skill  was  needed 
train  our  \^orld  \^ar  I pilots.  Then  cai 
America's  first  air-mail  service.  And  agai 
Art  helped  break  the  way— though  it  eve 
tually  cost  him  his  life. 

As  American  as  Tom  Swift.  Art  Smith  w 
the  farseeing  and  confident  son  of  a count 
that  has  always  produced  far  more  than  h 
share  of  sure-footed  visionaries.  That's 
good  thing  to  know,  especiallv  if  vou' 
been  putting  some  money  into  this  countrv 
Savings  Bonds. 

L . S.  Savings  Bonds  aren’t  backed  by  go 
or  silver  alone.  They  are  hacked  bv  tl 
character  and  abilities  of  16.3  million  Amei 
cans.  That’s  why  they’re  one  of  the  world 
greatest  investments.  Buy  them  regularly 
and  hold  on  to  them! 


Sa/e  as  America— US,  Savings  Bonds 

The  U.  S.  Government  does  not  nn-*  for  this  ndt  ertisement.  It  is  donated  hy  this  puhlicntion  in  cooperation  with  tli6 
Advertising  Council  and  the  Magazine  Publishers  oj  America. 


7 X 10  in.  100  Screen 
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l^john 


Ulcer  protection 
that 

lasts  all  night: 


Pamine*....., 


Tablets 


Each  tablet  contains: 
Methscopolamine  bromide 


2.5  mg. 


Average  dosage  ( ulcer): 

One  tablet  one-lialf  hour  before  meals,  and  1 
to  2 tablets  at  bedtime. 


Supplied:  Bottles  of  100  and  500  tablets 


Each  5 cc.  (approx.  1 tsp.)  contains: 
Methscopolamine  bromide  1.25  mg. 

Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily. 
Supplied:  Bottles  of  4 fluidounces 


Sterile 

Solution 


Each  cc.  contains: 

Methscopolamine  bromide 1 mg. 

Dosage : 

0.25  to  1.0  mg.  (%  to  1 cc.),  at  intervals  of  6 to  8 
hours,  subcutaneously  or  intramuscularly. 


Supplied:  Vials  of  1 cc. 


^TAAOEMARm.  RCG.  U.  S.  pat.  UPJOHN  BPANO  OF  M CT M SCOPOUAM I NC 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 


MONODRAL"""  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

. well  tolerated  “PP**’  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psychovis- 
ceral  stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

EACH  TABLET  CONTAINS!  DOSAGE!  1 OF  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mepbobarbital),  trade- 
marks reg.  U.  S.  Pat.  Off. 

*References  and  clinical  trial  supplies  available  on  request. 
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KARO®  SYRUP  . . . meets  the  accelerated 


nutritional  requirement  of  early  infancy 


The  high  caloric  requirements  of  in- 
fants, coupled  with  the  fact  that  they 
have  little  ability  to  digest  starchy 
food,  are  indications  for  the  use  of 
an  easily  digested  carbohydrate  milk 
modifier. 

Karo  places  a minimum  demand 
upon  the  digestive  system  during  the 
first  weeks  of  life.  Even  premature 
babies  thrive  on  Karo  because  this 
easily  digested,  completely  utilized, 
fluid  mixture  of  dextrins,  maltose  and 
dextrose  does  not  induce  flatulence, 
colic,  fermentation  or  allergy. 

Karo  permits  easy  adjustment  of 


formula  to  meet  the  accelerated  nutri- 
tional demand  during  the  early 
months  of  rapid  growth.  Mothers  will 
appreciate  the  ease  of  making  formu- 
las containing  Karo,  plus  its  ready 
availability  and  economy.  Light  or 
dark  Karo  syrup  may  be  used  inter- 
changeably with  cow’s  milk  or  evapo- 
rated milk  and  water.  Each  ounce 
yields  120  calories. 


1906  • 50th  ANNIVERSARY  *1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 


8/3/55 


On  6/2/5^ 

fell  on 

right  femur  sun  Siddlelft^ 

’-i-UPerimposed  on  an  of  the  

On  7/7/55  ^ °"‘f?^'!lyelitis. 

y (coag  + 1 „ a hemo 

3n  S'/r  th:r^  he  infection. 


pecific  against 
occic  infections 


Specific— because  you  can  actually  pinpoint  the 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caused 
by  staph-,  strep-and  pneumococci.  And  these 
are  the  very  organisms  most  sensitive  to 
Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 


fi  I It  tab’ 


Erythrocin 

(Erythromycin,  Abbott) 


STEARATE 


ith  little  risk  of 
erious  side  effects 


Low  toxicity— because  Erythrocin  rarely  alters 
intestinal  flora.  Thus,  your  patients  seldom 
get  gastroenteral  side  effects.  Or  loss  of  vitamin 
synthesis  in  the  intestine.  Virtually,  no  allergic 
reactions,  either.  Filmtab  Erythrocin 
Stearate  (100  and  250  mg.),  ^nn 
bottles  of  25  and  100.  v>LljUT3tt 


■filnitab'. 


STEARATE 


® Filmtab— film-sealed  tablets:  pat.  applied  for 


609216 
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about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicogo 


^^Patients  without  primary 
renal  disease,  but  with 
albuminuria  and  high 
nonprotein  nitrogen 
due  to  congestive 
circulatory  changes, 
can  be  adequately 
and  safely  treated 
with  Neohydrin  for 
long  periods  of  time/'* 

*Griffith,  G.  C.;  Dimltroff,  S.  P.,  and  Thorner,  M.  C.: 
Ann.  Int.  Med.  45:7,  1956. 


Trasenllne-?'EQnobarbiia 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


tablets  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


C I B A 

Summit,  N.  J. 


2/222811 
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excellent 
remedy 
for  a 
poor 
appetite 

INCREMIli 

Lysine-Vitamin  Drops 


• combines  the  amino  acid,  1-Lysine,  with 
vitamins  Bi,  Be,  B12 

• stimulates  appetite,  effects  better  utilization 
of  protein,  thereby  promoting  growth 

• cherry-flavored  drops  are  delicious;  may  also 
be  mixed  in  milk,  formula,  etc. 

• handy  15  cc.  plastic  dropper-bottle 

For  the  problem  eaters,  for  the  underweight,  for 

the  generally  below-normal  child 


(Excellent,  too,  for  stimulating  appetites  of  the  elderly 
patient!)  Dosage:  0.5  to  1 cc.  (10-20  drops)  daily.  Each  cc. 
(20  drops)  contains: 


l-Lysine 300  mg. 

Vitamin  B|2 25  mcgm. 

Thiamine  (Bi) 10  mg. 

Pyridoxme  (Be) 5 mg. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 

*REG.  U.  S.  PAT.  OFF. 
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I ...from  Two 
I Outstanding  Cases 

t 


BLACK  LABEI 


Both  86.8  Proof 


[ohnnie  "Walker  stands  out  in  its  tievotion  to 
(jualitv.  K\ery  drop  is  made  in  Scothind.  Ever\ 
drop  is  distilled  with  the  skill  and  care  that 
come  Irom  generations  of  fine  whisky-making. 
,\nd  e\er\  drop  of  Johnnie  IValker  is  guardetl 
<ill  the  wa\  to  gi\e  \oii  /tci/ect  Scotch  whisky... 
the  same  high  tpialit)  the  world  o\er. 


BORN  1820... 

STILL  GOING  STRONG 


Johnnie 

f^lKER 

BLENDED  SCOTCH  WHISKY 


Conductive  Shoe 
in  dress  style 

Safety  from 
Fire  and 
Explosion^ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

^ Innersoles  guaranteed  not  to  crack  or  collapse. 

^ Poot-so-Port  lasts  designed  and  the  shoe  construe* 
tion  engineered  with  orthopedic  advice. 

Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  ony  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Bo/onctng  and  Synchronizing  the  Shoe  with  the  Foot.” 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


FRAIM’S  DAIRIES 

SPince  J9VO 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


CANADA  DRV  GINGtR  ALE.  Inc..  .New  York.  N.  \..Sott  Imports 
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e maintain 
prompt  city- wide 
delivery  service 
for  prescriptions. 

c4^ 

CAPPEAU’S,  INC, 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  & 

Delaware  Ave.  W.  Gilpin  Drive 

& Dupont  St.  Willow  Run 

Diol  OL  6-8537  WY  4-3701 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
NewYork,  N.  Y.  • Montreal,  Canada 
5646 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


Medical  Education 


Needs  Your 


HELP 


Give  Through  The 


A.  M.  E.  F. 


Journal  Report: 

Hypertensive  symptoms  relieved 

in  33%  of  patients 

"Comparison  of  pentolinium  [Ansolysen]  with  other  preparations  in  25  patients  with 
severe  essential  hypertension,  for  whom  all  other  methods  of  management  had  failed, 
showed  that  pentolinium  is  the  most  effective  of  available  agents  in  reducing  danger- 
Dusly  high  blood  pressure  to  the  desired  levels,  and  in  modifying  some  of  the  complica- 
tions of  hypertension,  as  cardiac  decompensation,  cardiomegaly  and  retinopathy. . . . 

'In  96  per  cent  (24  patients)  clinical  symptoms  were  relieved  and  the  blood  pressure 
maintained  at  comfortable  levels.  . . 


ANSOLYSE 


FARTRATE 


Pentolinium  Tartrate 
Lowers  Blood  Pressure 


Philadelphia!,  Pa. 


1.  Albert,  A.,  and  Albert,  M.:  Am.  Pract.  & 
Dig.  Treat.  7:986  (June)  19.56. 
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the  Emblems  of  RELIABLE  PROTECTION 


cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


S4. 500. 000  ASSETS 
$23,800,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2,  NEBRASKA 


INDEX  OF  ADVERTISERS 


Abbott  Laboratories xlii,  xliii 

Ayerst  Laboratories xlvii 

Baynard  Optical  Co xxxviii 

Borden’s  Ice  Cream  Co xl 

Brown  & Williamson  Tobacco  Corp viii 

Burroughs-Wellcome  & Co xxiii,  xxxvi, 

xxxvii 

Canada  Dry  Ginger  Ale  Co xlvi 

Cappeau’s  Pharmacy xlvii 

Ciba  Pharmaceutical  Corp xliv 

City  Baking  Co xlviii 

Coca-Cola  Co li 

Corn  Products  Refining  Co xli 

Delaware  Power  & Light  Co xxviii 

Diamond  Ice  & Coal  Co xlvii 

Eckerd’s  Drug  Stores xlviii 

Foot-So-Port  Shoe  Co xlvi 

Fraim’s  Dairies  xlvi 

Freihofer’s  Bread  xliv 

Geigy  Pharmaceutical  Co xix 

General  Electric  Co xxxi 

Hennessey  Brandy xxxix 

Knox,  Charles  B.,  Gelatine  Co xxxii 

Lakeside  Laboratories xii,  xxxix,  xliv 

Lederle  Labs xx.  Center  Spread,  xlv 

Leibowitz’s xlviii 

Lilly,  Eli  & Co i,  xxvi 

Lincoln  Pharmacy  xl 
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Merkel,  John  G.  & Sons xxviii 

Montgomery,  J.  A xxviii 

Parke,  Davis  & Co ii,  hi,  xxxiv,  xxxv 

Parke,  L.  H.  & Co xxxviii 

Pfizer  Laboratories vi,  xvi,  xvii 

Physicians  Casualty  & Health  Asso 1 

Riker  Laboratories  xxx 

Schering  Corp iv,  v,  xiv,  xv,  xxiv,  xxv 

Searle,  G.  D.  & Co xxix 

Smith,  Kline  & French  lii 

Squibb,  E.  R.  Co xxxiii 

Tobin,  George  T.  & Sons xlvii 

Upjohn  Co xxxix 

Wallace  Laboratories  vii 

Wawa  Hospital  xxvii 

Winthrop  Laboratories xxii,  xl 

Wyeth,  Inc ix,  xviii,  xxi,  xlix 
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Relax  the  best  wa^ 
...pause for  Coke 

Make  your  pause  at  work 
truly  refreshing.  Have  a frosty  bottle 
of  pure,  delicious  Coca-Cola 
. . . and  be  yourself  again. 


1 


^Thorazine’  relieved  this  patient’s 
anxiety,  tension  and  fear  and  made 
it  possible  for  hitn  to  return  to  work. 


■THORAZINE’  CASE  REPORT 

patient:  Anxiety,  tension,  and  a fear  of  going 
out  alone  made  it  impossible  for  this  36-year- 
old  man  to  work.  After  other  treatments  had 
failed  he  was  given  ‘Thorazine’. 

response:  “On  ‘Thorazine’  medication,  100  mg. 
orally,  daily,  his  anxiety  and  apprehension  dis- 
appeared rapidly.  The  patient  was  able  to  go 
out  alone  and  to  work  once  again.  His  mood 
was  actually  gay  and  his  co-workers  were  sur- 
prised at  this  change.  He  was  now  free  from 
care  whereas  before  he  had  been  distressed  by 
the  slightest  difficulty.” 


This  case  report  is  from  the  files  of  a general  practitioner. 


THORAZINE* 


Available  in  ampuls,  tablets  and  syrup  (as  the  hydrochlo- 
ride), and  in  suppositories  (as  the  base). 

Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Thorazine’  should  be  administered  discrimi- 
nately  and,  before  prescribing,  the  physician 
should  be  fully  conversant  with  the  available 
literature. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 


ST.  FRANCIS  HOSPITAL  NUMBER 
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Makes  your  therapy  safe  and  pleasant  as  well  as  effective 

I LOT YC IN 


LI 


OUAciTr /research /integrity 


successfully  attacks  the  pathogens 
you  commonly  encounter  but  avoids 
serious  and  disturbing  side-effects. 


you  can  count  on  cooperation  when  you 

When  you  prescribe  SUSPENSION  CHLOROMYCETIN  PALMITATE  for  sick  youngsters,  no 
tears  or  tantrums  at  medicine  time  threaten  your  dosage  schedule.  Children  readily  accept  this 
tempting,  custard-flavored  preparation  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis). 
Succeeding  doses  are  taken  as  readily  as  the  first,  because  SUSPENSION  CHLOROMYCETIN 
PALMITATE  is  easy  to  swallow  and  leaves  no  unpleasant  aftertaste. 

To  simplify  therapy  still  further,  SUSPENSION  CHLOROMYCETIN  PALMITATE  does  not 
require  refrigeration  and  may  be  kept  conveniently  in  the  sickroom.  Its  liquid  form  enables 
flexibility  of  dosage  easily. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been 
associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 


ispension 

Chloromycetin 

Palmitate 

pleasant-tasting  Chloromycetin  for  pediatric  use 


Supplied:  SUSPENSION  Chloromycetin  palmitate,  containing 
the  equivalent  of  125  mg.  of  CHLOROMYCETIN  per  4 cc.,  is  available  in  60-cc.  vials. 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


Viceroy 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


Viceroy 

filter  ^ip 

CIGARETTES 

KING-SIZE 


P n M D A D C I FILTERS  IN  YOUR  FILTER  TIP? 

U U lYI  I A n L I (REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE!) 


m 

VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT,  SNOW-WHITE.  NATURAL! 
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relaxes  bo 


the  body 
and  the 
mind 


SWttiC€i 


® well  tolerated,  nonaddictive,  essentially  nontoxic 
© no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 
® chemically  unrelated  to  chlorpromazine  or  reserpine 
® does  not  produce  significant  depression 
# orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 


Miltowxi* 


Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 

^^^^^ALUACE  LAOO R ATO R I E S , New  Brunswick,  N.J. 


Z-methyl-2-n-propyl-l,3-propancdiol  dicarbamate  — V.S.  Patent  2,724,720 
supplied:  400  mg.  scored  tablets.  Usual  dose:  I or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 


THE  MILTOWN  MOLECULE 


CM  3706  R 


For  Pain-Fr 

0/  ever'^ 

In  “Rheumatisn 


ftiuli 

I 


combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  (i 

+ 

ASPIRIN  {0.3  Gm.) 

+ 

ASCORBIC  ACID  {5 

+ 

ANTACID  (0.^  Gm) 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


ifCarly  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 


Synovitis 

Tenosynovitis 

Myositis 


Still’s  disease 


Fibrositis 


Psoriatic  arthritis 


Neuritis 


Bursitis 


. ...  for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 

activity. 

. ...  for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

. . . . dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  1-i  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 

(TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  1 tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPLIED;  TEMPOGEN  and  TEMPOGEN  Forte 
— in  bottles  of  100  Multiple  Compressed  Tablets. 

{.TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.)  MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  I.  PA. 
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How  +0  f rieri d s ... 


We  will  be  pleased  to  send  samples  on  request. 


^ tablets 

25t 

1J4GRS.EA 


The  Best  Tasting 
Aspirin  you  can  prescribe. 


The  Flavor  Remains  Stable 
down  to  the  last  tablet. 


2bi  Bottle  of  48  tablets  (134  grs.  each). 


THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway.  New  York  18,  N.  Y. 
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to  help  children  eat  more, 
grow  more! 


INCREMIN  combines  the  amino  acid 
lysine  with  vitamins  Bi,  Be  and  B12— 
essential  nutrients  that  stimulate  appetite, 
and  promote  more  efficient  utilization 
of  protein.  For  children  who  are  problem 
eaters,  for  the  underweight,  for  the  generally 
below-normal  child— Incremin 
will  usually  produce  a remarkable 
and  prompt  improvement! 


Cherry  flavor.  Can  be  mixed  with  milk, 
milk  formula,  or  other  liquid.  In  15 
cc.  polyethylene  dropper  bottle. 


Dosage:  0.5  to  1 cc.  (10-20  drops) 
daily.  Each  cc.  (20  drops)  contains: 


1-Lysine  HCI 300  mg. 

Vitamin  8,2 25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Bo) 5 mg. 

Alcohol 1% 


Lysine-Vitamin  Drops 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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clinical  evidence'  '"'^  indicates  that  to  augment  the 
therapeutic  advantages  of  the  ‘'predni- steroids” 
antacids  should  be  routinely  co-administered 


^ to  minimize  gastric  distress 

i 

L_ 


ROUTIXE  I 

CO-ADMIXISTRA  TIOX 
MEAXS 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

Heferences:  1.  Boland,  E.  W., 

J.A.M.A.  160:613  (February 
25)  1956.  2.  MarKolis,  H.  M. 
e(  at.,  J.A.M.A.  158:454  (June 
11)  1955.  3.  Bollet,  A.  J.  et  aL, 

J.A.M.A.  158:459  (June  11) 

1955. 

'CO-DELTUA’  and  'CO-HYDELTIl.\'  are  trademarks  of  MtitCK  A*  Co..  Inc. 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


CoDeltra 

(Prednisone  Buffered) 
MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  d CO  . INC. 
PHILADELPHIA  1.  PA 


Journal  Report: 

Hypertensive  symptoms  relieved 

in  90%  of  patients 


"Comparison  of  pentolinium  [Ansolysen]  with  other  preparations  in  25  patients  with 
severe  essential  hypertension,  for  whom  all  other  methods  of  management  had  failed, 
showed  that  pentolinium  is  the  most  effective  of  available  agents  in  reducing  danger- 
ously high  blood  pressure  to  the  desired  levels,  and  in  modifying  some  of  the  complica- 
tions of  hypertension,  as  cardiac  decompensation,  cardiomegaly  and  retinopathy. . . . 

"In  96  per  cent  (24  patients)  clinical  symptoms  were  relieved  and  the  blood  pressure 
maintained  at  comfortable  levels.  . . 


ANSOUYSE 


TARTRATE 


Pentolinium  Tartrate 
Lowers  Blood  Pressure 


Philadelphia  1,  Pa. 


1. 


Albert,  A.,  and  Albert,  M.:  Am.  Pract.  & 
Dig.  Treat.  7:986  (June)  1956. 
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• faster  relief  of  pain, 

photophobia 

• better  control  of  inflammation, 

edema,  allergy 

• effective  against  common  eye 

pathogens 


• extremely  well  tolerated 


now  available 


for  inflammatory,  allergic,  infectious  or  traumatic 
eye  conditions  amenable  to  topical  therapy  — rapid, 
potent,  topical  Meti-steroid  and  anti-infective  action 


supplied:  Metimyd  Ophthalmic  Suspension-Sterile:  prednisolone  acetate  i 
(Meticortelone  Acetate)  5 mg.  per  cc.  (0.5%)  suspended  in  an  isotonic 
buffered  and  preserved  solution  of  sulfacetamide  sodium  100  mg.  per  cc. 
(10%),  5 cc.  dropper  bottle.  Metimyd  Ointment  with  Neomycin:  each  gram 
contains  5 mg.  prednisolone  acetate  (Meticortelone  Acetate),  100  mg. 
sulfacetamide  sodium  and  2.5  mg.  neomycin  sulfate  (equivalent  to  1.75  mg. 
neomycin  base);  Vs  oz.  tube,  boxes  of  1 and  12. 

Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 

Meticortelone,®  brand  of  prednisolone. 

*T.M. 
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ACETIAC'S’D 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 

Ointment  with  Neomycin 

• antibacterial  • antiallergic  • anti-inflammatory 
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to  quiet  the  cough 

and  calm  the  patient . . . 


PHENERGAN 


EXPECTORA  NT 

Prometb^^e  Expectorant  with  Codeine  Plain  (without  CStdesne) 


Philadelphia  1,  Pa. 
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” clinical  response 
good  or  excellent” 

In  one  recent  study,  1 8 patients  with  acute  follicular  tonsillitis  and  septic  sore  throat, 
were  given  erythromycin.  Infecting  organism  was  Str.  pyogenes.  The  investigator 
stated,  'Vn  all  18,  the  clinical  response  could  be  regarded  as  either  good 
or  excellent.”' 

This,  of  course,  is  only  one  of  many  reports  showing  the  effectiveness  of 
Erythrocin  against  coccic  infections.  You'll  get  the  same  good  results 
(nearly  100%  in  common,  bacterial  respiratory  infections)  when  your 
prescription  reads  Filmtab  Erythrocin  Stearate. 


^ ''toxicity  lower 
in  erythromycin-treated 
patients” 


Arter  a study  of  208  patients  treated  with  erythromycin  (78),  procaine 
penicillin  (78)  and  a placebo  (52),  the  investigator  stated:  . . the  incidence  of 

toxicity  (compared  to  procaine  penicillin)  was  significantly  lower  in  the 
erythromycin-treated  patients.”' 


Actually,  Erythrocin  stands  on  a remarkable  record  of  safety.  After  four  years, 
there's  not  a single  report  of  a severe  or  fatal  reaction  attributable  to 
erythromycin.  Also,  allergic  reactions  rarely  occur.  Filmtab  Erythrocin  Stearate 
(100  and  250  mg.),  is  available  in  bottles  of  25  and  100,  at  all  pharmacies. 


tilmtab* 


(IMrott 

® Filmtab — Film  sealed  tablets,  Abbott;  pat. 
applied  for. 

l.Herrell,  W.  E.,  Erythromycin,  Antibiotics 
Monographs,  No.  1 , p.  29,  New  York,  Med- 
ical Encyclopedia,  Inc.,  1955. 

Idem  p.  30. 


STEARATE 


61: 


(Erythromycin  Stearate,  Abbott) 
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HARD-TO-KILL  TRICHOMONADS 

EXPLODE 

WITHIN  15  SECONDS’  CONTACT 
WITH  VAGISEC  liquid 


WITH  THE  Davis  technique,!  using  Vagisec®  liquid  and  jelly,  flare-ups  of 
vaginal  trichomoniasis  rarely  occur.  Vagisec  liquid  actually  explodes 
trichomonads  within  1 5 seconds  after  douche  contact.^  Better  than  90  per  cent 
apparent  cures  follow  use  of  this  new  trichomonacide,^  developed  as  “Car- 
lendacide”  by  Dr.  Carl  Henry  Davis,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.^ 

7^0  trichotnonad  cscu/ies— The  overwhelming  action  of  Vagisec  liquid  dooms 
the  trichomonad.  One  chelating  agent  and  two  surface-acting  agents  com- 
bine in  attack  to  weaken  the  cell  membrane,  to  remove  waxes  and  lipid 
materials  from  the  membrane  surface,  and  to  denature  the  protein.  With 
its  cell  wall  destroyed,  the  parasite  imbibes  water,  swells  and  explodes.  All 
this  occurs  within  15  seconds.  Only  scattered  fragments  remain. 

No  other  agent  or  combination  of  agents  kills  the  trichomonad  in  this  specific 
fashion  or  with  the  speed  of  Vagisec  liquid.^  When  the  patient  uses  Vagisec 
jelly  as  well  — the  recommended  routine  — these  good  effects  continue  in- 
definitely."* 

Reaches  hidden  trichomonads  — Unlike  many  agents,  Vagisec  liquid  thorough- 
ly penetrates  and  dissolves  the  cellular  debris  and  mucoid  material  lining  the 
vaginal  surface.^  It  reaches  hidden  trichomonads  — often  the  cause  of  treat- 
ment failure  — as  well  as  parasites  swimming  freely  in  the  canal. 

Jhe  Davis  lechnicliie  — Office  therapy  with  Vagisec  liquid  is  combined  with 
home  treatment.  Both  liquid  and  jelly  are  prescribed. 

office  treatment  — vaginal  walls  dry  with  cotton  balls, 

then  wash  thoroughly  for  about  three  minutes  with  a l:iOO  dilution 
of  Vagisec  liguid.  Remove  excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  three  treatments  the  first  week,  two  the  second  and  one 
the  third. 

home  treatment  — P^jficiif  douches  with  Vagisec  liguid  every  night 
or  morning  and  then  inserts  Vagisec  jelly.  Jdome  treatment  is  con- 
tinued through  two  menstrual  periods,  hut  omitted  on  office  treat- 
ment days.  Douching  is  contraindicated  in  pregnancy. 

J-lusband  rc-infects  wife  — Since  “trichomonads  may  be  passed  from  the  in- 
fected male  to  the  uninfected  partner  during  coitus,”®  prevent  re-infection  by 
recommending  the  use  of  prophylactics.  Specify  RAMSES,®  the  finest  possible 
rubber  propliylactic,  transparent,  very  thin  yet  strong;  or  XXXX  (fourex)  ® 
skins,  of  natural  animal  membrane  — pre-moistened.  Your  prescription  of 
one  of  these  brands  insures  the  protection  afforded  by  Schmid  quality  pro- 
phylactics and  assures  full  acceptance  of  your  regimen.  At  all  pharmacies. 

Active  ingredients  in  V'acisec  liquid:  Polyoxy- 
ethylene nony!  phenol,  Sodium  ethylene  diamine 
tetra-acetate,  Sodium  dioctyl  sulfosuccinate.  In 
addition,  Vagisec  jelly  contains  Boric  acid,  Alco- 
hol 5%  by  weight. 


Vagisec,  RAMSES  and  XXXX  (fourex)  are 
registered  trade-marks  of  Julius  Schmid,  Inc. 

tPat.  App.  for 

JULIUS  SCHMID,  INC. 

gynecological  division 
423  W est  ,55th  St.,  .New  York  19,  N.  Y. 


7op  to  bottom; 

2 sec.  CONTACTS 
4 sec.  CO.MPl.EXES 
6 sec.  DISSOLVES 
8 sec.  DENATURES 
10  sec.  SW’ELLS 

15  sec.  EXPLODES 

16  sec.  SCATTERS 


Hejerences:  1.  Davis,  C.  H.: 
J.A.M.A.  157:126  (Jan.  8)  1955. 
2.  Davis,  C.  H.:  West.  J.  Surg. 
63:53  (Feb.)  1955.  3.  Davis, 
C.  H.,  and  Grand,  C.  G.:  Am. 
J.  Obst.  & Gynec.  68:559 
(Aug.)  1954.  4.  Davis,  C.  H. 
(Ed.):  Gynecology  and  Obstet- 
rics (revision),  Hagerstown, 
Md.,  W.  F.  Prior,  1955,  vol.  3, 
chap.  7,  pp.  23-.33.  5.  Draper, 
J.  W.:  Internat.  Rec.  .Med. 
16S:.563  (Sept.)  1955. 
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a new  maximum 
in  therapeutic 
effectiveness 

a new  maximum 
in  protection 
against 
resistance 

a mw  meiximum 
in  safety  and 
toleration 


multi-spectrum 
synergistically 
streno:thenecl . . . 


I 


a new  certainty 


in  antibiotic  therapy, 
particularly  for 
the  90%  of  patients 
treated  at  home 
and  in  the  office 

Superior  control  of  infectious  dis« 
eases  through  superior  control  of 
the  changing  microbial  population 
is  now  available  in  a new  formu- 
lation of  tetracycline,  outstanding 
broad-spectrum  antibiotic,  with 
oleandomycin,  Pfizer-discovered 
new  antimicrobial  agent  which 
controls  resistant  strains.  The  syn- 
ergistic combination  now  brings  to 
antibiotic  therapy:  (1)  a new  fuller 
antimicrobial  spectrum  which  in- 
cludes even  "resistant"  staphylo- 
cocci; (2)  new  superior  protection 
against  emergence  of  new  resist- 
ant strains;  (3)  new  superior  safety 
ond  toleration.  Vhace-ab. 
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superior  control 
of  infectious  disease  through 
superior  control  of  the 
changing  microbial  population 


A synergistically  strengthened  multi-spectrum  antibiotic 


Sigmamycin  is  a new  antibiotic  formula- 
tion providing : (1 ) the  unsurpassed  brood- 
spectrum  activity  of  tetracycline,  the 
outstanding  brood-spectrum  antibiotic 
discovered  and  identified  by  Pfizer;  (2)  the 
action  of  oleandomycin,  the  new  antimi- 
crobial agent  which  combats  those  strains, 
particularly  among  staphylococci,  now  re- 
sistant to  tetracycline  and  other  antibiotics. 

Sigmamycin  embodies  a new  concept  in 
the  use  of  antibiotics,  for  with  this  new 
synergistically  active  preparation,  the 
development  of  refractory  pathogens  and 
their  emergence  as  important  sources  of 
superinfection  are  more  fully  controlled. 


New  superior  safety  and  toleration— 

Sigmamycin  brings  to  antibiotic  therapy 
new  superior  safety,  new  unexcelled  tol- 
eration because:  (1)  tetracycline,  an  out- 
standingly well-tolerated  antibiotic,  is 
formulated  with  oleandomycin,  also 
known  to  be  remarkably  free  of  adverse 
reactions;  (2)  the  synergism  between 
oleandomycin  and  tetracycline  enhances 
antimicrobial  potency. 

Dosage:  1 to  2 capsules  q.i.d. 

Supplied:  Capsules,  250  mg.  (oleandomy- 
cin 83  mg.,  tetracycline  167  mg.)  Bottles 
of  16  and  100. 

•trademark 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


illk 

■III 

nil 


your  heart 
failure  patients 
should  be  guarded 
against  detrimental 
seesaw  diuresis 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Limiting  dosage  to  once  daily  to  avoid  refractoriness,  or  omitting  alternate  days  to 
circumvent  gastrointestinal  irritation— necessary  with  some  diuretics— results  in  a 
seesaw  of  diuresis  with  fluid  reaccumulation  and  recurrent  strain  on  the  already 
failing  heart. 

With  the  organomercurials,  dosage  is  individualized  and  administered  as  needed, 
to  produce  sustained,  dependable  diuresis. 

TABLET 

NEOHYDRIN^ 

BRAND  OF  CHLORM  ERODR I N (la.a  mg.  or  3-CHLOROMERCURi-a-MCTHoxY-PROPYLUREA 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKES  I DE 


025S6 
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24-hour  control 


for  the  majority  of  diabetics 


GLOBIN INSUUN 

B.W.  & cor 


a clear  solution 


easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 
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l^john 


Rheumatoid  arthritis, 
rheumatic  fever, 
iutractahle  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 

The  Upjohn  Company,  Kalamazoo,  Michigan 


when  dandruff  stands  out  as  a sig 

prescribe  SEBIZON 

Lotion 


for  an  extra  therapeutic  dividend 


a method  of  choice  for  rapid  control  of 

seborrhea  of  the  scalp  and  seborrheic  der- 
matitis in  children  as  well  as  adults. ..no 
complicated  shampoo  or  timing  proce- 
dures: patient  rubs  in  Sebizon  any  time 
of  the  day,  washes  out  when  convenient 
♦ ..acts  as  hair  dressing:  no  odor,  no  oily 
or  greasy  residue,  no  tinting  of  hair. 

especially  useful  when  dandruff  escapes 
control  again 


antiseborrheic  and  anti-infective 

Se  bizon  is  a cream-type  vanishing  lotion 
containing  10%  sulfacetamide  sodium. 


available  on  prescription  only  in  3 oz.  plastic  squeeze 
tube. 


SZ-J-4tOS 


Sebizon, S antiseborrheic  preporotion. 
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fastest  and  shortest- acting  oral  barbiturate 


622011 


The  secret  of  sleep  in  a capsule 


When  simple  insomnia  is  the  presenting  complaint,  a bedtime  dose  of  'Seconal 
Sodium’  is  often  indicated.  Its  effect  is  prompt — within  fifteen  to  thirty 
minutes;  relaxation  and  sleep  follow  quickly.  Your  patient  awakens  refreshed 
and  well  rested. 


Available  in  12,  3/4,  and  1 1/2-grain  pulvules  at  pharmacies  everywhere. 
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APLASIA  OF  RIGHT  LIVER  LOBE 
WITH  CHOLELITHIASIS 

Edward  M.  Bohan,  M.D.* 

The  patient,  a 61  year  old  white  man,  was 
admitted  to  St.  Francis  Hospital  on  October 
26,  1955,  with  the  diagnosis  of  diabetes  mel- 
litus.  He  had  two  fulgurations  for  bladder 
cancer  in  1950  and  1954.  A transurethral 
resection  was  performed  in  1954.  Physical 
examination  then  revealed  an  enlargement 
of  the  left  liver  lobe,  but  no  further  atten- 
tion was  paid  to  it  at  that  time.  Positive 
serology  was  noticed  in  1950  at  the  time  of 
his  admission  for  the  papillary  carcinoma 
of  the  bladder. 

The  diabetes  was  not  a great  problem  to 
treat.  He  did  not  need  insulin.  In  addition 
to  the  diagnosis  of  diabetes  mellitus  on  the 
October  26th  admission,  he  had  an  acute 
and  constant  pain  in  the  right  chest  posteri- 
orly. There  was  tenderness  in  the  upper 
right  epigastrium,  and  the  initial  impression 
was  a pneumonitis  of  the  right  base  with 
pleurisy.  The  main  reason  for  this  pre- 
sumptive diagnosis  was  the  chest  x-ray  find- 
ing: “There  is  evidence  of  a localized  patch 
of  density  in  the  right  lower  lobe  which 
gives  an  appearance  suggesting  a localized 
patch  of  atelectasis,  although  this  may  rep- 
resent an  area  of  pneumonitis.  The  changes 
over  the  base  are  consistent  with  a slight 
pleural  effusion  or  localized  pleural  thicken- 
ing”. (Peter  J.  Olivere,  M.D.,  Radiologist) 

Therefore,  the  original  impression  of 
cholecystitis  was  somewhat  shaken.  Icterus 
index  was  11  units,  and  cephalin  floccula- 
tion was  3-f  after  48  hours.  Flat  plate  of 
the  abdomen  revealed  no  pathology.  Cho- 

* Chief  of  Medicine  and  Metabolism,  St.  Francis  Hospital. 

This  report  is  about  a diabetic  patient  who  developed  pain 
in  the  chest  and  upper  right  side  of  the  abdomen.  Symptoms, 
signs,  laboratory  and  x-ray  findings  were  at  first  confusing. 
Diagnosis  was  partially  made  before  operation,  but  an  un- 
suspected absence  of  the  right  lobe  of  the  liver  forced  the 
surgeon  to  do  a cholecystolithectomy  in  the  chest.  It  was 
impossible  to  remove  the  gall  bladder.  Review  of  the  litera- 
ture (1939-1956)  revealed  no  similar  case.  Due  to  the  agenesis 
of  the  right  lobe  of  the  liver,  this  patient’s  symptoms  and 
signs  were  very  unusual.  A problem  in  differential  diagnosis 
was  presented  which  would  be  rarely  encountered  in  the 
practice  of  medicine.  It  was  not  until  the  jaundice  mani- 
fested itself  that  we  were  sure  of  our  preoperative  diagnosis. 


lecsystogram  showed  a poorly  or  non- 
functioning gall  bladder:  no  evidence  of  any 
radiopaque  calculi. 

Another  x-ray  examination  of  the  chest 
was  made  on  11/2/55.  A clearing  of  the 
changes  at  the  right  base  was  not  reported. 
Electrocardiogram  was  normal.  Kahn  test 
was  2 + . 

A gastrointestinal  x-ray  study  showed 
nothing  of  note  except  pylorospasm  and 
perhaps  reflex  disturbance  in  motility  of  the 
upper  gastro-intestinal  tract.  The  colon 
also  appeared  within  normal  limits  on 
barium  enema  x-ray. 

Intravenous  urogram  showed  good  func- 
tion in  both  kidneys  with  a mild  degree  of 
ptosis  of  the  left  kidney  in  the  erect  posi- 
tion. There  was  no  evidence  of  calculi.  This 
film  was  taken  because  of  the  patient’s  past 
bladder  history,  and  the  possibility  of  a 
hydronephrosis  on  the  right  side. 

Diagnosis  Finally  Made 

On  December  27,  1955,  this  patient  was 
readmitted  to  St.  Francis  Hospital  with  the 
diagnosis  of  cholecystitis  with  jaundice  and 
diabetes  mellitus.  He  had  abdominal  pain, 
nausea,  and  vomiting.  He  was  subject  to 
belching  after  ingestion  of  food.  He  had 
one  white  stool,  and  his  urine  had  been  very 
yellow.  His  blood  sugar,  two  hours  post- 
prandial, was  192  mgm.  100  cc.  of  blood. 
CO2  was  47  volumes  %,  and  prothrombin 
time  was  100%.  A direct  van  den  Bergh 
test  was  0.9  mgm.,  indirect  van  den  Bergh 
3.5  mgm.  Total  bilirubin  amounted  to  4.4 
mgm.,  and  icterus  index  was  40  units. 
Serum  amylase  amounted  to  80  units  and 
alkaline  phosphotase,  13.1  Bodansky  units. 

A complete  examination  of  cerebrospinal 
fluid  was  made.  The  colloidal  gold  reading 
was  1-1-1-1-2-1-0-0-0-0.  Protein  was  42 
mgm.,  chloride,  700  mgm.,  and  the  Wasser- 
mann  was  weakly  positive.  Culture  of  the 
spinal  fluid  was  made  after  24  hours.  Urine 
urobilinogen  was  positive  in  dilution  1:40. 
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Urine  bilirubin  was  negative,  and  urine  uro- 
bilinogen total  for  24  hours  was  2.9  mgm. 
Urobilinogen  in  the  feces  was  slightly  posi- 
tive. 

The  diabetic  state  was  now  somewhat  dis- 
turbed. The  blood  sugar  ran  up  into  the 
300  mgm.  level.  There  was  no  disturbance 
of  CO2  at  this  time. 

A chest  consultant  felt  there  was  no  chest 
disease,  despite  the  original  x-ray  findings. 

A neurologic  consultation  was  reported 
as  follows;  “No  evidence  of  any  intraspinal 
lesion  can  be  found  as  a cause  of  this  pa- 
tient’s pain”. 

Since  the  consensus  of  opinion  was 
chronic  cholecystitis,  probably  with  stones, 
decision  was  made  to  operate.  The  follow- 
ing is  the  operative  report: 

Findings:  The  gall  bladder  was  rep- 
resented by  a firm,  thick,  fibrous,  shrunken 
sac  containing  a solitary  stone  about  the  size 
of  a pullet’s  egg.  The  stone  filled  the  entire 
lumen  of  the  gall  bladder,  and  apparently 
was  the  cause  of  obstruction  which  pre- 
vented the  gall  bladder  dye  from  entering 
the  viscus  at  the  time  of  cholecystography. 

There  was  apparently  a congenital  ab- 
sence of  the  right  lobe  of  the  liver.  The  left 
lobe  of  the  liver  was  somewhat  larger  than 
average  normal  size,  and  extended  across  the 
epigastrium,  having  a somewhat  rounded 
edge  and  a nutmeg  appearance,  suggesting 
some  chronic  congestion.  Due  to  the  ab- 
sence of  the  right  lobe  of  the  liver  and  the 
very  high  position  of  the  gall  bladder,  diffi- 
culty was  encountered  in  exploring  this 
area.  Due  to  the  congenital  anomalous 
conditions,  it  was  not  possible  to  state  with 
certainty  whether  the  common  duct  was 
patent  or  not,  and  no  attempt  was  made  to 
explore  the  duct  because  of  its  inaccessi- 
bility at  a very  high  level.  It  was  hoped 
that  drainage  of  the  gall  bladder  by 
cholecystostomy  tube  would  afford  relief  of 
the  biliary  tract  infection. 

Procedure:  A transverse  incision  was 
made  at  the  level  of  the  9th  costal  cartilage 
across  the  upper  right  abdomen.  Abdominal 
layers  were  opened  transversely;  vessels 
were  clamped  and  tied  with  #35  steel. 
Upon  opening  the  abdomen,  the  congenital 
absence  of  the  right  lobe  of  the  liver  was 
first  discovered,  and  the  gall  bladder  was 


found  to  be  located  beneath  the  dome  of 
the  diaphragm  at  the  level  of  the  8th  rib. 

Incision  was  then  enlarged  upward  and 
laterally,  extending  between  the  10th  and 
11th  ribs,  and  a rib-spreader  retractor 
placed  to  afford  exposure  of  the  gall  bladder 
area.  Dense  fibrous  adhesions  were  sep- 
arated by  division  between  clamps  and  then 
ligated  with  #32  steel. 

The  gall  bladder  was  opened,  and  a large 
soft  stone  removed  with  stone  forceps.  The 
gall  bladder  was  mopped  out  with  gauze, 
and  a #20  mushroomcatheter  placed  in  it 
and  held  in  place  with  a pursestring  suture 
to  close  the  fundus  around  the  tube.  Gel- 
foam  was  placed  in  the  region  of  the  gall 
bladder  to  control  oozing  from  the  liver  sur- 
face, and  a large  soft  rubber  tube  drain 
placed  beneath  the  diaphragm  on  the  right 
side,  near  the  gall  bladder.  Both  the  cho- 
lecystostomy tube  and  the  other  rubber 
tube  drain  were  brought  out  by  the  lateral 
angle  of  the  incision  between  the  10th  and 
11th  ribs,  and  anchored  to  the  skin  with  a 
suture  of  #32  steel.  The  ribs  and  abdom- 
inal wall  were  closed  in  layers  around  the 
two  drains  with  #32  and  #35  steel;  dry 
dressings  applied.* 

The  patient’s  post-operative  course  was 
quite  rough,  but  not  from  a diabetic  stand- 
point. He  was  kept  on  ginger  ale,  orange 
juice,  clear  broth,  and  black  coffee,  and 
given  two  intravenouses  daily  of  distilled 
water  with  10%  Travert,  plus  20  units  of 
plain  insulin.  He  became  somewhat  psy- 
chotic and  mentally  removed  from  his  en- 
vironment. However,  on  January  9th,  he 
was  placed  on  a semi-soft  diabetic  diet,  and 
Novogran  was  added  to  the  intravenous 
therapy.  His  post -operative  course  from 
January  18th  was  much  better.  He  slowly 
recovered  mentally,  and  he  was  able  to  get 
into  a wheel  chair  on  this  date.  No  evidence 
of  an  electrolytic  disturbance  was  found  on 
repeated  examination. 

Review  of  the  Literature 

Complete  absence  of  the  left  lobe  of  the 
liver  is  extremely  rare.  Reddy’  reports  a 
case  found  at  autopsy  with  arrest  in  the  for- 
mation and  development  of  the  left  em- 
bryonic bud  of  the  liver  as  early  as  the  3 
mm.  stage. 

* Surgery  performed  by  Dr.  Daniel  J.  Preston.  Chief  of 
Surgery.  St.  Francis  Hospital. 
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Cullen-  reports  that  it  is  unusual  to  find 
the  right  lobe  reduced  in  dimensions  and 
volume.  With  absence  of  the  diaphragm, 
the  right  lobe  may  be  transposed  to  the  left 
side  or  the  right  lobe  may  be  in  the  thorax. 
No  case  similar  to  this  can  be  found  in  the 
medical  literature  (1939-1956). 

SUMMARY 

Looking  at  this  case  in  retrospect  makes 
the  diagnosis  very  easy.  Let  us  consider  the 
impression  of  December  28,  1955.  In  a note 
made  to  the  surgeon.  Dr.  Daniel  Preston,  I 
stated  “This  61  year  old  diabetic  of  ten 
years  has  had  severe  pain  in  the  lower  right 
chest  and  upper  abdominal  region  for  about 
two  months.  This  is  his  fourth  admission 
to  this  hospital.  On  each  admission,  he  re- 
covers from  this  pain,  but  it  recurs  a week 
later  after  discharge,  and  becomes  increas- 
ingly severe.  At  no  time  has  there  been  a 
history  of  cold  or  cough. 

“My  first  impression  was  gall  bladder 
pathology,  but  when  the  x-ray  of  the  chest 
was  reported,  the  diagnosis  seemed  more 
likely  to  be  virus  pneumonia  with  pleurisy. 
However,  the  persistent  recurrence  of  the 
symptoms  suggested  that  we  were  dealing 
with  an  odd  condition. 

“We  would  like  to  rule  out  any  abdom- 
inal pathology.  Of  course,  diabetic  neuro- 
pathy is  also  a possibility,  but  the  symp- 
toms seem  too  severe  for  this.  In  addition 
to  the  possibility  of  gall  bladder  disease,  the 
possibility  of  liver  pathology  has  been  enter- 
tained, or  diaphragmatic  hernia.  No  jaun- 
dice was  present  on  previous  admissions, 
but  jaundice  is  now  appearing. 

“By  a process  of  elimination,  the  chest 
was  ruled  out  as  a cause  of  the  patient’s 
pain.” 

The  positive  serology  made  the  case  still 
more  confusing,  and  even  the  possibility  of 
girdle  pains  was  thought  of.  By  means  of 
the  liver  profile,  the  next  note  was  made  by 
the  author  on  January  1,  1956: 

“The  elevation  of  the  blood  cholesterol 
and  alkaline  phosphatase  points  strongly  to 
obstructive  jaundice.  Patients  with  bile 
duct  obstruction  due  to  carcinoma  have 
higher  total  cholesterol  values  usually  than 
when  the  obstruction  is  due  to  calculus. 
The  pain  is  also  suggestive  of  stones.  We 
have  been  giving  this  patient  a complete 


course  of  penicillin,  so  that  the  positive 
serology  might  be  taken  care  of.” 

On  January  4,  a new  note  was  made  as 
follows:  “Urobilinogen  is  not  increased  in 
urine.  This  further  points  to  obstructive 
extra-hepatic  jaundice.  I believe  we  can 
now  go  ahead  for  surgery.” 

We  could  never  ascertain  why  the  patient 
became  temporarily  mentally  deranged.  His 
post-operative  blood  urea  was  slightly  ele- 
vated, and  the  icterus  index  was  still  30 
units.  Undoubtedly,  he  had  some  liver  de- 
compensation. 

Since  the  history  of  a positive  serology 
went  back  many  years,  it  is  believed  that 
this  disease  was  in  a quiescent  stage.  How- 
ever, this  is  pure  speculation. 

The  patient  made  a slow  but  spectacular 
recovery  at  home,  and  by  the  first  of  July 
was  ready  to  return  to  work.  The  liver  is 
still  enlarged  on  the  left  side.  This  may 
have  always  been  the  case,  perhaps  since 
birth. 
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THE  PRESENT  STATUS  OF  THE  TREATMENT 
OF  RHEUMATIC  DISEASES* 

Philip  R.  Trommer,  M.D.** 

In  this  presentation  the  rheumatic  and 
para-rheumatic  disease  other  than  rheu- 
matic fever  will  be  discussed.  Included  in 
this  group  are  the  so-called  collagen  dis- 
eases, gout,  bursitis,  degenerative  (osteo- 
arthritis), sub-luxation  of  the  joints  and  the 
shoulder-hand  syndrome. 

The  so-called  collagen  diseases  derive 
their  terminology  from  the  work  first  done 
by  Klinge  and  then  called  such  by  Klem- 
perer and  Baehr.  The  authors  today  prob- 
ably feel  that  the  term  is  not  sufficiently 
inclusive  since  collagen  is  but  one  part  of 
the  system,  and  the  label  of  mesenchymal 
tissue  disease  (embryologic)  or  connective 
tissue  disease  is  more  appropriate.  The  dis- 
eases included  in  this  entity  are  rheumatic 
fever,  rheumatoid  arthritis,  lupus  erythe- 
matosus, dermatomyositis,  scleroderma  and 

* Presented  at  Scientific  Meeting,  St.  Francis  Hospital, 
March  27,  1956. 

Assistant  Clinical  Profes.sor  of  Medicine,  Woman’s  Medical 
College  of  Pennsylvania;  Associate  in  Medicine,  Albert 
Einstein  Medical  Center,  Southern  Division,  Philadelphia. 
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polyarteritis  nodosa.  Although  these  dis- 
ease may  have  arthritis  as  a common  pre- 
senting symptom,  the  disease  entity  may 
not  show  its  true  nature  for  as  long  as 
three  months  to  years.  Therefore  the  term 
undifferentiated  mesenchymal-connective- 
tissue-collagen  tissue  disease  has  been  intro- 
duced. This  term  implies  a widespread  sys- 
temic involvement  of  the  connective  tissue 
not  only  in  the  joints  but  also  in  the  skin, 
muscle  and  visceral  organs  of  the  heart,  lung, 
spleen  and  intestinal  tract  and  even  the 
eyes.  A similar  clinical  picture  may  often 
be  the  presenting  symptom  complex  in  a 
malignant  process. 

RHEUMATOID  ARTHRITIS;  This  dis- 
ease is  included  in  the  “collagen  tissue  dis- 
eases” and  involves  connective  tissue  other 
than  just  those  in  the  joints.  As  such,  when 
the  spleen  is  involved  with  the  presence  of 
a neutropenia  it  is  called  Felty’s  Syndrome. 
The  unfavorable  process  may  also  involve 
the  eyes  in  the  form  of  iritis.  In  fact,  the 
latter  may  be  the  presenting  pathology.  In- 
volvement of  the  eyes  resembling  a malig- 
nant tumor  has  been  reported  in  which  enu- 
cleation was  had  because  the  true  pathology 
was  not  recognized. 

For  an  earlier  and  more  specific  diagnosis, 
the  sensitized  .sheep  red  cell  test  is  being 
evaluated. 

The  principles  of  treatment  are  bed  rest, 
preferably  in  a hospital,  with  graded  and 
graduated  physio-therapy  aimed  towards 
the  eventual  rehabilitation  of  the  patient 
and  the  prevention  of  deformities.  This  re- 
quires the  close  cooperation  of  the  services 
of  the  medical,  orthopedic  and  physical 
medicine  branches  of  medicine.  Transfu- 
sions of  250cc  of  whole  blood,  plasma  or  48 
hour  post-partum  plasma  twice  a week  is 
most  helpful  in  correcting  the  anemia,  sup- 
plying protein  and  “antibodies”. 

SALICYLATES  in  the  form  of  acetyl- 
salicylic  acid  or  its  equivalent  in  doses 
graduated  up  to  6-9  grams  per  day  is  in- 
cated  as  the  drug  of  choice.  This  should  be 
exploited  for  3-6  weeks  to  determine  its 
efficacy.  A recent  survey  by  the  British 
Empire  Council  of  Rheumatic  Diseases  has 
shown  that  aspirin  and  steroids  appear  to 
be  equally  effective  in  at  least  50%  of  the 
cases  and  to  give  the  same  results  after  two 


years.  The  second  drug  of  choice  added  to 
salicylates  and  which  will  produce  a re- 
mission of  50-80%  of  cases  is  a gold  salt. 

The  preparations  used  are  gold  sodium 
thiosulphate  (Searle),  Solganol  B (Auro- 
Thio-Glucose)  ( Sobering ),  Myochrysine 
(Auro-Thio  Malate)  (Merck)  and  Lauron 
(Auro-Thio-Glycoanilide)  (Endo).  Today 
all  are  administered  intramuscularly.  Vari- 
ous dosage  schedules  have  been  advised. 
The  author  has  been  following  and  advises 
a dosage  of  only  10  mg.  per  week.  With 
such  a small  dosage,  the  adverse  effects  of 
the  liver,  kidney,  skin  and  hematopoietic 
system,  except  for  sensitivity,  are  avoided. 
Red,  white  and  platelet  counts,  together 
with  a microscopic  urinalysis,  are  done 
weekly  for  four  weeks;  biweekly  for  four 
weeks,  and  thereafter  once  a month  as  long 
as  the  patient  is  being  given  a gold  salt, 
British  anti-lewisite  (BAL)  is  the  antidote 
for  gold  toxicity. 

Physio-therapy  in  the  form  of  hydro- 
therapy, Kenny  or  hydro  collator  hot  packs, 
removable  splints,  graded  and  graduated 
exercises  are  carried  out  daily  until  the  pa- 
tient is  ambulatory  and  thereafter  as  needed 
until  fully  rehabilitated. 

Proper  hygiene,  diet  and  vitamins  are  in- 
cluded in  this  program. 

The  last  group  of  drugs  one  thinks  of 
using  are  those  of  the  steroid  group.  These 
drugs  include  ACTH,  Cortisone,  Hydro- 
cortisone, Prednisolone  and  Prednisone  and 
another  with  a similar  action — Phenylbuta- 
zone. The  steroids  have  the  superior  ad- 
vantage of  quick  action-relief  of  pain,  sub- 
sidence of  inflammation,  early  ambulation, 
reduction  of  the  sedimentation  rate,  but  the 
disadvantage  of  the  prompt  recurrence  of 
symptoms  after  cessation  of  use.  The  side 
effects  of  these  drugs  must  be  considered, 
since  they  produce  a retention  of  sodium,  a 
loss  of  potassium  and  calcium,  and  an  in- 
crease in  the  blood  volume  with  a rise  in 
the  blood  pressure,  hyperglycemia  and 
thrombophlebitis.  Exclusive  of  ACTH  and 
Phenylbutazone,  these  drugs  place  the  pa- 
tient in  the  dangerous  position  of  a hypo- 
adrenal  status  akin  to  an  Addisonian  Crisis 
with  the  patient  most  vulnerable  to  severe 
shock  states  on  the  slightest  provocation  of 
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stress  in  the  form  of  infection  (which  they 
help  to  spread)  and  injury. 

Since  ACTH  has  to  be  given  intramuscu- 
larly its  disadvantage  is  obvious.  The  oral 
dosage  of  the  steroids  varies  with  Cortisone 
up  to  35-50  mg.  per  day,  Hydrocortisone, 
15-25  mg.  per  day.  Prednisolone  and  Pred- 
nisone 2.5  to  15  mg.  per  day  and  Phenyl- 
Butazone  100-300  mg.  per  day.  The  steroids 
are  contraindicated  in  infectious  states  (un- 
less covered  by  a proper  antibiotic),  ulcer 
cases,  diabetes  (requires  extra  insulin)  and 
in  hypertension  and  cardiac  decompensa- 
tion (may  be  used  with  mercurials). 

Intra-articular  hydrocortisone  acetate 
daily  or  weekly  or  the  tertiary  butyl  ace- 
tate in  dosage  of  5-50  mg.  (dependent  upon 
the  size  of  the  joint)  may  be  added  to  the 
salicylate-gold  salt  regime.  This  has  the 
distinct  advantage  of  being  locally  effective 
in  reducing  pain,  inflammation,  joint  swell- 
ing and  aiding  rehabilitation  without  the 
disadvantages  incident  to  the  systemic  use 
of  the  steroids. 

In  certain  cases  codeine  may  have  to  be 
used  since  pain  is  one  of  the  most  disabling 
features  of  the  diseases. 

RHEUMATOID  SPONDYLITIS:  The 
central  form  of  rheumatoid  arthritis  is 
thought  to  be  a different  disease  from  peri- 
pheral rheumatoid  arthritis  because  of  its 
incidence  (9  males  to  1 female),  non- 
response to  gold  salts,  muscular  pain  relief 
by  x-ray  therapy  and  the  negative  reaction 
of  the  sensitized  sheep  red  cell  test.  The 
most  efficacious  form  of  therapy  previously 
utilized  was  x-ray  and  physio-therapy.  The 
preferred  choice  will  most  likely  be  that  of 
the  use  of  steroids  and  physical  therapy. 
Reports  from  abroad  have  shown  an  in- 
creasing evidence  of  leukemia  late  in  life 
attributed  to  the  x-ray  therapy.  This  also 
leads  to  a reduction  in  the  patient’s  x-ray 
tolerance  “bank”.  In  children  this  disease 
appears  to  run  a self-limited  course  from  six 
months  to  three  years  so  that  steroids  and 
not  x-ray  are  best  indicated,  along  with  the 
time-honored  physiotherapy  procedures. 

GOUT:  is  still  considered  to  be  a disease 
of  altered  metabolism.  Recent  radioactive 
studies  have  isolated  the  source  of  each  of 
the  carbon  and  nitrogen  atoms  in  the  mole- 
cule. As  such,  uric  acid  is  now  known  to 


be  formed  from  carbon  dioxide,  formate, 
lactate,  glycerine,  serine  and  threonine. 
Also  the  so-called  miscible  pool  of  uric  acid 
is  present  in  the  body  and  totals  from  700- 
1300  mg.  with  a daily  turnover  rate  of  50- 
75%  in  the  normal  individual  and  a re- 
duced rate  in  the  patient  with  a gouty 
diathesis. 

The  rule  of  thumb  is  to  consider  that 
every  attack  of  ACUTE  MONOARTICU- 
LAR ARTHRITIS  IS  GOUT  UNTIL 
PROVEN  OTHERWISE.  As  such,  every 
case  of  a monoarticular  arthritis  following 
surgery  or  injections  is  also  gout  until 
proven  not  to  be  so.  If  this  rule  of  thumb  is 
followed  a “heroic  and  erudite”  diagnosis 
will  be  made  and  relief  quickly  provided  to 
a patient  who  will  be  most  grateful. 

TREATMENT  OF  ACUTE  GOUT:  The 
time-honored  therapeutic  test  and  treat- 
ment of  the  acute  attack  is  the  proper  use 
of  colchicine  alkaloid  .65  mg.  (gr  1 100) 
every  hour  on  the  hour  for  10-15  doses  or 
even  less  when  relief  is  obtained.  Nausea, 
vomiting  and  diarrhea  ensue.  Thereafter, 
4 cc.  of  paregoric  is  given  for  each  bowel 
movement.  For  some  unknown  reason  tox- 
icity and  therapeutic  efficacy  are  closely 
allied.  No  other  form  of  acute  arthritis  re- 
sponds to  colchicine  therapy.  When  the 
number  of  doses  are  known  to  produce  re- 
lief the  subsequent  attacks  can  be  treated 
with  a reduction  of  one  or  two  doses  and 
toxicity  may  thereby  be  reduced.  Relief 
may  be  expected  in  24-72  hours.  Recently 
a new  form  of  colchicine  that  of  des-acetyl 
methyl  colchicine  ( 1 mg. ) given  orally  from 
1-4  doses  every  5-8  hours  has  been  reported 
to  be  efficacious  without  causing  nausea, 
vomiting  or  diarrhea. 

Intravenous  colchicine  administered  in  a 
single  dose  of  .25  to  3 mg.  in  normal  saline 
has  been  reported  to  be  safe,  rapid  and 
effective  without  producing  gastro  intestinal 
toxicity. 

PHENYLBUTAZONE  (BUTAZOL- 
DIN)  (R)  will  most  likely  replace  colchi- 
cine as  a therapeutic  test  since  it  does  not 
produce  the  toxic  side  effects  and  is  a quick 
saturating  one  of  4 tablets  of  100  mg.  each 
and  followed  by  a 100  mg.  tablet  every  three 
hours  until  relief  is  had.  Since  this  is  a 
short  term  form  of  therapy,  the  feared 
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hematopoietic  blood  complications  are  not 
so  great.  ACTH  40-80  units  (either  plain 
or  in  the  gel  form)  will  give  relief  in  as 
quickly  as  two  hours.  However  it  is  fol- 
lowed by  a rebound  phenomena  and  must 
be  supplemented  with  at  least  3-4  doses  of 
colchicine  per  day  for  three  to  four  days. 

Local  relief  may  also  be  obtained  by  the 
immobilization  of  the  involved  joint  and  the 
application  of  COLD  and  not  heat  as  is  so 
often  done.  Ice  compresses  will  often  ob- 
viate the  use  of  a narcotic  for  relief  of  pain. 
The  generally  recognized  diet  is  to  restrict 
food  to  cottage  cheese,  skimmed  milk  (fats 
cause  a retention  of  uric  acid),  carbohy- 
drates and  plenty  of  fluids. 

(2)  RECURRENT  - CHRONIC  - IN- 
TERVAL GOUT  is  treated  by  the  dietary 
restriction  of  nucleoporteins,  deprivation  of 
any  food  that  the  patient  may  be  “allegric” 
to  or  is  known  to  cause  an  exacerbation, 
and  the  free  use  of  fluids  to  prevent  uric 
acid  kidney  stones.  The  hyperuricemia  may 
be  reduced  by  a restricted  nucleoprotein 
diet,  salicylates  up  to  6 grams  per  day  or 
Probenecid  (Benemid  (R)  ) from  .5  grams 
to  1.5  grams  per  day.  The  efficacious  action 
of  Probenecid  on  the  urinary  tubules  in 
preventing  the  reabsorption  of  uric  acid  is 
impaired  by  salicylates.  Recurrent  attacks 
can  also  be  prevented  by  using  colchicine 
.65  grams  three  times  a day. 

(3)  CHRONIC  GOUTY  ARTHRITIS 
and  uric  acid  kidney  stones  are  best  treated 
by  the  free  use  of  fluids  and  Probenecid  .5 
grams  per  day.  Any  higher  dosage  of  Pro- 
benecid may  mobilize  too  much  uric  acid 
and  cause  an  attack  of  gouty  arthritis  or 
kidney  stones.  It  is  best  to  “peel  off”  a bit 
or  layer  of  uric  acid  slowly,  over  a six 
months  to  one  year  period,  than  to  have  a 
quick  mobilization.  Acute  attacks  and  kid- 
ney stone  complications  are  thus  prevented. 
Every  patient  with  kidney  stones  requires  a 
chemical  analysis  of  the  stones  and  if  they 
are  of  uric  acid  composition,  gout  should 
immediately  be  suspected  and  treated  ac- 
coringly.  Surgery  may  be  necessary  for  the 
removal  of  large  annoying  deposits  of  tophi. 

A patient  with  gout  should  always  carry 
colchicine  or  Phenylbutazone  with  him  just 
as  he  does  his  keys.  At  the  first  sign — 


“twinge  or  twist”  of  joint  involvement  he 
should  proceed  just  as  in  the  treatment  of 
an  acute  attack  and  use  the  drugs  to 
“abort”  a full-blown  seizure.  With  relief, 
therapy  can  be  stopped  without  having  to 
go  through  the  full  schedule. 

All  cases  of  cholelithiasis  and  nephrolith- 
iasis should  have  the  stones  analyzed  for 
uric  acid  composition,  hyperuricemia  and 
gout. 

BURSITIS,  PERI-ARTHRITIS 
(SHOULDER-CUFF)  TENDONITIS  & 
TENDO-VAGINITIS:  Not  all  cases  of  so- 
called  bursitis  are  really  so.  Very  often  the 
involvement  is  not  in  the  bursae,  but  may 
be  a tendonitis,  or  a vagino-tendonitis  and 
still  present  the  clinical  picture  of  a frozen 
shoulder.  Calcification  does  not  always  oc- 
cur. The  newly  recognized  treatment  of 
efficacy  today  is  to  treat  the  condition  as  a 
localized  sterile  abscess  with  the  application 
of  cold  and  rest  for  48-72  hours  and  heat 
and  mobilization  thereafter.  Daily  local 
hydrocortisone  acetate  25-50  mg.  injected 
along  with  Procaine  in  the  manner  of  an 
inverted  cone  in  the  area  of  localization 
(not  necessarily  in  the  bursae)  will  often 
result  in  relief  of  pain,  (irritative  exacerba- 
tion may  occur)  increase  in  motion  range, 
absorption  of  the  calcific  deposit  and  avoid- 
ance of  the  frozen  shoulder.  My-B-Den 
(Bischoff)  has  been  reported  to  be  helpful. 
The  other  steroids  and  phenylbutazone  are 
also  used,  along  with  codeine  and  salicylates 
for  relief  of  pain  and  restoration  of  func- 
tion. X-ray  therapy  has  been  advocated  by 
the  roentgenologists,  whereas  many  medical 
men  are  not  convinced  of  its  efficacy.  How- 
ever, in  a severe  case  the  patient  deserves 
to  be  given  all  known  “forms  of  therapy” 
(have  the  book  thrown  at  him).  It  is  not 
very  well  recognized  that  a “frozen  shoul- 
der” can  occur  with  or  without  calcification 
and  that  the  residual  muscle  spasm  requires 
vigorous  and  intensified  physiotherapy  for 
as  long  as  necessary  to  produce  a normally 
functioning  shoulder.  Surgery  for  the  re- 
moval of  the  calcific  deposit  and  mobiliza- 
tion of  the  shoulder  cuff  may  be  necessary 
in  a small  percentage  of  cases. 
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REFLEX  SYMPATHETIC  DYSTRO- 
PHY OR  THE  SHOULDER  HAND  SYN- 
DROME: The  latter  name  was  given  to  a 
group  of  cases  by  Dr.  Steinbrocker  with  in- 
volvement of  the  hand  and  shoulder  re- 
sembling unilateral  arthritis  and  a frozen 
shoulder  with  eventual  disability  in  many 
cases.  In  many  cases  it  follows  myo- 
cardial infarction  and  visceral  involve- 
ment of  the  chest.  The  syndrome  has  also 
often  been  confused  with  a recent  coronary 
occlusion  and  myocardial  infarction.  It  may 
be  present  without  any  known  etiology. 
Treatment  is  directed  to  the  underlying 
etiology  and  followed  by  that  advocated  for 
bursitis,  plus  sympathetic  nerve  block  and 
sympathectomy.  This  condition  is  often 
most  painfully  disabling  mechanically  and 
may  even  resemble  causalgia. 

SUB-LUXATION  of  the  CERVICAL 
and  SACRO-ILIAC  JOINTS:  Following  a 
“whiplash”  effect  most  commonly  produced 
by  even  the  slightest  rear-end  auto  collision 
the  neck  is  snapped  back  and  forth.  This 
often  results  years  later  in  a degenerated 
cervical  disc  or  even  subluxation.  The  lat- 
ter, when  it  also  involves  the  sacro-iliac 
joints  can  be  relieved  by  a qualified,  erudite 
practitioner  who  understands  the  principles 
and  limitations  of  manipulative  therapy. 
There  is  a great  deal  of  controversy  by  an- 
atomists and  orthopedists  as  to  whether 
such  a condition  can  occur  or  even  exists. 
The  author  has  seen  and  successfully 
treated  too  many  of  these  cases  by  manip 
ulation  so  that  the  discussion  is  really  ac- 
ademic. There  is  no  need  for  these  patients 
to  be  treated  by  medically  unqualified  cult- 
ists  wherein  a proper  diagnosis  is  most 
necessary.  Neither  is  there  any  need  for  the 
eyes  and  ears  of  the  medical  profession  to 
be  closed  and  covered  to  the  existence  of 
such  a condition.  Needless  to  say  careful 
physical  and  roentgen  examination  is  a pre- 
requisite to  such  a method  of  treatment. 


HEMOLYTIC  REACTIONS  IN  BLOOD 

Mario  Leon,  M.D.* 

Causes  of  hemolysis  in  blood  transfusion 
reactions  are  extravascular  and  intravascu- 
lar. 

* Resident  Physician,  St.  Francis  Hospital. 


Extravascular  Reactions:  These  are 
caused  by  improper  handling  of  the  donor’s 
blood  before  injection.  Freezing  or  overheat- 
ing may  cause  hemolysis.  The  blood  should 
be  kept  between  4°  and  6°  C.  in  a refriger- 
ator. Improper  storage  may  occur  by  keep- 
ing the  blood  at  room  temperature  or  for 
too  long  a period  of  time  at  the  above  speci- 
fied temperature.  The  blood  should  be  im- 
mediately chilled  and  constantly  stored  at 
the  low  temperature  until  used.  With  in- 
creasing storage,  the  erythrocytes  become 
increasingly  fragile  with  a tendency  to  more 
severe  reactions  of  the  hemolytic  type. 
Stored  blood  is  believed  inferior  to  fresh 
blood  for  controlling  hemorrhage  in  jaun- 
diced individuals. 

Intravascular  Causes:  Stored  erythro- 
cytes carrying  the  Rh  factor  may  produce 
reactions  in  individuals  who  have  had  pre- 
vious transfusions.  Multiple  transfusions 
with  Rh  positive  corpuscles  may  produce  an 
agglutinin.  The  first  and  subsequent  of 
women  in  pregnancy  and  the  puerperim 
must  likewise  have  Rh  negative  corpuscles. 

The  majority  of  intravascular  hemolytic 
reactions  are  not  serious,  usually  being 
characterized  by  fever  and  chills  and  pos- 
sibly hemoglobinuria  and  jaundice;  but 
severe  reactions  due  to  gross  incompata- 
bility  of  the  bloods  of  the  donor  and  re- 
cipient are  serious  and  commonly  are  known 
as  hemolytic  shock  reactions.  However, 
they  are  not  necessarily  fatal,  even  when 
large  amounts  of  blood  are  transfused.  The 
symptoms  include  violent  pains  in  the  back, 
chills,  respiratory  embarassment,  circula- 
tory collapse,  hematuria,  hemoglobinuria, 
jaundice,  urticaria,  and  symptoms  due  to 
small  hemorrhages  or  emboli  in  the  brain, 
mesentery,  endocardium  and  the  gastroin- 
testinal mucosa.  The  terminal  stages  of 
those  who  survive  the  immediate  effects  are 
characterized  by  renal  failure.  Probably  1 
to  5 hemolytic  reactions  per  1,000  trans- 
fusions are  caused  by  human  error. 

Undoubtedly,  there  is  far  more  danger  of 
serious  reactions  by  transfusing  corpuscles 
incompatible  with  the  plasma  of  the  recip- 
inet  than  transfusing  plasma  incompatible 
with  the  corpuscles  of  the  recipient.  The 
latter  may  result  in  intravascular  agglutina- 
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tion  and  hemolysis.  It  is  important  to  dif- 
ferentiate severe  reactions  from  non-specific 
causes  from  those  due  to  incompatibility. 
Repetition  of  the  grouping  and  cross-match- 
ing tests  on  the  blood  taken  before  trans- 
fusion and  also  on  fresh  blood  may  deter- 
mine whether  there  has  been  an  error  in 
grouping.  The  blood  taken  from  a patient 
after  transfusion  could  also  be  examined  for 
hemoglobinemia  and  icterus  index;  the 
urine  should  also  be  examined. 

Renal  Insufficiency  Following  Blood 
Transfusion  Reaction:  Many  recipients 
who  develop  hemoglobinemia  continue  to 
secrete  urine  satisfactorily,  and  appear  well 
within  24  hours  after  transfusion.  Tran- 
sient albuminuria  usually  accompanies  the 
hemoglobinuria.  The  volume  of  urine  may 
be  increased  during  the  stage  of  hemo- 
globinuria. 

The  early  symptoms  are  followed  by  pro- 
gressive lassitude,  prostration,  nausea  and 
vomiting.  Frequently  the  patient  becomes 
irrational.  Convulsions  may  occur.  At 
times,  coma  and  death  occur  between  the 
4th  and  15th  day  after  transfusion.  Daily 
urine  volume  is  between  800  ml.  and  0. 

Inexperienced  clinicians  are  wrong  in 
thinking  that  a urinary  output  of  500  ml. 
per  day  excludes  the  possibility  of  renal 
insufficiency.  The  arterial  blood  pressure 
usually  remains  normal,  although  a few 
cases  are  hypertensive.  During  the  period 
of  oliguria  and  anuria,  diuresis  may  occur 
and  recovery  follow.  This  is  accompanied 
by  the  gradual  disappearance  of  the  azo- 
temia. On  each  day  of  the  renal  insuffi- 
ciency, the  blood  urea  and  creatinin  in- 
crease, although  the  greatest  increase  is 
noted  during  the  first  24  hours. 

Treatment  of  the  Primary  Shock: 
The  renal  ischemia  accompanying  the  hy- 
pertension of  the  primary  shock  might  pre- 
dispose to  tubular  damage  from  hemoglobin, 
and  measures  should  be  taken  to  raise  the 
arterial  blood  pressure.  Subcutaneous  in- 
jections of  either  Epinephrine  Hydrochlor- 
ide or  Ephedrine  Sulfate  will  help  maintain 
normal  levels  of  blood  pressure.  Nor-Epine- 
phrine  has  been  a valuable  adjunct  to  this 
group  of  medicines,  and  is  given  intraven- 
ously. 


The  renal  anuria  is  difficult  to  treat,  but 
one  may  proceed  by  discontinuing  the 
transfusion.  Intravenous  fluids  should  be 
used  to  replace  those  lost  by  vomiting  and 
sweating  and  to  correct  any  electrolyte  dis- 
turbance brought  about  by  the  shock.  Pro- 
motion of  circulation  through  the  kidney 
may  be  helped  by  this  fluid  replacement, 
diathermy  and  irradiation  of  the  kidney 
region,  transfusion  of  a compatible  blood, 
and,  in  rare  cases,  decapsulization  of  the 
kidneys.  Spinal  anesthesia  has  been  used 
with  very  uncertain  results.  Some  doctors 
believe  in  alkalinization  of  the  urine.  Peri- 
toneal irrigation  has  been  used. 

One  must  remember  that  circulatory 
overload  accounts  for  more  deaths  than 
hemolysis.  The  best  treatment  is  prophy- 
laxis. 

Prevention  of  Reactions  to  blood: 

1.  Care  in  the  storage  and  handling  of 
donor’s  blood. 

2.  Meticulous  attention  to  labeling  of  flasks 
and  keeping  of  records. 

3.  Competent  compatibility  tests  before 
transfusion. 

4.  Prompt  termination  of  transfusion  when 
symptoms  of  complication  occur. 

5.  Thorough  investigation  of  causes  of 
hemolysis. 

6.  Treatment  of  recipient  in  the  phase  of 
primary  shock. 

7.  Alkalinization  of  the  urine  as  soon  as 
hemolysis  is  suspected. 


ASPECTS  OF  ALCOHOL  INTOXICATION 

Compiled  by 

Frederick  Knecht,  Jr.,  LL.B. 

INTRODUCTION  by  H.  Thomas  McGuire.  M.D..  Director. 
Department  of  Medicine,  St.  Francis  Hospital: 

The  emergence  of  alcoholism  to  its  proper  consideration  as 
a portion  of  a disease  entity  has  reawakened  our  medical  re- 
sponsibility in  this  very  serious  and  challenging  problem. 

Alcoholism's  impact  upon  society  has  necessitated  re- 
assessment of  all  areas  of  responsibility : community,  as  well 
as  medical  and  legal.  The  author  of  the  following  paper  has 
shown  interest,  perceptiveness,  and  thoroughness  in  his  pres- 
entation of  alcoholism  and  law.  We  are  indebted  to  him  for 
this  contribution. 

ALCOHOL  AND  THE  CRIMINAL  LAW* 

It  sometimes  happens  that  a man  who  is 
under  the  influence  of  drink  (or  other 
drugs)  will  commit  crimes  that  he  would 
not  have  thought  of  committing  while  so- 

" Presented  at  Medical  Conference,  St.  Francis  Hospital. 
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ber.  This  is  not  because  of  the  supposed 
stimulating  effect  of  alcohol,  for  it  seems 
that  the  action  of  alcohol  on  the  cerebral 
cortex  is  depressant  from  the  beginning. 
What  alcohol  does  is  to  remove  inhibition 
or  self-restraint,  and  impair  the  apprecia- 
tion of  the  consequences  of  conduct.  It 
may  also  conduce  to  crimes  of  negligence 
by  impairing  powers  of  perception,  delay- 
ing reaction-time,  and  rendering  movement 
clumsy. 

The  law  on  the  subject  of  drunkenness 
as  an  excuse  for  crime  is  simply  this;  that 
there  is,  in  general,  no  special  law  on  the 
subject  of  drunkenness.  The  rules  are  for 
the  most  part  applications  of  ordinary 
principles  of  the  criminal  law.  Merely  to 
show  that  a man’s  mind  was  so  affected  by 
drink  that  he  more  readily  gave  way  to  a 
violent  passion  is  no  defense.  Similarly,  it 
seems  that  a drunkard  receives  no  special 
consideration  in  assessing  negligence.  Al- 
though drunkenness  amounts  to  insanity 
on  some  definitions  of  that  word,  the  two 
are  legally  distinguished.  Insanity  in  law 
means  disease  of  the  mind  other  than 
aberration  of  a temporary  nature  produced 
by  drugs.  Drugs,  though  they  may  bring 
about  a dual  personality,  are  largely  ig- 
nored by  the  law,  so  that,  it  is  said,  Mr.  X 
sober  must  pay  the  penalty  for  the  mis- 
deeds of  Mr.  X drunk.’ 

To  the  general  rule  there  are  two  excep- 
tions, and  these  are  the  only  two  instances 
where  any  special  exemption  has  been 
recognized  for  drunkards: 

Habitual  drinking  may  occasionally  lead 
to  such  permanent  change  in  the  brain 
tissues  as  to  be  accounted  insanity,  such  as 
delerium  tremens  and  alcoholic  dementia. 
That  the  case  is  not  in  analysis  one  of  mere 
drunkenness  is  shown  by  the  fact  that  an 
attack  of  delerium  tremens  may  occur  at 
a time  of  complete  abstinence.  Conversely, 
alcohol  addiction  is  recognized  by  experts 
as  in  some  cases  a symtom  of  mental  ill- 
ness; and  such  disease  may  be  latent, 
brought  out  by  the  consumption  of  alcohol. 
For  instance,  alcohol  may  excite  an  epilep- 
tic seizure. 

If  the  defense  succeeds  before  a jury,  the 
accused  must  be  sent  to  a mental  institu- 


tion. Therefore,  this  defnse  is  not  fre- 
quently used  in  practice  because  the  ac- 
cused or  his  advisor  is  apt  to  fear  that  the 
detention  in  a mental  institution  will  be 
longer  than  an  ordinary  term  of  imprison- 
ment for  the  crime.  However,  the  Canadian 
view  is  that  if  a defense  of  drunkenness  is 
set  up,  the  judge  may  direct  the  jury  on 
insanity  notwithstanding  a denial  of  in- 
sanity by  defending  counsel. - 

It  has  been  held  that  even  temporary  in- 
sanity produced  by  drink  has  the  same 
effect  as  permanent  insanity.^  No  indica- 
tion is  given,  however,  of  the  difference  be- 
tween temporary  insanity  and  drunken- 
ness.’ Assuming  a verdict  of  “guilty  of  the 
act  but  insane”,  the  form  of  treatment  pre- 
sents difficulty,  if  the  accused  is  perfectly 
sane  when  not  under  the  influence  of  drink. 
Incarceration  in  an  ordinary  mental  insti- 
tution would  hardly  be  proper.  It  might 
be  suitable  to  release  some  offenders  on 
probation  with  a condition  to  refrain  from 
alcohol;  yet  probation  is  impiossible  on  a 
verdict  of  insanity.  In  other  cases  institu- 
tional treatment  may  be  indicated;  but 
there  are  no  disciplinary  institutions  for 
alcoholics.  The  problem  of  justice  is  well 
illustrated  by  the  case  where  a man  was 
convicted  of  murdering  his  wife  during  a 
drunken  debauch.  He  reacted  morbidly  to 
alcohol,  having  an  insane  heredity  aggra- 
vated by  sunstroke;  and  the  killing  had  left 
no  trace  on  his  memory.  He  was  sentenced 
to  penal  servitude.  There  was  no  ground 
for  doubting  the  genuineness  of  the  am- 
nesia, which  persisted  throughout  the 
period  of  his  penal  servitude,  when  no  mo- 
tive for  simulation  any  longer  existed.® 

Involuntary  drunkenness  is  a defense,  as 
where  the  accused’s  companions  put  alcohol 
into  his  ginger-beer,®  or  where  he  is  unwit- 
tingly incapacitated  by  medicine.’  Baron 
Parke  in  the  case  concerning  the  ginger- 
beer  remarked:  “If  a party  be  made  drunk 
by  stratagem,  or  the  fraud  of  another,  he 
is  not  responsible.”  The  courts,  however, 
interpret  “coercion”  in  this  connection  quite 
literally  to  mean  that  one  was  “forced  . . . 
to  drink”  * by  overt  physical  acts.  “Fraud” 
which  is  generally  equated  with  force  in  the 
criminal  law,  is  also  so  rigorously  restricted 
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as  to  exclude,  for  example,  imposition  upon 
the  young  and  inexperienced  by  calculating 
adults.®  In  Perryman  v.  State,  12  Okla.  Cr. 
App.  500,  159  Pac.  937,  it  was  said:  “In- 
voluntary intoxication  is  a very  rare  thing 
and  can  never  exist  where  the  person  in- 
toxicated knows  what  he  is  drinking  and 
drinks  the  intoxicant  voluntarily,  and  with- 
out being  made  to  do  so  by  force  or  co- 
ercion.” Also  in  Burrows  v.  State,  38  Ariz. 
99,  116,  297  Pac.  1029,  1036  (1939),  the 
court  held  that  involuntary  intoxication 
“must  be  included  by  acts  amounting  in 
effect  to  duress.”  Finally,  although  it  has 
been  stated  that  “taking  liquor  prescribed 
by  a physician”  is  a defense,^"  a court  was 
unwilling  to  entertain  the  plea  that  the  de- 
fendant drank  to  obtain  relief  from  an 
acute  pain." 

From  these  cases  it  is  appearant  that 
Baron  Parke’s  statement  above  has  been 
narrowly  limited  by  the  American  courts. 
This  seems  unfortunate  because  a broader 
interpretation  may  be  justified  for  the  rea- 
son that  the  plea  of  involuntary  drunken- 
ness is  not  open  to  the  same  abuse  as  one 
of  voluntary  drunkenness,  and  the  offense 
is  not  so  likely  to  be  repeated.  The  amaz- 
ing thing  about  the  factual  situations  met 
in  the  decisions  on  intoxication,  which,  be- 
cause of  the  usual  judicial  stress  on  fraud 
and  coercion  as  exculpatory  becomes  ap- 
pearant only  after  close  study  of  the  cases, 
is  that  involuntary  intoxication  is  simply 
and  completely  nonexistent.  The  reports 
record  hardly  a single  decision  actually 
holding  that  the  defendant  was  involun- 
tarily intoxicated,  and  the  opinions  in- 
variably hold  that  the  intoxication  was 
“voluntary”.  However,  with  equal  uni- 
formity they  reiterate  that  fraud  or  co- 
ercion is  a defense.  “Fraud”  narrowly  in- 
terpreted in  the  cases  to  require  complete 
innocence  of  the  nature  of  alcoholic  drink, 
wrongfully  induced,  cannot  even  be  per- 
petrated on  normal  children  at  the  age  of 
legal  capacity.  As  regards  “coercion”,  the 
case-law  implies  that  a person  would  need 
to  be  bound  hand  and  foot  and  the  liquor 
literally  poured  down  his  throat,  or  that  he 
would  have  to  be  threatened  with  immedi- 
ate serious  injury  before  the  exception,  so 
universally  voiced,  would  have  an  effect  on 


judicial  decision.  So  far  as  the  present  law 
is  concerned,  there  would  be  no  difference 
in  the  actual  rule  if  it  were  announced 
flatly  that  no  intoxicated  person  could  ever 
claim  that  his  condition  was  effected  by 
fraud  or  coercion.  However,  the  principles, 
signifying  that  voluntary  conduct  may  be 
punishable  but  that  involuntary  conduct  is 
not  within  the  reach  of  punitive  sanctions, 
are  not  impeached  because  judges  continue 
the  routine  of  invoking  the  precept  that 
“voluntary  drunkenness  is  no  excuse”  in 
circumstances  where  it  is  plain  that  the 
drunkenness  was  anything  but  voluntary  in 
any  realistic  connotation.  This  serves  to 
transform  the  avowed  “exceptions”  into 
mere  dicta  which  functions  only  as  a balm 
for  the  judicial  conscience,  rationalizing 
the  infliction  of  severe  penalties.’ - 

Nor  is  the  validity  of  the  fundamental 
principles  impaired  because  judges,  un- 
touched by  modern  science  in  these  mat- 
ters, hold  many  persons  liable,  though  they 
are  in  fact  afflicted  with  mental  disease.  A 
rather  frequent  defense  is  that  a serious 
injury  predisposed  the  defendant  to  alco- 
holic addiction.  It  is  claimed  that  a frac- 
tured skull,’®  a blow  on  the  head,"  an  in- 
jury to  the  brain,’®  or  some  other  serious 
accident’”  stimulated  indulgence  or  re- 
sulted in  complete  lack  of  control.  These 
claims  are  uniformly  rejected  by  the  courts, 
and  the  defendants  are  treated  as  normal. 
However,  it  has  been  reported  that  persons 
“having  severe  head  injuries  and  sun- 
strokes, are  particularly  predisposed”  to 
mental  disease  when  under  the  influence  of 
alcohol."  Yet  the  courts  insist  that  this  is 
in  law  no  excuse  whatever.  On  the  con- 
trary, such  a person  is  held  even  more 
culpable  because,  so  it  is  argued,  knowing 
his  weakness,  he  should  have  put  forth 
greater  efforts  to  obstain,  and  convictions, 
even  of  murder,  are  upheld  in  such  cases. 
Although  this  judicial  logic  is  superb,  the 
premises  are  fallacious  because  they  are 
formulated  without  regard  to  available 
medical  knowledge,  for  in  these  cases  the 
claim  of  a serious  head  injury  is  typically 
accompanied  by  well-marked  pyschopathic 
symptoms  of  incapacity  during  sobriety  as 
well  as  by  sharp  deterioration  under  intoxi- 
cation. Nevertheless,  even  if  the  defendant 
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is  believed  to  have  been  temporarily  insane, 
he  is  held  punishable  because  it  is  an  arti- 
ficial voluntarily  contracted  madness.  It 
was  said  in  Choice  v.  State,  31  Ga.  424, 
480-481  (1860):  “A  man  may  have  partial 
or  general  insanity,  and  that,  too,  from 
blows  on  the  head,  yet  if  he  drink,  and 
bring  on  temporary  fits  of  drunkenness  and 
while  under  the  influence  of  spirits,  takes 
life,  he  is  responsible.” 

In  many  cases  it  is  clear  that  the  defend- 
ant is  mentally  diseased.  These  are  usually 
homicides  where  the  motive  for  killing  was 
obviously  irrational.  Yet  in  spite  of  this 
evidence  being  introduced,  the  courts  con- 
tinue to  hold  that  temporary  insanity, 
occasioned  immediately  by  drunkenness, 
does  not  destroy  responsibility  for  crime, 
where  the  defendant,  when  sane  and  re- 
sponsible, voluntarily  made  himself  drunk. 
The  theory  is  that  unless  the  defendant  is 
“permanently”  insane,  his  mental  condition 
should  be  entirely  ignored  on  the  inhibiting 
assumption  that  the  intoxication  was  “vol- 
untary”. As  was  held  by  a Michigan  court: 
“He  must  be  held  to  have  intended  this 
extraordinary  derangement  . . . and  the 
other  results  produced  by  it”.’^  Such  de- 
cisions are  not  rare,  but  rather  they  repre- 
sent the  settled  judicial  attitude.  How- 
ever, in  most  cases  of  this  nature  the  clin- 
ical picture  bears  unmistakable  marks  of 
mental  abnormality. 

Thus  we  find  competent  courts  ignoring 
serious  physical  injuries,  addiction,  chronic 
alcoholism,  delerium  tremens,  any  psy- 
choses because  accompanied  by  intoxica- 
tion and,  in  general,  adhering  to  a course 
of  adjudication  that  can  only  be  regarded 
as  unenlightened.  The  combined  result  of 
narrowing  “fraud”  and  “coercion”  to  the 
vanishing  point  when  dealing  with  normal 
persons  and  refusing  to  acknowledge  that 
many  defendants  are  diseased,  implemented 
by  tradition,  and,  in  its  proper  place  praise- 
worthy, disapproval  of  drunkards  is  harsh 
law  that  adds  cruelty  to  misfortune.  The 
personal  remorse  consequent  on  realization 
of  what  happened  is  exceeded  by  the  social 
tragedy  of  severe  punishment  for  harms 
committed  under  severe  intoxication,  not 
infrequently  by  persons  who  are  seriously 


diseased.  Yet  it  is  clear  that  able  judges 
have  tried  to  alleviate  the  rigor  of  the  crim- 
inal responsibility  of  inebriates.  It  is  equally 
plain  that  the  continued  unsatisfactory 
state  of  the  law  is  in  large  part  due  to  the 
methods  employed  to  achieve  the  desired 
mitigation.  Confusion  is  the  resulting 
product  from  the  application  of  the  ex- 
culpatory doctrine  as  well  as  formalism  and 
rigor  of  interpretation  of  “voluntary  intoxi- 
cation”. 

As  a m.atter  of  history  the  true  reason 
why  drunkenness  was  disregarded  as  a de- 
fense was  because  it  was  thought  that 
drunkenness  being  a voluntary  act,  and  be- 
ing, moreover,  immoral  if  not  illegal  ought 
not  to  be  an  excuse.  It  was  on  this  prin- 
ciple that  involuntary  drunkenness  was  re- 
garded as  excusing.  Yet  insanity,  which 
excuses  from  punishment,  may  sometimes 
be  quasi-voluntary.  It  is  well  known  that 
syphilis  may  result  in  insanity  (general 
paresis),  and  the  contraction  of  syphilis 
may  be  the  result  of  a conscious  running  of 
risk;  but  the  sufferer  from  general  paresis 
receives  the  same  exemption  as  any  other 
insane  person.  However,  the  casual  con- 
nection between  sexual  intercourse  with  an 
infected  person  and  general  paresis  is  more 
prolonged  than  that  between  drinking  and 
drunkenness. 

Another  aspect  of  alcohol  intoxication  in 
the  criminal  law  is  that  even  if  the  accused 
was  drunk  at  the  time  of  the  crime,  it  must 
be  shown  that  he  performed  the  act  and 
that  he  had  the  mental  state  requisite  for 
the  crime.  If  the  crime  requires  intention, 
drunkenness  may  help  to  show  that  there 
was  no  desire  of  the  consequence;  if  it  re- 
quires recklessness,  drunkenness  may  help 
to  show  that  there  was  no  foresight;  drunk- 
enness may  also  help  to  negative  knowl- 
edgs  or  establish  mistake.  In  short,  drunk- 
enness is  a matter  to  be  taken  into  con- 
sideration in  deducing  intent  or  recklessness 
from  outward  acts.  There  is  no  special  rule 
here,  except  that  drunkenness  is  admissible 
in  evidence  to  show  that  the  mind  was 
eclipsed.  Suppose  that  a man  when  drunk 
commits  some  crime  that  ( 1 ) he  would  not 
have  done  when  sober,  (2)  he  did  not  de- 
sire to  do  when  he  became  drunk,  and  (3) 
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he  did  not  know  himself  to  be  capable  of 
doing  when  drunk.  Under  the  law  as  it 
stands  today,  proof  of  these  facts  would  be 
admissible  in  mitigation  of  punishment. 

In  accordance  with  the  same  principle, 
drunkenness  has  been  admitted  as  a factor 
in  evidence  to  show  that  a man  did  not  in- 
tend to  kill,”'  to  commit  suicide,-"  to  do 
grievous  bodily  harm,-^  or  to  attempt  a 
crime.--  But  in  the  nature  of  things,  drunk- 
enness cannot  normally  negative  an  intent 
to  rape,  for  rape  cannot  normally  be  com- 
mitted unintentionally;  consequently,  a 
killing  in  the  course  of  rape  will  in  law  be 
murder.  Drunkenness  could  be  relevant  in 
rape  only  if  it  resulted  in  a mistake  of  fact, 
as  if  it  made  the  accused  think  that  the 
woman  was  consenting  or  was  his  wife. 
These  propositions,  true  for  alcoholic  in- 
toxication, are,  of  course,  just  as  applicable 
to  other  drugs. 

The  law  is  sometimes  stated  in  a restric- 
tive form,  it  being  said  that  drunkenness 
may  help  to  negative  a “specific  intent”. 
Lawyers  tend  to  breathe  this  phrase  with 
peculiar  reverence,  but  it  is  suggested  that 
the  word  “specific”  is  inaccurate.  If  the 
word  means  an  intent  expressly  alleged  in 
the  indictment,  the  rule  is  too  narrowly 
framed,  for  no  intent  is  specifically  alleged 
in  an  indictment  for  murder,  yet  an  intent 
is  involved  and  drunkenness  may  help  to 
negative  it.  It  makes  no  substantive  dif- 
ference whether  an  intent  is  required  to  be 
expressed  in  the  indictment  or  is  implied  in 
the  name  of  the  crime.  All  that  is  required 
for  the  present  purpose  is  that  intent 
should  be  one  of  the  “constituent”  elements 
of  the  crime. 

Sometimes  drunkenness  will  rebut  the  in- 
tent necessary  for  an  aggravated  crime,  but 
not  for  a simple  form  of  the  same  crime. 
Thus  if  D when  drunk  attack  P with  a stick, 
the  jury  may  find  that  he  did  not  intend  to 
do  grievous  bodily  harm,  so  that  he  is  ac- 
quitted of  the  aggravated  assault,  and  yet 
he  may  be  convicted  of  a common  assault 
on  the  ground  that  even  in  his  drunken 
state  he  did  intend  to  do  some  harm.  The 
law  here  works  satisfactorily  in  saving  the 
drunkard  from  conviction  for  the  more 
serious  crime,  when  in  fact  he  lacked  the 


essentials  of  it,  while  leaving  him  subject  to 
a conviction  and  so  open  to  compulsory 
remedial  treatment. 

Although  no  judge  has  hitherto  said  in 
so  many  words  that  drunkenness  can  nega- 
tive recklessness,  this  is  an  inevitable  conse- 
quence of  accepted  principles.  Take,  for 
example,  a case  of  assault  and  battery.  Sup- 
pose that  D hits  P on  the  nose.  If  D was 
sober  the  court  may  think  that  D intended 
to  hit  P and  so  was  guilty  of  an  assault  and 
battery.  But  if  D was  drunk,  and  was 
flinging  his  arms  about  in  an  endeavor  to 
stand  upright,  this  may  lead  the  court  to 
conclude  that  the  blow  was  not  intended 
or  forseseen.  Other  evidence  might  lead  to 
the  same  conclusion,  for  example,  that  D 
was  in  an  epileptic  fit,  or  trying  to  swat  a 
fly,  or  hailing  a taxi.  It  is  not  the  drunken- 
ness that  is  the  defense;  drunkenness  is  no 
defense;  it  is  simply  a piece  of  evidence 
relevant  to  infer  that  a necessary  mental 
state  was  absent. 

Of  course,  the  exempting  rule  would  not 
help  a man  who  deliberately  gets  drunk  in 
order  to  commit  a crime.  He  may  get  drunk 
to  give  himself  courage  to  do  the  deed,  or 
to  muddle  his  senses  in  the  hope  that  he 
will  not  be  held  responsible.  If  he  had  the 
requisite  intent  at  the  time  he  got  drunk, 
he  can  be  properly  convicted,  even  if  he  did 
not  have  it  at  the  time  of  committing  the 
act.  Such  cases,  however,  are  rare.  It  seems 
unlikely  that  a criminal  would  choose  to  get 
drunk  before  a crime  because  ( 1 ) his  drunk- 
enness may  lead  him  to  forget  his  purpose; 
( 2 ) it  will  render  him  more  clumsy  in  carry- 
ing out  his  purpose,  and  thus  increase  the 
risk  that  his  intention  miscarries;  and  (3)  it 
will  increase  the  risk  of  being  found  out. 
Although  drunkenness  is  frequently  re- 
garded as  a ground  for  mitigation  of  pun- 
ishment, there  is  no  evidence  that  criminals 
get  drunk  before  the  crime  in  order  to  take 
advantage  of  this  mitigation. 

Also,  it  is  slightly  misleading,  though 
convenient,  to  speak  of  drunkenness  as  “re- 
butting” an  intent.  It  is  not  strictly  a re- 
buttal because  the  persuasive  burden  is  on 
the  prosecution.  Where  drunkenness  goes 
to  negative  the  mens  rea,  and  it  is  disputed 
whether  the  defendant  was  drunk  or  not. 
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he  is  entitled  to  the  benefit  of  any  reason- 
able doubt.'^  But  the  burden  is  on  him  to 
introduce  some  evidence,  although  it  may 
be  slight  or  doubtfully  relevant,  to  go  be- 
fore the  jury.  It  is  because  the  persuasive 
burden  remains  on  the  prosecution  that  it  is 
misleading  to  speak  of  the  accused  being 
presumed  to  intend  the  probable  consequen- 
ces of  his  act. 

Drunkenness  is  no  defense  on  a charge  of 
manslaughter  because  the  standard  of  care 
required  of  a drunkard  is  the  same  as  that 
required  of  anyone  else.  Thus  if  D kills  P 
in  a drunken  wrath,  and  sets  up  the  defense 
that  he  did  not  know  what  he  was  doing, 
the  evidence  may  justify  an  acquittal  of 
murder,  but  there  must  be  a conviction  of 
manslaughter.--^ 

Drunkenness  may  negative  knowledge  or 
establish  mistake.  Thus  it  may  help  to 
show  that  the  accused  believed  himself  to 
be  acting  in  self-defense,  or,  in  rape,  to  show 
that  the  accused  believed  himself  to  have 
the  woman’s  consent. 

A misleading  statement  that  is  sometimes 
made  is  that  drunkenness  is  a defense  in 
crime  when  it  causes  mistake,  and  a mistake 
on  the  part  of  a drunkard  may  be  reason- 
able where  such  a mistake  on  the  part  of  a 
sober  person  would  be  unreasonable.  The 
reference  to  reasonableness  is  confused  be- 
cause what  is  in  issue  is  not  the  reasonable- 
ness of  the  accused’s  belief  but  whether  the 
court  believes  the  assertion  that  he  enter- 
tained the  belief.  The  question  is  whether 
the  defense  of  mistake  is  worthy  of  belief, 
not  whether  the  mistake  was  reasonable. 
Reasonableness  of  the  mistake  is,  in  crimes 
requiring  mens  rea,  only  one  factor  to  be 
taken  into  account  in  treating  the  credi- 
bility of  the  defense;  another  is  whether  the 
accused  was  drunk  or  sober  at  the  time. 
Nor  is  it  only  drunkenness  that  may  induce 
one  to  credit  that  an  unreasonable  mistake 
was  made;  if  the  accused  was  color-blind, 
for  example,  that  also  might  explain  how 
he  came  to  make  an  unusual  mistake.  It  is 
only  in  crimes  of  negligence,  like  man- 
slaughter, that  the  reasonableness  of  the 
mistake  is  in  issue. 


Drunken  mistake,  then,  falls  under  the 
ordinary  rules  of  mistake.  There  is  no  spe- 
cial rule  for  drunkenness  in  the  law  relating 
to  mistake.  Also,  where  the  drunken  mis- 
take negatives  a necessary  intention  of 
recklessness,  the  rule  that  the  drunkenness 
is  a “defense”  is  not  a new  rule,  but  is 
merely  a restatement  of  the  proposition  that 
drunkenness  may  rebut  a required  intent. 
Hence  the  burden  is  on  the  state,  and  all 
that  happens  is  that  when  all  the  evidence 
is  in,  the  intent  is  held  not  to  be  established. 

Drunken  mistake,  is,  of  course,  no  excuse 
for  a crime  of  negligence.  It  is  for  this  rea- 
son that  one  who  is  drunk  “in  charge”  can- 
not plead  that  he  was  so  drunk  as  not  to 
know  he  was  drunk,  or  not  to  know  he  was 
in  charge.  However,  it  is  submitted  that  if 
he  became  incapacitated  by  drugs  without 
negligence,  he  would  be  excused,  for  ex- 
ample, by  following  a doctor’s  orders. 

Alcohol  Tests  for  Drunkenness 

The  primary  purpose  of  testing  the  body 
fluids  for  alcohol  is  to  detect  drunken 
drivers.  Mere  observation  of  an  alleged 
drunken  driver  is  of  little  value.  Under  the 
emotional  stress  of  arrest,  many  who  have 
seriously  lost  their  normal  ability  to  drive 
can  temporarily  assume  such  control  of 
their  faculties  that  their  condition  escapes 
detection.  Also,  similar  symptoms  to  those 
of  alcohol  are  produced  by  many  other 
drugs  which  may  have  been  taken  in  the 
treatment  of  disease,  or  for  temporary  re- 
lief from  headache  or  other  abnormalities. 
It  is,  therefore,  imperative  to  accurately  de- 
termine if  the  accused  is  drunk.-** 

The  generally  accepted  standards  of  alco- 
hol within  the  body  now  utilized  by  courts 
in  nearly  all  states  are  those  of  the  National 
Safety  Council.  They  are  based  upon  con- 
centration within  the  blood,  although  any 
body  fluid  may  be  used  with  proper  correc- 
tion of  amounts  determined  to  be  present 
as  compared  with  blood.  However,  the  re- 
sults are  more  open  to  error  with  the  ma- 
jority of  them  than  with  blood  and  spinal 
fluid. 
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The  blood  standards  are  as  follows: 

0.05% — Should  not  be  prosecuted.  About 
two  ounces  of  whiskey  or  two 
bottles  of  beer. 

0.15%  or  less — Should  not  drive. 

0.15%  or  more — Should  be  prosecuted  as 
definitely  drunk.  About  six  to 
seven  ounces  of  whiskey  or  six  to 
seven  bottles  of  beer. 

0.2  % — Dizzy  and  delerious. 

0.3  % — Dazed  and  dejected. 

0.4  % — Dead  drunk. 

0.5  % — Dead. 

With  concentration  of  0.15%  all  persons 
lose  the  clearness  of  intellect  necessary  to 
safely  operate  motor  vehicles.  This  is  true 
of  many  between  0.05  and  0.15%.  So  few 
may  be  unsafe  drivers  with  alcohol  blood 
findings  of  less  than  0.05%  that  extreme 
doubt  must  be  cast  upon  alcohol  as  then 
being  a positive  factor  in  accident  produc- 
tion.'* 

With  these  standards  in  mind,  considera- 
tion may  be  given  to  the  meaning  of  motor 
vehicle  laws  in  relation  to  driving  while 
under  the  influence  of  intoxicants.  Common 
legal  phrases  are  “in  an  intoxicated  condi- 
tion”, “in  a drunken  or  partly  drunken  con- 
dition”, and  “under  the  influence  of  liquor”. 
Black’s  Law  Dictionary  considers  these  pro- 
visions to  be  essentially  synonymous,  but 
not  with  the  phrase  “while  intoxicated”, 
which  represents  a more  advanced  stage  of 
alcoholism.  Black  proceeds  to  explain  that 
the  legal  provisions  frequently  included 
mean  any  drinking  which  destroys  the 
clearness  of  the  driver’s  intellect  and  his 
control  of  himself,  mentally  or  physically, 
with  impairment  to  appreciable  degree. 
Having  this  last  thought  in  mind,  the  pro- 
hibition of  law  presumably  does  not  apply 
unless  the  effects  of  alcohol  are  open  to 
observation  by  others  than  the  driver  who 
has  been  drinking,  for  the  impairment  must 
be  seen;  it  must  be  present  to  an  appre- 
ciable degree.  This  is  not  true  in  some  peo- 
ple until  the  concentration  of  alcohol  in  the 
blood  has  reached  0.15%.^* 

Standards  for  the  urine  are  somewhat 
higher  than  those  for  blood.  The  ratio  of 


blood  concentration  to  that  of  urine,  ac- 
cording to  the  National  Safety  Council  is 
1.35:1.  So  the  recommendations  that  legal 
prosecution  should  not  follow  if  blood  con- 
centration is  less  than  0.05%,  for  the  urine 
becomes  about  0.04%.  The  conclusion  that 
intoxication  is  present  if  0.15%  is  found 
within  the  blood  represents  0.11%  in  the 
urine. 

Since  the  relationship  between  urinary 
alcohol  and  intoxication  is  more  variable 
than  for  blood,  it  is  recommended  that  the 
same  standards  for  legal  purposes  be  fol- 
lowed in  the  interpretation  of  urine.  This 
gives  the  benefit  of  doubt  due  to  variability 
to  the  accused.  When  0.05%  of  alcohol  is 
found  within  the  urine,  the  blood  concen- 
tration will  ordinarily  be  about  0.07%.  The 
finding  of  0.15%  urinary  alcohol  ordinarily 
discloses  about  0.2%  of  blood  alcohol.  Cer- 
tanily  no  exception  can  be  taken  by  the 
culprit  if  the  blood  standards  are  applied 
to  urine.'” 

An  ounce  of  whiskey  or  a bottle  of  beer 
ordinarily  leads  to  about  0.02%  of  alcohol 
in  the  blood.  This  may  affect  the  higher 
centers  of  mentality,  leading  to  a careless 
feeling  of  well  being,  bodily  and  mental 
comfort.  The  cardinal  point  of  importance 
in  the  production  of  accidents  lies  in  the 
fact  that  alcohol  is  a sedative  to  mental  in- 
hibitions. Judgment  and  self-control  are 
decreased.  Self  criticism  is  blunted.  At  the 
level  of  one  ounce  of  whiskey  or  a bottle  of 
beer,  the  American  Medical  Association 
does  not  consider  these  changes  to  be  pre- 
sent to  sufficient  degree  to  increase  the  like- 
lihood of  accident.  However,  when  carried 
beyond  this  point  in  certain  individuals, 
they  may  not  drive  safely. 

From  0.05%  to  0.15%  alcohol  within  the 
blood  has  markedly  variable  effects  within 
individuals.  It  is  well  recognized  that  some 
may  drink  much  more  than  others.  Food 
within  the  stomach  usually  delays  absorp- 
tion. Since  from  six  to  seven  ounces  of 
whiskey  or  bottles  or  beer  are  ordinarily 
required  to  produce  0.15%  blood  alcohol, 
the  zone  of  questionable  safety  in  drinking 
lies  between  one  and  six  ounces  of  whiskey. 

Coordination  between  the  eye  and  mus- 
cular response  of  the  hands  and  feet  falls 
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below  normal.  There  may  be  slurring  of 
speech.  Of  prime  importance  as  a causative 
factor  in  accident  production  is  a feeling  of 
detachment  on  the  part  of  the  individual 
from  himself.  He  may  observe  what  he  does 
sometimes  with  amusement  and  other  times 
with  consternation  at  inability  to  perform 
normally.  This  leads  many  to  avoid  driving 
while  intoxicated,  but  amusement  may  re- 
sult in  utter  lack  of  attention  and  care  of 
the  consequences.  At  0.15%  blood  alcohol, 
there  is  sufficient  impairment  in  all  indi- 
viduals to  seriously  increase  the  hazard  of 
driving  cars. 

Between  0.1  and  0.4%  of  alcohol  within 
the  blood  represents  the  zone  wherein  prim- 
itive functions  of  mentality  and  motor  con- 
trol are  seriously  embarrassed.  Some  indi- 
viduals exhibit  poor  coordination  and  per- 
ception at  concentration  so  low  as  0.1%, 
while  in  others  that  is  not  true  until  so  high 
a level  is  reached  as  0.4%.  With  this  de- 
gree of  impairment,  the  individual  may  still 
temporarily  assume  control  of  himself  and 
not  appear  to  be  intoxicated.  Intellect  is 
almost  gone.  He  responds  only  to  strong 
emotional  appeal,  but  may  then  control 
himself  to  a material  degree.  When  arrested, 
the  drunkard  may  temporarily  appear  to  be 
sober.®" 

0.4%  of  alcohol  within  the  blood  is 
usually  of  extreme  consequences.  These  peo- 
ple are  likely  to  die.  Sollman  in  his  Manual 
of  Pharmacology  reports  death  as  having 
occurred  after  drinking  a pint  of  whiskey. 
It  is  well  recognized  that  many  people  can 
drink  more,  but  alcoholic  concentrations 
within  the  body  fluids  or  more  than  0.4% 
are  usually  fatal.®’ 

Considering  the  usual  legal  provision  of 
motor  vehicle  laws  that  there  must  be  im- 
pairment to  an  appreciable  degree,  the  im- 
portance of  symptoms  open  to  observation 
becomes  manifest.  The  findings  of  authori- 
ties parallel  the  standards  of  the  National 
Safety  Council,  followed  in  a majority  of 
the  states,  that  0.15%  of  alcohol  within  the 
blood  leads  to  symptoms  open  to  observa- 
tion without  exception.  At  this  level  there 
are  found  slight  but  definite  changes  in 
physiologic  function  and  behavior,  abnor- 
malities visible  to  the  critical  observer,  even 


when  the  accused  pulls  himself  together 
under  the  eyes  of  the  police.  Then  the  ac- 
cused may  seem  sober,  but  careful  observa- 
tion discloses  that  not  to  be  true. 

At  between  0.18  and  0.23%  the  authori- 
ties report  that  intoxication  is  obvious  to 
anyone.  There  is  some  incoordination. 
Speech  is  thick.  Personality  changes.  Not 
infrequently  the  sense  of  time  is  disturbed. 
However,  thought  is  usually  rational. 

At  from  0.27  to  0.32%  people  stagger.  It 
is  difficult  to  remain  awake.  Stupor  ap- 
proaches. 

Intoxication  is  more  pronounced  during 
stages  of  alcoholic  absorption,  when  blood 
concentrations  are  increasing,  than  when 
decreasing.  That  may  account  to  a degree 
for  the  difference  reported  by  various  ob- 
servers, but  the  standards  of  the  National 
Safety  Council  are  sufficienlty  high  to  avoid 
unjust  accusation  and  are  generally  ac- 
cepted by  all  authorities.®® 

Alcohol  tends  to  become  distributed 
throughout  the  water  of  the  body.  Thus  in 
a short  time,  general  equalization  is  to  be 
expected,  but  there  may  well  be  delay.  Im- 
mediately after  driking,  the  alcohol  concen- 
tration would  be  far  higher  if  a test  were 
made  on  the  contents  of  the  stomach  than 
if  it  were  made  on  other  fluids  of  the  body. 
From  the  alimentary  tract,  alcohol  is  ab- 
sorbed into  the  blood  stream,  whose  con- 
centration is  at  first  necessarily  higher  than 
other  fluids  except  those  of  the  stomach  and 
intestines.  From  the  blood,  alcohol  rapidly 
enters  tissue  fluids  throughout  the  body, 
and  begins  to  be  eliminated  from  the  lungs 
and  kidneys.  So  the  concentration  within 
the  brain,  spinal  fluid,  sputum,  expired  air, 
and  urine  before  long  approaches  levels  per- 
mitting a test  of  these  materials  for  diag- 
nostic purposes.  Urine  reaches  stability 
last,  unless  collected  from  the  ureters.  If 
there  was  much  urine  within  the  bladder 
before  drinking,  dilution  results.  Alcoholic 
urine  may  remain  in  the  bladder  long  after 
elimination  from  other  parts  of  the  body 
has  advanced  to  a considerable  degree. 

Tests  may  be  successfully  performed  on 
the  brain,  spinal  fluid,  blood,  and  urine  a 
long  time  after  death  unless  embalming  has 
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been  done.  That  process  materially  de- 
stroys concentrations  previously  existing, 
because  of  replacement  of  blood  by  water 
solutions,  and  not  infrequently  embalming 
fluids  are  used  to  give  a positive  test  indica- 
tive of  alcohol  to  an  extreme  degree,  such 
as  formaldehyde.^^ 

Many  objections  have  been  raised  to 
standard  methods  of  testing  for  alcohol 
within  body  fluids,  on  the  grounds  that 
other  substances  not  infrequently  pres- 
ent during  life  are  registered  as  alcohol. 
This  is  true  of  acetone,  produced  by  dia- 
betes, but  never  found  as  a result  of  disease 
in  concentrations  approaching  0.15%.  Par- 
aldehyde and  chloral  are  drugs  given  as 
sedatives  to  drunkards,  but  less  than  0.01% 
is  toxic.  Acetaldehyde  is  found  in  fresh 
spirits,  liquor  which  has  not  been  aged,  but 
concentration  far  below  0.15%  would  lead 
to  great  toxicity.  Ether  may  have  been 
given  as  an  anesthetic,  but  the  history 
thereof  would  be  obvious,  and  concentra- 
tions of  0.05%  within  the  blood  are  toxic. 
Chloroform  may  similarly  be  determined 
from  the  history,  and  less  than  0.01% 
within  the  blood  is  toxic.  People  could  not 
drive  with  concentrations  approaching 
0.15%.  Carbon  tetrachloride  causes  death 
at  concentrations  of  less  than  0.01%  within 
the  blood.  Formaldehyde  may  be  found  in 
the  urine  of  those  using  methanamine  as  a 
drug,  but  0.01%  causes  death.  Wood  alco- 
hol leads  to  drunkenness  at  0.15%  within 
the  blood. 

In  discussing  laboratory  findings,  the 
doctor  may  be  presented  with  questions 
relative  to  agents  that  will  be  recorded  as 
alcohol  by  ordinary  testing  methods,  and  in- 
quiry based  upon  demand  that  they  account 
for  the  laboratory  conclusion  of  intoxica- 
tion. However,  consideration  of  the  minute 
quantities  that  lead  to  toxicity  establish 
the  fact  that  the  accused  could  not  have 
been  driving  a car  if  under  the  influence  of 
such  agents  at  blood  concentrations  of 
0.15%. 

Extreme  care  must  be  taken  that  alcohol 
has  not  entered  as  a contaminant  during 
the  test,  because  of  the  washing  of  equip- 
ment therewith.  The  technique  must  be 
correct  and  equipment  clean.  Exact  iden- 
tity of  the  specimen  of  body  fluid  as  that 


of  the  accused,  with  certainty  that  the  lab- 
oratory results  were  derived  therefrom,  is 
imperative. 

It  may  be  argued  that  all  organic  sub- 
stances can  be  oxidized  by  potassium  di- 
chromate and  strong  sulphuric  acid,  com- 
mon reagents  used  in  testing,  and  thus 
register  as  alcohol.  However,  concentrated 
acid  is  not  used  but  dilution  to  less  than 
35%.  Within  the  time  allowed  for  testing, 
substances  such  as  acetone,  chloroform, 
ether,  and  chloral  will  not  be  oxidized  and 
show  as  alcohol.  The  great  majority  of  or- 
ganic substances  do  not  oxidize  in  time  far 
beyond  that  used  during  the  test  and  with 
acid  strength  utilized. 

The  doctor  who  is  to  interpret  the  lab- 
oratory findings  requires  an  intimate  knowl- 
edge of  the  method  of  testing.  He  must  be 
ready  to  explain  why  other  substances  are 
not  erroneously  reported  as  alcohol.  The 
tests  are  accurate  to  reasonable  degree,  and 
the  standards  followed  are  sufficiently  high 
to  fully  warrant  accusations  at  the  levels 
made. 

Alcohol  within  the  brain  is  required  to 
produce  intoxication.  So  it  would  be  most 
desirable  that  test  be  made  of  the  brain  or 
spinal  fluid,  whose  concentration  certainly 
will  be  about  the  same.  Samples  of  spinal 
fluid  ordinarily  will  not  be  given,  and  test 
of  the  brain  is  possible  only  after  death. 

Early  authorities  considered  the  brain 
and  spinal  fluid  to  be  the  only  sources  of 
value,  but  that  is  no  longer  believed  to  be 
true.  It  has  been  reported  by  the  authori- 
ties that  the  concentrations  of  alcohol  in 
these  fluids  are  about  equal  to  those  of 
blood. 

Because  of  objection  sometimes  made  to 
collecting  even  a small  amount  of  blood, 
examination  of  the  urine  is  frequently  util- 
ized. While  early  investigators  declared  the 
concentration  to  be  about  the  same  as  for 
blood,  it  is  now  recognized  that  this  is  gen- 
erally not  true.  Unless  the  bladder  is 
emptied  of  urine  present  before  drinking 
and  excreted  for  some  time  thereafter,  very 
low  values  will  be  found,  through  dilution. 
So  it  is  recommended  that  a specimen  be 
taken,  tested,  but  others  follow  at  half  hour 
intervals.  Not  infrequently,  because  no 
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urine  can  be  obtained  during  periods  of 
emotional  stress,  this  method  cannot  be 
utilized. 

The  National  Safety  Council  has  estab- 
lished the  ratio  between  urine  and  blood  as 
1:1.35.  It  has  been  reputed  that  a very 
constant  ratio  between  urine  collected  from 
the  ureters  at  an  average  of  1.3  for  blood 
is  to  one  for  urine.  It  was  found  that  rea- 
sonable determination  could  be  made  if  the 
bladder  was  emptied  about  one  hour  after 
drinking  and  a specimen  collected  one-half 
hour  thereafter  utilized. 

It  has  also  been  concluded  that  urine 
concentration  of  less  than  0.07%  did  not 
disclose  any  considerable  in  capacity.  Using 
the  National  Safety  Council  ratio  of  1.35, 
this  represents  an  expected  concentration 
within  the  blood  of  about  0.09%,  some- 
what above  the  level  at  which  prosecution 
is  not  recommended  at  0.05%.  The  authori- 
ties found  many  people  to  be  obviously 
under  the  influence  of  liquor  with  urine  con- 
centrations of  alcohol  between  0.07%  and 
0.2%.  These  represent  blood  ratios  between 
0.09%  and  0.27%.  It  was  concluded  that 
with  urine  concentrations  exceeding  0.2% 
all  people  are  definitely  under  the  influence 
of  alcohol.  That  is  not  far  different  from 
the  National  Safety  Council  standard  for 
legal  prosecution  at  0.15%.^® 

The  United  States  Navy  Laboratory 
Manual  reports  urine  examination  to  be  of 
little  value  because  of  the  lag  before  alcohol 
appears  therein,  and  the  continuation  of 
alcohol  after  intoxication  has  decreased, 
through  elimination  from  the  blood,  but  re- 
tention within  the  bladder.  That  is  the  gen- 
erally accepted  opinion  today,  and  urine 
should  be  utilized  only  if  blood  cannot  be 
obtained.  It  should  also  be  recalled  that 
error  is  certain  should  there  be  failure  to 
correlate  findings  in  the  urine  with  stand- 
ards based  upon  the  blood.  The  urine  con- 
centration should  be  multiplied  by  1.35  if 
blood  standards  as  indication  for  intoxica- 
tion are  to  be  followed.®' 

Sputum  is  of  interest  for  experimental 
purposes,  but  of  little  practical  value  during 
criminal  studies.  A sufficient  amount  can- 
not ordinarily  be  obtained  to  permit  test 
without  difficulty.  The  concentrations  are 
about  comparable  with  those  of  blood. 


Any  body  fluid  can  be  used,  such  as  from 
within  the  abdomen  when  present  in  large 
quantity  in  ascites,  from  the  pleura  in 
pleurisy,  and  from  within  joints  when  in- 
creased following  sprain.  Alcohol  from  the 
blood  becomes  diffused  throughout  the 
water  of  the  entire  body  rather  rapidly,  and 
upon  elimination  from  the  blood  by  the 
lungs  and  kidneys,  will  return  thereto  from 
all  fluid  collections  of  the  body.  Lag  during 
the  time  of  increasing  blood  concentration 
is  to  be  expected  and  during  elimination. 
Tests  of  such  fluids  are  of  experimental 
rather  than  practical  value. 

Air  has  been  utilized  considerably  in  the 
past  for  the  detection  of  alcohol  in  the  study 
of  intoxication,  because  little  objection  may 
be  raised  by  the  accused  of  the  taking  of 
an  air  sample  as  compared  with  that  of 
blood  or  spinal  fluid,  and  urine  may  not  be 
obtainable.  Values  have  been  determined 
which  closely  follow  those  for  the  blood  at 
all  times  during  increasing  and  decreasing 
body  concentration.  Excellent  methods  of 
determination  are  available:  Forrester’s 

Intoximeter,  Greenberg-Keater’s  Alcohol- 
meter,  and  the  most  widely  used,  Harger’s 
Drunkometer. 

However,  many  problems  arise.  The  sam- 
ple of  air  is  ordinarily  collected  in  a rubber 
balloon.  It  is  most  difficult  to  clean  inside, 
and  dusting  powder  necessary  to  prevent 
the  balloon  sticking  together  may  register 
as  alcohol  during  testing  procedures.  It  is 
necessary  to  obtain  air  from  deep  within  the 
lungs,  rejecting  the  first  expired  air,  which 
has  just  been  inhaled,  because  there  has 
not  yet  been  opportunity  for  alcohol  from 
the  blood  to  have  entered. 

Early  observers  reported  that  the  alcohol 
found  in  2000  cubic  centimeters  was  slightly 
less  than  the  amount  found  in  one  cubic 
centimeter  of  urine.  It  was  concluded  that 
the  ratio  was  equivalent  when  1300  cubic 
centimeters  of  air  and  one  cubic  centimeter 
of  blood  was  used.  The  difference  is  logical 
in  view  of  the  fact  that  the  first  comparison 
was  of  air  to  urine,  and  blood  carries  a 
greater  concentration. 

There  was  also  developed  by  Dr.  Harger 
a method  of  testing  expired  air  based  on 
the  amount  of  carbon  dioxide  therein.  Good 
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results  were  obtained,  but  variations  be- 
tween individuals  by  as  much  as  50%  were 
found. 

Dr.  Roscoe  N.  Gray  states  in  his  Attor- 
ney's Textbook  of  Medicine  at  page  625; 
“It  is  no  longer  considered  that  alcoholic 
determination  of  air  from  the  lungs  is  satis- 
factory.” However,  there  is  some  dissent 
from  this  position  by  other  experts  who 
have  studied  and  worked  with  this  type  of 
alcohol  detection.®* 

The  best  fluid  to  be  used  for  the  alcohol 
test  is  venous  blood.  Capillary  blood  is  not 
so  satisfactory.  It  is  difficult  to  obtain  a 
sufficient  amount.  Contamination,  as  from 
sweat,  is  likely,  and  the  flow  may  be  so  slow 
that  a disproportionate  ratio  between  cor- 
puscles and  serum  results.  Arterial  blood 
would  serve,  but  veins  are  more  convenient 
and  safer  to  enter  than  arteries.  It  has  been 
asserted  by  the  authroities  than  venous 
blood  is  the  most  practical  body  fluid  to  use 
at  critical  levels,  having  in  mind  the  stand- 
ard of  0.15%  beyond  which  intoxication 
may  be  concluded  as  certainly  present, 
while  below  that  level  there  is  doubt.  Thus, 
if  concentration  approximates  0.15%,  the 
use  of  other  body  fluids  such  as  urine  is  not 
so  conclusive.  Any  body  fluid  may  be  used 
when  determination  shows  concentration  is 
obviously  well  above  this  critical  level,  and 
so  the  accused  is  certainly  drunk. 

The  ratio  between  blood  and  brain  con- 
centrations has  been  studied  after  sufficient 
time  had  passed  to  permit  full  absorption. 
It  was  determined  that  the  brain  held  a 
higher  concentration  than  blood  in  the  ratio 
of  1.2:1.  Therefore,  if  blood  alcohol  is 
above  the  level  of  0.15%,  leading  to  the  con- 
clusion that  intoxication  is  certainly  pres- 
ent, this  drug  will  be  found  in  the  brain  to 
even  a greater  degree.  Of  course,  immedi- 
ately after  one  large  drink,  blood  concentra- 
tion may  exceed  that  of  the  brain,  but  not 
for  long.®" 

The  laboratory  report  sometimes  does  not 
appear  in  percentages,  but  in  milligrams  of 
alcohol  per  cubic  centimeter  of  blood.  Since 
one  cubic  centimeter  of  blood  is  approxi- 
mately 1,000  milligrams  by  weight,  then  1% 
of  alcohol  per  cubic  centimeter  would  be 
about  ten  milligrams.  Thus,  0.01%  of  al- 


cohol would  be  about  0.1  milligrams,  and 
0.05%  of  alcohol  would  be  about  0.5  milli- 
grams. Below  that  concentration,  it  is  con- 
sidered that  no  intoxication  exists.  The 
critical  level  at  which  all  are  to  be  consid- 
ered as  intoxicated,  with  0.15%  alcohol 
within  the  blood,  is  equivalent  to  about  1.5 
milligrams  of  alcohol  per  cubic  centimeter 
of  blood  by  weight.  Between  0.5  and  1.5 
milligrams,  certain  people  are  sober,  others 
intoxicated. 

The  modified  Nicloux  method  of  blood 
examination  for  alcohol,  essentially  as  de- 
scribed in  the  United  States  Navy  Labora- 
tory Manual,  is  frequently  followed  because 
it  does  not  require  any  color  standards. 
These  are  difficult  to  make  and  spoil  in  time, 
particularly  if  the  liquid  in  the  color  stand- 
ard tubes  comes  in  contact  with  the  stop- 
pers. 

Technic:  The  reagents  required  are  a saturated  solution  of 
chemically  pure  picric  acid;  a solution  of  3.8  grams  of  po- 
tassium dichromate  in  1,000  cubic  centimeters  of  water;  and 
concentrated  chemically  pure  sulphuric  acid.  A flask  con- 
nected to  a U-shaped  tube  with  volume  markings  in  cubic 
centimeters  Ls  needed. 

To  make  the  test,  5 cubic  centimeters  of  blood  are  added 
to  25  cubic  centimeters  of  picric  acid  solution.  This  is  shaken 
and  allowed  to  stand  for  about  10  minutes,  until  brown.  By 
then,  all  proleids  within  the  blood  are  coagulated  and  pre- 
cipitate to  the  bottom  of  the  container. 

The  whole  is  then  filtered.  The  filtrate  is  yellow  in  color, 
crystal  clear.  All  the  proteids  and  everything  that  does  not 
remain  in  solution,  including  blood  corpuscles,  are  removed 
remaining  on  the  filter  paper. 

Next,  15  cubic  centimeters  of  the  filtrate  Ls  put  in  a flask 
which  will  stand  heat,  gently.  To  the  flask  is  attached, 
by  means  of  glass  tubing  through  a hole  in  the  stopper  in  the 
flask,  the  U-shaped  tube  which  carries  volume  markings.  The 
alcohol  and  some  of  the  water  is  evaporated  from  the  flask, 
condensing  within  the  cold  U-tube.  By  the  time  2.5  cubic 
centimeters  of  distillate  is  collected,  all  of  the  alcohol  will 
have  left  the  blood. 

Then  0.5  cubic  centimeters  of  the  distillate  Ls  placed  in 
each  of  five  test  tubes. 

Potassium  dichromate  solution  in  amount  of  0.5  cubic  centi- 
meters. and  0.5  cubic  centimeters  of  sulphuric  acid  is  added 
to  the  first  tube.  These  substances  oxidize  the  alcohol, 
changing  the  color  sharply.  Should  this  remain  yellow, 
somewhat  as  before  adding  the  test  substances,  then  there  is 
an  excessive  amount  of  dichromate,  far  beyond  the  alcohol 
present.  If  the  color  becomes  blue,  alcohol  is  present  in 
excess,  beyond  the  dichromate.  Should  the  color  turn  green, 
the  amount  of  alcohol  was  just  .sufficient  to  unite  with  the 
dichromate  added.  The  test  tube  must  be  permitted  to  stand 
for  five  minutes  before  final  observation  of  the  colors. 

If  yellow,  less  of  the  dichromate  but  the  same  0.5  cubic 
centimeters  of  sulphuric  acid  is  added  to  the  next  test  tube. 
If  the  color  is  blue,  then  more  dichromate  is  added.  After 
waiting  five  minutes  and  observing  whether  blue,  yellow,  or 
green  Ls  obtained  in  the  .second  tube,  the  amount  is  varied  to 
be  added  to  the  third  tube.  So  the  process  is  continued  until 
finally  a green  color  is  obtained. 

Calculation  of  the  amount  of  alcohol  then  prweeds  as 
follows.  The  number  of  cubic  centimeters  of  dichromate 
required  to  produce  a green  color  times  two.  equals  the  milli- 
grams of  alcohol  per  cubic  centimeter  of  blood.  The  proof 
of  this  conclusion  is  ba.sed  upon  the  fact  that  the  amount  of 
dichromate  in  the  test  reagent  is  just  sufficient  to  permit  one 
cubic  centimeter  of  dichromate  to  fullv  oxidize  one  milligram 
of  alcohol  to  a green  color.  It  may  be  recalled  that  5 cubic 
centimeters  of  blood  was  used,  diluted  to  30  cubic  centi- 
meters. Then  one-half  of  this  was  distilled,  obtaining  all  the 
alcohol  therefrom,  and  .so  the  alcohol  from  2.5  cubic  centi- 
meters of  blood  was  in  the  distillate.  Thus  one  cubic  centi- 
meter of  the  distillate  contains  all  of  the  alcohol  from  one 
cubic  centimeter  of  blood.  Since  0.5  cubic  centimeters  of  the 
distillate  was  placed  in  each  of  the  five  test  tubes,  the  result 
represents  the  alcohol  in  0.5  cubic  centimeters  of  blood.  Thus 
we  multiply  the  result  by  two  in  order  to  determine  the 
amount  of  Mcohol  in  one  cubic  centimeter  of  blood. 

Urine  may  be  studied  by  the  same  method.  The  first  step 
consists  of  taking  5 cubic  centimeters  of  urine  and  25  cubic 
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centimeters  of  water.  'Phis  is  filtereti.  Then.  15  cubic  centi- 
meters of  the  filtrate  is  placed  in  a flask,  just  as  was  done 
in  the  third  step  for  blood.  From  there  on,  the  procedure  is 
identical. 

Interpretation  followed  by  the  Navy  is  in  accordance  with 
the  same  standards  as  the  National  Safety  Council.  Thus 
().05%  or  0.5  milligrams  of  alcohol  j>er  cubic  centimeter  of 
blood  is  the  top  limit  of  those  considered  as  in  no  way  under 
the  influence  of  alcohol  to  sufficient  degree  to  warrant  any 
prosecution  before  a Court  Martial.  If  the  concentration  is 
greater  than  0.15%  or  1.5  milligrams  per  cubic  centimeter  of 
blood,  intoxication  is  presumed  to  be  present. 

Another  popular  test  is  Bogan’s  Method.  The  reagents  re- 
<juired  are  Ansties,  which  is  % of  1%  potassium  dichromate 
in  concentrated  sulphuric  acid.  This  Is  diluted  with  water  in 
equal  parts  before  use.  Scott-Wilson  reagent  is  1.0  gram  of 
mercury  cyanide  in  60  cubic  centimeters  of  water,  to  which 
is  added  a mixture  of  Ys  gram  of  .sodium  hydroxide  in  60 
cubic  centimeters  of  water,  and  then  with  addition  of  a mix- 
ture of  0.29  grams  of  silver  nitrate  in  40  cubic  centimeters 
of  water. 

Standard  colors  are  prepared.  Eleven  test  tubes  are  marked 
for  0.  0.5,  1.0,  1.5,  2.0,  2.5,  3.0,  3.5,  4.0.  4.5.  and  5.0  milli- 
grams of  alcohol.  Then  5 cubic  centimeters  of  Ansties  reagent 
Ls  added  to  each  tube.  0.05  cubic  centimeters  of  1%  alcohol 
Is  added  to  the  tube  labelled  0.5  milligrams.  This  amount  is 
increased  by  0.05  cubic  centimeters  in  each  succeeding  tube, 
thus  placing  in  the  tubes  the  amount  of  alcohol  called  for  by 
the  labels.  Distilled  water  is  used  for  the  tube  marked  (). 
Then  all  of  the  tubes  are  diluted  with  water  to  an  equal 
volume.  The  tubes  are  placed  in  a boiling  water  bath  for  ten 
minutes,  cooled  and  sealed.  Variations  in  color  appear  in 
each  tube  depending  on  the  amounts  of  alcohol 

Equipment  required  to  perform  the  test  consists  of  four 
glass  tubes,  each  U-shaped,  connected  to  one  another  by  glass 
tubing  which  passes  through  stoppers.  A water  suction  pump 
is  connected  to  the  final  tube.  When  thLs  Ls  turned  on.  it 
will  suck  air  through  the  entire  series. 

The  method  of  testing  is  to  place  one  cubic  centimeter  of 
blood  or  urine  in  the  first  tube,  which  is  farthest  from  the 
water  pump.  One  cubic  centimeter  of  Scott-Wilson  reagent  is 
added  to  that  tube  and  5 drops  of  liquid  petrolatum  floated 
upon  the  surface  to  prevent  foaming  when  air  is  drawn 
through.  In  the  fourth  tube,  that  closest  to  the  suction  pump. 
5 cubic  centimeters  of  Ansties  reagent  is  placed.  Nothing  is 
put  in  the  second  and  third  tubes,  which  simply  serve  as 
traps  to  prevent  any  liquid  material  becoming  drawn  from  the 
first  into  the  fourth.  The  water  pump  Ls  started,  the  four 
tubes  are  placed  in  a boiling  water  bath,  and  the  air  is 
slowly  drawn  through  for  ten  minutes. 

The  color  changes  in  the  fourth  tul>e.  When  finished,  all 
of  the  alcohol  has  been  evaporated  and  chemically  changed 
in  the  fourth  tube.  Comparison  with  the  standards  will  de- 
termine the  amount  of  alcohol  in  one  cubic  centimeter  of 
blood  or  urine. 


Alcohol  Tests  for  Drunkenness 
AS  Evidence 

Persons  complaining  that  their  constitu- 
tional rights  have  been  invaded  by  the  use 
against  them,  in  a criminal  case,  of  evidence 
secured  by  means  of  a compulsory  physical 
examination  or  other  invasion  of  their  bod- 
ily integrity  have  most  frequently  relied 
upon  the  privilege  against  self-incrimina- 
tion, or  against  being  compelled  to  give  tes- 
timony against  oneself  in  a criminal  case, 
contained  in  the  constitutions  of  the  United 
States  and  most  of  the  states.  The  conten- 
tion has  met  with  little  favor  in  recent  pro- 
ceedings in  the  state  courts,  most  of  which 
have  continued  to  draw  the  distinction  be- 
tween “real”  and  “verbal”  evidence,  holding 
that  the  privilege  protects  only  against 
“testimonial  compulsion”.  So  it  has  been 
held  that  the  privilege  was  not  violated  by 
reception  of  evidence  of  blood  tests,^^  urin- 
alysis for  alcohol,^^  and  breath  tests  for  in- 
toxication in  drunken  driving  prosecu- 
tions.^'' 


Thus  it  is  held  by  the  courts  that  the 
accused  in  a criminal  case  suffers  no  depri- 
vation of  constitutional  rights  through  the 
use  against  him  of  evidence  obtained  by 
means  of  compulsory  physical  examinations 
and  tests.  The  privilege  against  self-incrim- 
ination  has  usually  been  held  to  relate  only 
to  “testimonial  evidence”,  as  opposed  to 
compulsory  production  or  surrender  of  real 
of  objective  evidence.  However,  a decision 
of  the  United  States  Supreme  Court,  with- 
out directly  discrediting  earlier  decisions 
approving  the  use  of  such  evidence,  has  held 
that  the  manner  in  whcih  the  evidence  is 
procured  is  a relevant  consideration  in  de- 
termining whether  the  due  process  require- 
ment embodied  in  the  fourteenth  amend- 
ment has  been  complied  with,  and  that 
compulsory  physical  examinations  and  tests 
may  be  carried  out  in  such  an  atmosphere 
of  violence  and  illegality  as  to  require  fed- 
eral intervention  to  set  aside  state  convic- 
tions secured  by  the  use  of  evidence  so  ob- 
tained. 

Alcohol  and  Amnesia 

Alcohol  is  a potent  factor  in  the  produc- 
tion of  amnesia,  not  only  when  drunkenness 
has  become  so  deep  that  the  individual  is 
unable  to  walk  about,  but  with  lesser 
amounts,  automatism  is  common.  Then  the 
individual  may  seem  to  be  a most  pleasant 
fellow,  but  in  an  alcoholic  trance,  a condi- 
tion that  may  be  called  pathological  drunk- 
enness. He  may  have  no  recollection  of 
what  he  and  others  did  during  such  a period 
of  partial  consciousness.  The  subject  is  fre- 
quently before  the  courts  in  relation  to 
crime,  and  many  accidents  are  so  caused. 

The  drinking  of  even  small  amounts  may 
lead  to  profound  disturbance  in  thinking, 
with  detachment  of  mentality.  Then  the 
individual  may  observe  himself  with  amuse- 
ment or  abhorrance,  leading  to  careful 
avoidance  of  circumstances  that  may  be 
hazardous,  such  as  driving  cars,  or  to  utter 
disregard  of  what  may  happen  and  with 
reckless  abandon.  It  appears  probable  that 
very  few  people  become  partially  uncon- 
scious to  dangerous  degree  with  less  than 
two  ounces  of  whiskey  or  two  bottles  of 
beer,  but  with  greater  dosage  some  develop 
a certain  degree  of  automatism.  With  about 
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six  or  seven  ounces  of  whiskey,  equivalent 
to  six  or  seven  bottles  of  beer,  it  is  true  that 
all  people  have  sufficient  derangement  in 
mentality  to  interfere  with  safe  driving  and 
are  very  likely  to  suffer  with  marked  dis- 
association  of  personality. 

Psychopaths,  epileptics,  people  who  sus- 
tain head  injuries,  sun  stroke,  or  any  other 
condition  interfering  with  mentality  are  far 
more  subject  to  disassociation  of  conscious- 
ness and  amnesia  with  alcohol.  The  person 
may  appear  to  be  entirely  normal,  but  com- 
pletely amnesic,  having  no  recollection  at  a 
later  time  of  what  he  did.  He  may  go  to 
some  distant  city  with  no  recollection  of  the 
method  of  travel.  During  periods  of  am- 
nesia, these  people  sometimes  do  most  bril- 
liant work,  doctors  perform  surgical  opera- 
tions, musicians  play  with  outstanding 
ability,  attorneys  conduct  complex  trials, 
forgery  and  other  crimes,  not  infrequently 
of  ugly  nature,  are  performed.  Marked 
emotional  anxiety  is  common  and  misinter- 
pretation may  lead  to  serious  defensive  re- 
actions. These  people  sometimes  commit 
murder  without  the  slightest  evidence  of  re- 
morse, and  may  deliver  themselves  to  the 
police  with  an  utterly  impersonal  attitude 
as  to  the  consequences.  These  are  instances, 
definitely,  of  temporary  insanity. 

Korsakow’s  psychosis  is  commonly  de- 
fined as  a condition  of  deranged  mentality 
resulting  from  chronic  alcoholism  and  char- 
acterized by  inflammation  of  many  peri- 
pheral nerves,  polyneuritis.  An  identical 
symptom  complex  results  from  pellagra,  and 
senile  psychosis.  Amnesia  is  a characteristic 
finding  with  marked  defect  in  memory  for 
recent  events.  These  people  are  subject  to 
confabulation,  imagery,  endeavoring  to  fill 
the  gaps  of  memory  with  almost  any  tale 
that  seems  applicable  at  the  moment.  This 
is  not  direct  falsehood,  but  seems  to  be  a 
mental  process  whereby  the  individual  en- 
deavors to  cooperate  by  answering  without 
logical  thinking  and  probably  by  incorrect 
recalling  of  memory  experiences  of  the  past. 
The  person  is  disordered  in  relation  to  time 
and  space.  We  probably  deal  with  failure  to 
extract  the  correct  memory  from  within  the 
recesses  of  the  brain,  although  many 
authorities  consider  the  trouble  to  be  the 


result  of  lass  of  the  power  of  proper  reten- 
tion of  memory.  Careful  questioning  dis- 
closes the  presence  of  confabulation,  be- 
cause answers  given  to  the  same  or  similar 
questions  at  different  times  fail  to  agree.^** 

Wood  alcohol  causes  derangement  within 
mentality  very  similar  to  that  of  ethyl  al- 
cohol, which  is  normally  found  within  in- 
toxicating beverages.  Amnesia  seems  less 
likely  to  continue  after  recovery  from  drink- 
ing wood  alcohol,  perhaps  because  people 
do  not  drink  wood  alcohol  intermittently  or 
contmuously  for  long  periods  of  time,  with 
repeated,  further  destruction  of  the  brain. 

Absinthe  produces  terrible  convulsions  in 
addition  to  the  ordinary  effects  of  alcohol. 
Amnesia  in  relation  to  the  convulsions  is 
to  be  expected,  and  brain  deterioration  is 
marked.^' 
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THE  CASE  FOR  CLINICAL  RESEARCH 

Edward  M.  Bohan,  M.D.* 

Basic  research  is  cheap  and  unpredict- 
able. Therein  lies  beauty  to  the  inventive 
mind  and  some  of  life’s  greatest  achieve- 
ments. Some  people  devote  their  whole  lives 
to  their  hearts’  desires,  the  emotions  that 
make  men  rather  die  on  the  outskirts  of 
civilization  than  live  in  luxury  at  its  center. 
Others  project  their  longings  into  part-time 
hobbies,  during  or  after  their  hours  of  eco- 
nomic necessity. 

Applied  or  developmental  research  are 
often  too  costly  for  hobbies.  Research  can 
be  an  industry  in  itself,  so  a careful  ap- 
proach to  the  subject  must  be  made.  While 
the  government  has  granted  more  money 
for  research,  there  is  danger  that  institu- 
tions can  be  motivated  to  seek  grants  and 
aids  without  understanding  the  real  purpose 
of  research,  and  to  proceed  without  the  per- 
sonnel capable  of  making  the  best  use  of 
funds. 

Chemical  companies  trace  30  to  40  per 
cent  of  their  sales  volume  to  research.  Du 
Pont  nylon  came  from  basic  research  in 
molecular  structure.  Carothers,  in  1927, 
simulated  the  long  chain  molecules  found 
in  silk.  93%  of  government  research  money 
goes  for  specific  projects.  Gray-  says,  “The 
paucity  of  support  for  basic  research  could 
be  our  Achilles’  heel”. 

Research  is  the  free  gift  of  history.  One 
must  take  the  material  offered  and  weave 
it  into  a narrative.  The  material  must  be 
proven  truth.  Meticulous  attention  to  facts, 
detail,  and  unhurried  approach  to  the  sub- 
ject constitute  investigative  searching  back 
at  its  finest.  There  are  numerous  errors'*  in 
medical  literature  assumed  to  be  infallible 
scientific  doctrines.  Some  have  been  passed 

^ Director  of  Clinical  Research.  St.  Francis  Hospital.  Wil- 
m ing  t on . Del  a wa  re . 


down  from  teacher  to  student  for  many 
years. 

Qualities  Necessary  for  Research 
Research  started  from  a known  truth 
must  possess  qualities  of  meditation  and 
contemplation.  Bolitho'  speaks  of  more 
adulation  for  the  man  who  sits  on  the  shore 
and  contemplates  the  ocean  before  him. 
This  perspective  quality  is  very  lacking  in 
our  14-1  = 2 existence.  Besf*  says,  “The 
emphasis  should  be  on  solid  fundamental 
facts,  but  one  should  look  very  carefully  at 
findings  which  are  apparently  out  of  line  in 
the  hope  of  gaining  new  leads”. 

A researcher  and  his  workers  must  be 
mature  and  constructive.  Objectivity,  as  in 
winning  a battle,  is  essential.  Some  indi- 
viduals have  not  learned  to  think  objec- 
tively, and  patience  to  develop  this  quality 
is  necessary.  Open-mindedness,  calmness, 
and  understanding,  are  aids,  which,  if  not 
present,  should  be  acquired.  Self-confi- 
dence, self-discipline,  and  respect  for  others, 
create  a poise,  stature,  and  sense  of  propor- 
tion which  mould  the  researcher’s  precious 
individuality. 

Medical  Research  in  a Hospital 
Unlike  the  personnel  in  the  chemical  and 
drug  industry,  the  employees  of  the  hos- 
pital patient’s  medical  team,  i.e.,  the  hos- 
pital authorities,  doctors,  nurses,  medical 
technologists,  medical  librarians,  and  others, 
are  not  always  conscious  in  their  daily  rou- 
tine of  their  research  value  to  themselves 
and  the  community.  In  fact,  the  com- 
munity'* is  sometimes  more  aware  of  the 
value  of  research  than  the  hospital  team, 
engaged  by  the  patient  for  his  welfare. 

Progress  in  any  profession  is  measured 
by  the  amount  of  research  done  in  it.  Hos- 
pitals cannot  progress  unless  they  study 
themselves  and  seek  methods  of  improve- 
ment. This  is  true  in  all  areas  of  hospital 
activity,  medical,  education,  nursing  serv- 
ice, technical  services,  and  hospital  admin- 
istration itself. 

Research  Organization 
A Clinical  Research  Society  can  be 
started  with  little  assistance.  Aid  to  the 
work  done  by  the  society  can  be  given  by 
the  hospital  authorities.  The  clinical  group 
has  need  for:  1.  Place  of  meeting,  2.  Use  of 
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recording  apparatus  and  photography 
equipment,  3.  Stationery  and  postage,  4. 
Issuance  of  reprints,  5.  Constant  encourage- 
ment. 

Research  should  be  daily,  up-to-date,  and 
reviewed  at  a special  meeting  or  at  the  reg- 
ular conferences  of  the  Medical  Staff.  The 
Director  of  Research  is  responsible  for  keep- 
ing the  program  moving  and  publication  of 
suitable  material.  Every  word  uttered  in  a 
hospital  may  have  value.  Gripes  must  be 
distinguished  from  complaints.  The  former 
are  frequent,  irresponsible  utterings,  and 
should  be  completely  ignored.  The  latter 
must  be  entertained  in  one’s  mind  as  in- 
valuable, constructive  suggestions,  and  fol- 
lowed through  as  a research  problem. 

A person  can  keep  active  in  an  extensive 
program  like  this  with  the  able  assistance 
of  his  co-workers.  He  cannot  hold  too  many 
positions,  medical  or  non-medical,  which 
result  in  lack  of  concentration,  or  lead  a 
disorganized  daily  existence.  The  research 
group  should  become  trained  mentally  and 
physically  to  take  part  in  the  medical  effort 
as  a whole.  Willingness  to  read  is  essential. 
Reading  takes  less  effort  and  time  than 
listening.  While  didactics  is  important,  it 
can  be  overdone.  On  the  other  hand,  the 
clinical  side  of  medicine,  so  important  to 
Osier,  is  often  neglected.  We  are  often 
swayed  by  the  silver-tongued  orator,  the 
overzealous  advertiser,  or  the  giver  of  funds. 
(“Timeo  Danaos  et  dona  ferentes.”0 ** 

**  I fear  the  Greeks  bearing  gifts. 

Simple  Economics  for  Hospital 
Personnel 

The  recording  of  all  material  in  hospitals 
is  the  best  way  to  conserve  the  hospital  pro- 
ceedings and  has  been  adopted  by  many 
administrations.  This  can  often  be  extended 
to  simplify  the  work  in  other  departments. 
Dictating  into  central  units  is  a great  time- 
saver  and  conducts  the  sound  to  one  or 
more  stenographers.  Blind  stenographers 
have  been  used  for  this  work.  In  this  age 
of  shortage  in  personnel,  time  and  motion 
study  are  often  needed  to  save  personnel  for 
more  essential  duties.  Time  may  be  added 
to  research  projects  in  this  manner. 

Material  for  journals  can  be  easily  edited 
and  sent  for  publication  if  all  conferences 


and  scientific  meetings  are  recorded.  More 
ambitious  staffs  can  publish  their  own  jour- 
nals. 

The  effort  to  conserve  the  energy  of  the 
professions  of  medicine  and  allied  groups 
for  important  hospital  work  can  be  accom- 
plished by  action  outside  the  hospital.  Med- 
ical societies  conserve  the  valuable  energy 
of  the  healing  arts  by  organizing: 

1.  Night  call  emergency  systems  with 
minimum  fees 

2.  Clinical  sessions  to  replace  some  of 
the  numerous  didactic  lectures 
which  (in  quantity  only)  consume 
much  of  the  physician’s  time 

3.  Sponsoring  of  occasional  regular 
meetings  in  medical  economics  to: 

a.  Save  the  physician’s  time  in 
bookkeeping  and  tax  worries 

b.  Keep  him  up  to  date  with  auto- 
mation and  simplified  office  meth- 
ods. 

Better  public  relations,  better  diagnosis 
and  treatment,  and  better  organization  de- 
rived from  a vigorous  program  like  this  will 
mean  more  time  for  research  and  leisure. 

Programs  such  as  these  often  need  extra- 
mural advice  and  direction  from  our  con- 
freres in  the  business,  scientific,  and  legal 
worlds. 

Clinical  research  can  ally  itself  with  lab- 
oratory research  by  communication  or  di- 
rect contact  under  one  roof.  It  should  also 
associate  itself  with  other  arts  and  sciences. 
Medicine  must  never  be  divorced  from 
philosophy.  Nor  should  we  forget  the  spirit 
of  research.  This  has  been  well  described 
by  Gottschall  in  the  August  1956  issue  of 
the  Delaware  State  Medical  Journal.  It  is 
advisable  to  read  the  article.  He  describes 
students  of  research  as  those  who  are  driven 
forward  by  the  insatiable  thirst  for  knowl- 
edge that  has  possessed  men  and  directed 
their  endeavors  for  centuries.  “It  is  the 
spirit  of  research  that  guides  them  all.  It  is 
more  than  mere  curiosity.  It  is  an  over- 
whelming desire  which  has  lived  in  the 
hearts  of  scientifically  minded  men  since 
time  immemorial”. 

Summary 

1.  The  need  for  more  basic  clinical  hospital 
research  is  stressed.  Time  must  be  stolen 
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from  other  activities. 

2.  Methods  of  accomplishing  this  aim  are 
outlined  by  coordinating  the  whole  hos- 
pital personnel  into  reasonable,  emo- 
tional and  physical  spheres  of  attain- 
ment. Objective  thinking  is  imperative 
to  this  program. 

3.  The  hospital  is  envisioned  as  a total,  co- 
operative research  unit.  All  personnel 
must  be  research  conscious  during  their 
hospital  hours. 

4.  Medical  photography  is  essential.  Time 
and  motion  studies  in  hospitals  may  be 
helpful  in  adding  to  the  little  moments 
now  available  for  research. 

5.  Greater  efficiency  in  the  practice  of  med- 
icine can  aid  the  physician  and  other 
professional  medical  groups  in  conserv- 
ing time  and  energy  needed  for  vital  re- 
search projects,  e.g.,  clinical  research  can 
be  indirectly  helped  by  the  establish- 
ment of  an  emergency  call  system  in  a 
State  or  County  Medical  Society. 

6.  In  order  to  conserve  the  valuable  pro- 
ceedings of  the  hospital  medical  staff,  all 
clinical  conferences  and  scientific  meet- 
ings should  be  recorded.  A good  propor- 
tion of  these  recordings  can  be  sent  to  a 
medical  journal.  Our  State  Journal  is 
entitled  to  a preferential  share. 
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PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

(The  167th  Annual  Session  of  the  Medical  So- 
ciety of  Delaware  was  called  to  order  at  4 o’clock. 
P.M.,  September  13,  1956,  at  the  Henlopen  Hotel, 
Rehoboth  Beach,  Delaware,  President  Glenn  M. 
Van  Valkenburgh,  presiding. 

(President  Van  Valkenburgh  called  the  meeting 
of  the  House  of  Delegates  to  order.) 

President  Van  Valkenburgh:  I believe  we 

have  a quorum  present.  We  will  call  the  roll  and 
find  out.  Dr.  Cannon. 

(A  roll  call  was  taken  by  Dr.  Cannon  and  a 
quorum  was  declared  present.) 

President  Van  Valkenburgh:  The  minutes  of 
the  last  session  were  printed  in  the  Journal.  If 
there  is  no  objection,  we  will  approve  the  minutes 
of  the  last  session  as  printed.  Is  there  a motion 
to  that  effect? 

Dr.  M.  a.  Tarumianz  (Farnhurst):  I so  move, 
sir. 


(The  motion  to  approve  the  minutes  of  the  last 
session  was  second^  and  carried.) 

President  Van  Valkenburgh:  We  will  now 

have  the  report  of  the  officers.  First,  the  Presi- 
dent’s report. 

In  reporting  to  the  House  of  Delegates,  I must 
first  mention  that  the  death  of  Dr.  W.  Edwin 
Bird  has  been  a great  loss  to  tbe  Society.  His 
long  services  as  editor  of  the  Medical  Journal 
and  as  Executive  Secretary  are  well  known  to  all 
of  you. 

President  Van  Valkenburgh:  We  will  now 

have  the  Secretary’s  report. 

Report  of  the  .Secretary 

The  office  of  the  Secretary  has  been  conducttni 
on  a current  basis  during  the  past  year.  The  file 
of  the  minutes  of  the  Council  has  been  prepared 
and  maintained  in  mimeograph  form. 

The  Secretary  attended  a meeting  in  Chicago 
pertaining  to  the  implementation  of  the  Depend- 
ents Medical  Care  Act  and  transmitted  in  full  a 
report  to  the  President  of  the  State  Society. 

No  outstanding  problems  have  developed  dur- 
ing the  past  year. 

Respectfully  submitted, 

Norman  L.  Cannon,  Secretary 

President  Van  Valkenburgh:  The  report  of 
the  Treasurer. 

Dr.  Charles  Levy  (Wilmington) : I have  sev- 
eral reports,  Mr.  Chairman.  One  is  the  audit  re- 
port of  Haggerty  & Haggerty,  dated  December  31, 
1955,  which  I do  not  think  I need  read  because 
copies  were  sent  to  each  member  of  the  Audit 
Committee. 

Report  of  the  Treasurer 


Statement  of  Cash  Receipts  and  Disbursements 
for  the  Eight  Months  Ended  August  31,  1956 

Balance,  January  1,  1956  $ 2,216.04 

Receipts: 

Dues $25,950.00 

Rent — exhibit  space- 

annual  session  475.00 

Dividends  on  investments  . 444.50 

A.M.A. — reimbursement  for 

collection  of  dues  85.63 

Proceeds — sale  of  member- 
ship lists  2.00 

Employees’  withholdings  . . 959.76 


27,916.89 


$30,132.93 

Disbu  rsements : 

Salaries  $ 4,903.31 

Dues  remitted — A.M.A.  . . . 8,625.00 

Subscriptions — State  Med- 
ical Journal  1,042.50 

Rent — office 500.00 

Convention  expenses  364.50 

Stenotypist — annual  session  259.39 

Auditing 175.00 

Stationery  and  printing  . . . 93.72 

Telephone  89.42 

Committee  expenses  78.50 

Payroll  taxes  77.97 

Council  meeting  64.35 

Local  travel  61.32 

Treasurer’s  bond  62.50 

Dues  and  subscriptions  . . 60.00 

Refund — dues  in  error  prior 

year  50.00 

Miscellaneous  27.06 

Postage 12.73 

Employees’  withholdings  . . 878.59 


17,425.86 


Balance,  August  31,  1956  $12,707.07 
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Assets  at  August  31,  1956: 
Cash — regular  account 


above  $12,707.07 

Cash — defense  fund  4,665.13 

Investments — cost  17,241.08 


$34,613.28 

Liabilities  at  August  31,  1956: 

Employees’  withholdings  . .$  267.74 

Due  to  Delaware  State 

Medical  Journal  3.00 


270.74 


Net  Worth,  August  31,  1956  $34,342.54 

I might  say  that  the  revenue  realized  was 
$12,000  in  1955,  and  the  expenditures,  salaries, 
$3,672;  operations,  $2,573;  and  office,  $1,182. 

Now,  I sent  around  some  copies  of  the  second 
report  which  is  that  of  the  eight  months  ending 
August  31,  1956,  which  showed  a cash  balance 
of  $2,216.04. 

The  receipts,  including  dues,  dividend  on  in- 
vestments, the  reimbursement  by  the  AMA  for 
my  collection  of  dues,  and  so  on,  amounted  to 
$27,916. 

Disbursements,  that  is,  salaries  such  as  for  Mr. 
Morris,  dues  remitted — my  sending  the  AMA  $25 
per  member  which  is  remission  of  dues,  sub- 
scription to  the  State  Journal,  $3  of  our  State 
dues  going  to  the  State  Journal,  rent,  and  those 
of  you  have  copies  which  I have  placed  on  some 
of  these  seats,  showing  the  disbursements  of 
$17,425.86. 

There  is  a balance  as  of  August  31  of  $12,707. 

I don’t  think  I need  go  into  the  assets  which  we 
have  in  our  vault  which  consist  of  certain  regular 
funds  and  certain  stocks  and  bonds  which  are 
present. 

Mr.  Chairman,  that  is  my  report,  and  I have 
placed  some  of  these  at  the  chairs  so  that  the 
members  of  the  House  of  Delegates  can  look  them 
over. 

President  Van  Valkenburgh:  Thank  you.  Dr. 
Levy.  Is  there  a discussion  of  the  Treasurer’s 
report? 

(No  response.) 

It  was  moved,  seconded  and  carried  that  the 
Treasurer’s  report  be  accepted. 

President  Van  Valkenburgh:  Mr.  Morris 

will  give  the  Executive  Secretary’s  report. 

Report  of  the  Executive  Secretary 

The  Executive  Secretary  reports  a current  mem- 
bership in  this  Society  of  389,  which  represents 
an  increase  of  8 members  during  the  past  year. 
The  membership  by  Counties  stands  as  follows: 
New  Castle  Kent  Sussex 

314  27  48 

The  correspondence  and  other  continuing  work 
of  the  Society  has  been  kept  on  a current  basis. 

Exhibits 

We  have  the  same  number  of  exhibits  this  year 
as  last.  There  is,  however,  a 9%  decrease  in  gross 
revenue,  due  largely  to  our  inability  to  command 
equal  rates  for  what  has  been  in  the  past  ob- 
viously poorer  attendance.  We  have  been  talking 
for  several  months  with  representatives  of  exhibit- 
ing firms  in  an  effort  to  make  our  meetings  more 
attractive  to  them.  Unfortunately,  we  have  al- 
ways been  finally  confronted  with  the  fact  that 
our  attendance  is  poor,  particularly  at  downstate 
meetings.  Thus,  the  cost  physician  ratio  of  our 
exhibitors  is  high.  The  programs  of  these  meet- 
ings have  been  good,  and  no  active  member  of 


this  lives  more  than  100  miles  from  any  place 
we  have  met.  Therefore,  we  ask  that  each  physi- 
cian here  cooperate  in  urging  all  members  of  the 
Society  to  attend  these  Annual  Meetings,  now 
and  in  the  future.  In  no  other  way  can  our 
dwindling  revenue  from  exhibits  be  increased,  and 
in  no  other  way  will  we  be  able  to  expand  the 
scope  and  value  of  the  meetings. 

■Meetings 

The  Executive  Secretary  attended  the  June 
meeting  of  the  American  Medical  Association  in 
Chicago,  and,  on  the  same  trip,  the  Annual  Meet- 
ing of  the  Conference  of  Presidents  and  other 
Officers  of  State  Medical  Societies.  These  meet- 
ings enabled  us  to  meet  medical  executives  from 
other  states,  and  to  learn  something  of  the  opera- 
tions of  other  Societies.  Contacts  made  there  have 
already  provided  useful  information  about  spe- 
cific problems  that  have  arisen. 

Together  with  the  officers  of  the  Society,  we 
have  visited  each  County  Society.  We  have  en- 
joyed these  visits,  and  appreciate  the  hospitality 
that  was  shown. 

Public  Relations 

It  is  a common  and  often  costly  error  to  con- 
fuse publicity  with  public  relations.  This  Society 
should  develop  a broad,  well-based  series  of  op- 
erations, which  can  then  be  publicized  to  help 
create  good  public  relations.  These  operations 
necessarily  will  be  incidental  to  the  personal  work 
of  each  physician,  for  better  or  worse,  in  forming 
public  opinion. 

A campaign  to  place  the  services  and  progress 
of  medicine  before  the  public  was  begun  in  the 
early  spring.  The  sudden  death  of  Dr.  Bird  made 
it  impossible,  in  point  of  time  available,  for  this 
to  have  been  continued  on  the  scale  we  had 
planned. 

We  have,  however,  made  use  of  the  media  avail- 
able to  us.  The  newspaper  and  television  outlet 
in  the  state  have  cooperated  in  giving  us  space 
and  time,  and  we  have  cooperated  with  one 
County  Society  in  publicizing  a 13-week  series  of 
programs  sponsored  by  a radio  station  and  the 
County  Society.  Sponsorship  of  such  programs 
on  a local  basis  is  an  excellent  public  relations 
tool,  and  the  State  Society’s  office  will  be  glad  to 
help  any  County  Society  in  arranging  for  any 
series  or  event  that  the  County  feels  would  be 
locally  effective. 

In  keeping  with  the  policy  of  expanding  our 
operations  and  thereby,  our  opportunities  to  cre- 
ate good  public  relations,  the  Society  joined  with 
the  Mentel  Health  Association  of  Delaware  in 
presenting  a public  film  forum  during  Mental 
Health  Week.  This  was  followed  by  a question 
and  answer  period  on  problems  of  mental  health. 
The  program  sponsorship  was  experimental  on 
our  part,  to  test  its  possibilities.  The  audience 
reaction  was  favorable,  and  leads  us  to  hope  this 
method  can  be  used  successfully  in  other  fields. 
The  Executive  Secretary  represented  the  Medical 
Society  of  Delaware  on  the  Executive  Committee 
for  Mental  Health  Week,  and  on  the  Public  Re- 
lations Committee  for  that  event. 

We  have  worked  with  the  newspapers  in  put- 
ting before  the  public  such  information  as  the 
Food  and  Drug  Administration  has  thought  neces- 
sary for  the  public  welfare. 

We  have  cooperated  with  the  press  in  its  cov- 
erage of  such  special  events  as  the  Medico-Legal 
Symposium,  after  which  the  Executive  Secretary 
was  available  in  the  city  room  of  the  Wilmington 
newspapers  to  assist  reporters  in  their  gathering 
and  assembling  of  the  facts  of  the  proceeding. 
In  this  instance  nearly  seven  column  feet  of  cov- 
erage were  obtained  in  the  Wilmington  Morning 
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News  and  Journal  Every-Evening  alone.  Re- 
leases were  made  available  to  all  daily  and  week- 
ly newspapers  in  the  state.  Similar  releases  and 
coverage  have  been  arranged  for  this  meeting, 
and  it  is  hoped  that  the  results  will  be  as  satis- 
factory. 

Legislation 

We  have  attended  many  of  the  Sessions  of  the 
General  Assembly  this  year,  chiefly  as  an  ob- 
server, and  as  a defensive  precaution.  From  the 
standpoint  of  the  Society,  the  year  has  not  been 
an  active  one,  politically.  In  consideration  of  the 
views  of  a significantly  large  number  of  members 
of  the  present  Assembly,  as  expressed  during  last 
year’s  passage  of  the  act  by  which  Chiropractors 
entered  the  Workman’s  Compen.sation  Field,  and 
of  the  advice  of  several  professional  and  experi- 
enced observers  of  the  State  Legislature,  it  has 
not  seemed  wise  to  present  a program  of  our  own 
this  year.  We  are  hoping  that  next  year  we  can 
present  such  a program,  less  to  introduce  new 
law  than  to  strengthen  that  existing.  There  is 
reason  to  believe  that  an  ancilliary  group,  which 
has  been  exerting  nation-wide  pressure  to  infringe 
upon  the  perogative  of  the  licensed  physician, 
will  soon  bring  its  campaign  into  the  Delaware 
Legislature.  We  hope  to  block  this  attempt,  or, 
failing  that,  to  defeat  it  when  it  arises.  We  have 
been  collecting  supportive  evidence  for  that  pur- 
pose. 

We  have  worked  with  the  Industrial  Accident 
Board  to  develop  a current  interpretation,  in- 
corporating the  recent  amendments,  of  the  Work- 
man’s Compensation  Statute  of  Delaware.  This 
interpretation  appeared  in  the  September  issue 
of  the  Journal. 

In  the  field  of  federal  legislation,  the  Society 
was  active  in  what  was  ultimately  the  losing  fight 
against  the  Social  Security  Amendments  of  1955 
in  the  U.  S.  Senate.  The  hill  was  signed  into  law 
in  August  of  this  year.  The  Executive  Secretary’s 
office  collected  and  coordinated  material  for  a 
campaign  of  letters,  telegrams  and  telephone  calls 
to  our  representatives  in  the  Senate,  which  were 
sent  both  by  individual  members  and  directly 
from  tbis  office.  Dr.  Lewis  B.  Flinn  represented 
the  Society  in  its  hearing  before  tbe  Senate  Fi- 
nance Committee.  Material  concerning  this  bill 
and  our  stand  on  it  was  made  available  to  the 
newspapers,  who  cooperated  in  putting  forth  our 
position  and  reasoning.  It  is  pleasant  to  be  able 
to  report  that  both  of  Delaware’s  Senators  voted 
against  this  bill,  in  the  face  of  strong  pressure  to 
support  it,  both  from  the  majority  party  in  the 
Senate  and  from  other  pressure  groups  with  rep- 
resentation in  Washington. 

Journal 

In  March  of  this  year,  the  responsibility  of 
managing  the  business  of  the  Journal  was  trans- 
ferred to  the  Executive  Secretary.  From  the  time 
of  Dr.  Bird’s  death  until  the  appointment  of  his 
successor  in  June,  this  office  also  assisted  in  the 
editing  of  the  Journal.  We  are  very  grateful  to 
Dr.  M.  A.  Tarumianz  and  Dr.  N.  L.  Cannon  of 
the  Publications  Committee  for  tbeir  indispensable 
help  during  this  unavoidably  difficult  period. 

A.M.E.F. 

The  Executive  Secretary  cooperated  with  the 
Chairman  of  the  AMEF  Committee  in  distrib- 
uting information  provided  by  Dr.  Poole  concern- 
ing the  drastic  need  of  the  nation’s  medical 
schools  for  funds.  The  results  were,  we  think, 
good.  156%  of  last  year’s  number  of  contributors 
gave  130%  as  much  money  to  the  AMEF.  The 
Society  is  indebted  to  Dr.  Poole  for  his  work  on 
behalf  of  this  important  cause. 


The  State  Society  made  an  effort  to  cooperate 
with  the  Philadelphia  Medical  Schools  to  bring 
graphic  information  about  medical  education  to 
Delaware  during  National  Medical  Education 
Week.  We  contacted  both  the  Medical  Society 
of  Pennsylvania  and  the  Philadelphia  County 
Medical  Society  for  help  in  this,  but  were  ul- 
timately frustrated  by  the  failure  of  the  schools 
themselves  to  provide  any  observation  of  the  event 
that  could  possibly  bave  been  used  here.  The 
cost  of  creating  a state-wide  observance  without 
such  help  would  have  been  prohibitive.  Some 
observance  was  made  by  two  of  tbe  component 
County  Societies,  and  by  the  Woman’s  Auxiliary. 
Placement  Bureau 

The  Executive  Secretary’s  office  is  endeavoring 
to  establish,  on  a small  scale,  a placement  bureau, 
with  tbe  thought  that  there  are  areas  in  the  state 
which  might  benefit  from  such  a service.  In  the 
past  few  months  information  about  available  op- 
portunities bas  been  given  to  several  phvsicians. 
We  should  like  to  emphasize  that  this  informa- 
tion can  only  come  from  the  profession  in  Dela- 
ware, and  to  ask  that  the  existence  of  any  open- 
ings be  called  to  our  attention. 

Tbis  report  must  regretfully  record  the  great 
loss  to  the  Medical  Society  of  Delaware  of  W. 
Edwin  Bird,  M.D.,  Executive  Secretary  of  the 
Medical  Society  of  Delaware  and  Editor  of  the 
Delaware  State  Medical  Journal. 

Dr.  Bird  devoted  a large  part  of  his  life  and 
effort  to  this  Society  and  to  its  Journal  and  his 
passing  leaves  a void  which  is  deeply  felt. 

Respectfully  submitted, 

Lawrence  C.  Morris,  Jr.,  Executive  Secretary 

President  Van  Valkenburgh:  Is  there  any 

discussion  of  this  report? 

(No  response.) 

President  Van  Valkenburgh:  Is  there  a mo- 
tion that  the  report  be  approved? 

Dr.  H.  T.  McGuire  (New  Castle):  Mr.  Chair- 
man, there  is  just  one  comment  I would  like  to 
make  with  reference  to  that  House  Bill  7225. 

I had  a number  of  conferences  and  telephone 
calls  and  considerable  correspondence  with  Sen- 
ator Frear.  Our  Washington  people  seemed  to 
think  that  he  was  going  to  waver,  and  for  that 
reason  they  got  hot  on  the  wire  to  the  Executive 
Secretary  and  to  Dr.  Flinn  and  me  and  other 
people. 

However,  Senator  Frear  did  vote  against  that 
amendment,  and  I responded  and  thanked  him 
for  cooperating  with  us.  and  so  on.  But  I think 
it  should  be  a matter  of  this  Society  expressing 
our  thanks  to  hoth  Senator  Frear  and  Senator 
Williams  for  their  vote  in  this  particular  instance. 
If  that  is  in  order.  I so  move. 

President  Van  Valkenburgh:  Do  you  make 

that  in  the  form  of  a resolution.  Dr.  McGuire? 

Dr.  McGuire:  Yes,  sir. 

President  Van  Valkenburgh:  Any  comments? 

Dr.  McGuire:  The  reason  for  it  is,  we  gave 

them  considerable  harassment,  and  I think  when 
they  did  what  we  asked  them  to  do,  it  is  only 
good  courtesy  to  say,  “Thank  you.’’  That  is  all. 
We  might  want  something  else  some  time. 

Dr.  Tarumianz:  Have  we  voted  on  the  pre- 

vious motion,  accepting  the  Executive  Director’s 
report? 

President  Van  Valkenburgh:  No,  we  have 

not.  Is  there  such  a motion? 

Dr.  Levy:  I move  we  accept  the  Executive  Di- 
rector’s report. 

(The  motion  to  accept  the  Executive  Director’s 
report  was  seconded  and  carried.) 

President  Van  Valkenburgh:  Now,  do  you 

make  this  in  the  form  of  a resolution.  Dr.  Mc- 
Guire? 
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Dr.  McGuire:  It  can  be,  but  I just  think  it 

could  be  a normal  letter  from  the  Society,  from 
either  the  President  or  the  Executive  Secretary. 

Dr.  V.  D.  Washburn  (Wilmington) : It  should 
come  from  the  President. 

Dr.  McGuire:  It  should  come  from  the  Presi- 
dent, I suppose,  quite  properly,  or,  if  you  feel  so 
disposed,  you  can  just  ignore  it.  but  it  seemed  to 
me  in  order. 

President  Van  Valkenburgh:  Well,  I think 
you  are  very  right  there.  Dr.  McGuire,  in  many 
ways.  We  ask  these  politicians  for  favors,  yet 
sometimes  we  forget  to  thank  them.  And  also  we 
forget  to  support  them,  which  I think  was  brought 
up  in  the  Council  meeting,  at  the  last  meeting, 
that  we  may  forget  to  work  for  those  who  have 
worked  for  us. 

Dr.  James  Beebe,  Jr.  (Lewes):  Don’t  you 

you  think  it  would  add  more  weight  if  it  came 
from  the  House  of  Delegates? 

President  Van  Valkenburgh:  What  is  the 

opinion  of  the  group?  Are  there  any  other  ex- 
pressions of  opinion? 

Dr.  Cannon:  It  seems  to  me  the  House  of 

Delegates  could  act  on  a motion  and  direct  the 
President  to  write  a letter,  and  it  would  then 
carry  the  weight  of  the  Society  and  the  President 
as  well. 

Dr.  J.  E.  Marvil  (Laurel):  I make  such  a 

motion  that  the  President  write  a letter  thanking 
the  Senators  for  their  help  in  this  matter. 

Dr.  Beebe:  I second  the  motion. 

President  Van  Valkenburgh:  It  has  been 

moved  and  seconded  that  the  President  write  a 
letter  to  our  Senators  thanking  them  for  their 
stand  on  the  recent  Social  Security  legislation. 

Dr.  Washburn:  There  should  be  a sentence 

included  which  make  it  clear  that  you  are  doing 
as  directed  by  the  House  of  Delegates. 

President  Van  Valkenburgh:  Yes,  as  directed 
by  the  House  of  Delegates.  Those  in  favor  please 
say  “aye”. 

(The  motion  was  carried.) 

President  Van  Valkenburgh:  We  will  now 
go  on  to  the  reports  of  the  Standing  Committees. 
First  we  have  the  Committee  on  Scientific  Work. 

Dr.  Cannon:  Before  I start  reading  the  re- 

ports of  the  committees,  I would  like  to  say  that 
all  these  reports  will  be  printed  in  the  State 
Journal,  and  these  reports  were  reviewed  hy  the 
Council  at  a very  recent  meeting  and  it  was  felt 
that  to  expedite  matters,  where  no  action  was  re- 
quired hy  the  Society  on  the  material  incor- 
porated in  the  report,  that  these  reports  would 
be  read  by  title  only.  If,  however,  any  one  de- 
sires to  have  the  complete  report  read,  we  will  be 
only  too  happy  to  do  so,  but  it  lengthens  the 
meeting,  and  this  material  will  be  printed. 

So  the  committee  reports  will  be  read,  some  in 
toto,  some  by  title  only,  and  always  at  your  dis- 
cretion this  can  be  changed. 

The  first  committee  report  is  the  Committee  on 
Scientific  Work,  and  this  will  be  read  by  title 
only. 

Committee  on  Scientific  Work 

Although  no  formal  meetings  have  been  held 
during  the  past  year,  the  Chairman  and  members 
of  his  committee  have  met  with  the  President  of 
the  Society  at  intervals  providing  assistance 
wherever  possible  in  order  to  help  shape  up  the 
Scientific  Program  for  the  annual  meeting  — 
September  13th  and  14th. 

Respectfully  submitted, 

Norman  L.  Cannon,  M.D.,  Chairman 
Dr.  J.  a.  Elliott 
Dr.  E.  L.  Stambaugh 


Is  there  a motion  necessary  with  regard  to 
these  reports? 

President  Van  Valkenburgh:  No.  The  next 
is  the  Committee  on  Medical  Education. 

Committee  on  Medical  Education 

The  Committee  on  Medical  Education  has  been 
studying  ways  and  means  to  stimulate  education 
activities  within  the  profession  and  to  expand 
medical  education  of  the  lay  community  in  keep- 
ing with  the  Society’s  policy  to  widen  and  im- 
prove its  community  relationships.  In  1955,  a 
Tri-Group  Committee  was  formed,  representing 
the  Delaware  Academy  of  Medicine,  whose  main 
function  is  extension  of  medical  education;  the 
University  of  Delaware,  who  is  actively  interested 
in  postgraduate  education  in  various  fields;  and 
the  State  Society,  acting  through  this  committee. 
After  a considerable  discussion,  it  was  decided 
that  the  rnost  practical  way  to  begin  stimulation 
of  professional  educational  activity  was  to  place, 
twice  each  month,  in  the  hands  of  all  physicians 
in  the  state,  along  with  the  State  Board  of  Health 
Bulletin,  a list  of  all  the  various  conferences  and 
scientific  medical  meetings  currently  scheduled  in 
the  various  societies  and  hospitals  throughout  the 
state. 

An  attempt  has  already  been  made  in  this  di- 
rection. However,  lack  of  centralized  control  and 
delay  in  the  Executive  Secretary’s  office,  in  great 
part  due  to  Dr.  Bird’s  sudden  death,  has  retarded 
progress.  However,  with  better  organization  un- 
der the  direction  of  Mr.  Morris,  our  Executive 
Secretary,  we  should  have  a much  more  efficient 
bulletin  early  this  fall.  It  is  hoped  that  all  hos- 
pitals and  medical  organizations  will  enthusiasti- 
cally support  this  bulletin,  which  will,  in  part,  be 
published  in  the  Journal.  It  is  requested  that 
Mr.  Morris  receive  full  and  prompt  cooperation. 
The  Delaware  Academy  of  Medicine  and  the 
University  of  Delaware  stand  by  to  assist. 

When  such  a program  of  events  is  available, 
the  committee  hopes  that  there  will  be  more  visit- 
ing and  interchange  of  medical  ideas  throughout 
the  state.  This  matter  has  heen  repeatedly  dis- 
cussed in  medical  groups  in  all  three  counties. 
By  taking  advantage  of  these  state-wide  activities, 
additional  medical  meetings  should  be  unneces- 
sary; duplication  of  topics  may  be  avoided. 

The  public  medical  forums  conducted  in  Wil- 
mington for  the  last  several  years  have  been  ex- 
tremely successful.  They  have  been  conducted  by 
the  Delaware  Academy  of  Medicine,  Blue  Cross, 
the  News  Journal  Company,  and  the  Welfare 
Council.  This  committee  strongly  recommends 
that  similar  forums  be  conducted  in  other  parts 
of  the  state.  All  of  the  organizations  just  men- 
tioned have  expressed  their  willingness  to  give 
assistance;  so  has  the  State  Society  through  this 
committee;  so  has  the  University  of  Delaware. 
All  that  is  needed  is  for  a nucleus  of  individuals 
in  Newark,  Dover,  Milford,  Georgetown,  or  some- 
where else  to  request  this  assistance;  can  not 
somebody  be  so  inspired?  This  committee  can  not 
walk  in  without  being  invited. 

In  summary,  your  education  committee  recom- 
mends (1)  distribution  of  a readable,  uD-to-the- 
minute  bulletin  of  medical  events  in  Delaware 
(2)  more  active  participation  in  medical  confer- 
ences and  meetings  by  physicians  from  other 
parts  of  the  state  (3)  continuation  of  the  public 
medical  forums  in  Wilmington  and  the  institu- 
tion of  such  forums  in  other  parts  of  the  state. 

Respectfully  submitted, 
Lewis  B.  Flinn,  Chairman 
Dr.  R.  W.  Frelick 
Dr.  j.  R.  Fox 
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President  Van  Valkenburgh:  Is  there  a dis- 
cussion of  this  report? 

It  was  moved,  seconded  and  carried  to  accept 
the  recommendation  of  the  Committee  on  Medical 
Education. 

President  Van  Valkenburgh:  Next,  the  Com- 
mittee on  Publication. 


Committee  on  Publication 
Report  of  the  Editor 

There  is  at  present  a critical  need  for  publica- 
tionworthy material  for  the  State  Medical  Jour- 
nal. To  stimulate  interest  in  this  problem  through- 
out the  State,  the  Publication  Committee  requests 
that  the  President  be  given  authority  to  appoint 
an  Editorial  Advisory  Board. 

It  is  recommended  that  the  Editorial  Advisory 
Board  be  selected  by  the  President  in  collabora- 
tion with  the  Publication  Committee  and  that  its 
membership  be  unlimited  in  number. 

It  is  recommended  that  the  following  organiza- 
tions be  represented  on  the  Editorial  Board: 

Each  hospital  that  previouslv  assumed  re- 
sponsibility for  an  issue  of  the 


Journal  2 members 

Each  other  hospital  in  the  State  . 1 member 

State  Board  of  Health  1 member 

De' aware  Academy  of  General 

Practice  ...  2 members 


It  is  recommended  that  any  individual,  regard- 
less of  hospital  affiliation,  whose  presence  would, 
in  the  opinion  of  the  President  and  the  Publi- 
cation Committee,  strengthen  the  Board,  be  so 
appointed. 

Resnectfullv  submitted, 

A.  Henry  Clagett,  Jr.,  Editor 

President  Van  Valkenburgh:  Is  there  any 

discussion? 

Dr.  Tarumianz:  I would  like  to  change  the 

word  “nomination”  to  “recommendation”.  It 
seems  to  me  that  we  should  recommend  the 
names  to  the  President  and  the  President  can 
then  consider  these  names.  It  is  merely  a change 
of  wording. 

It  was  moved,  seconded  and  carried  that  the 
recommendation  of  the  Publication  Committee  be 
accepted. 

President  Van  Valkenburgh:  I will  recog- 

nize Mr.  Morris  to  re'^d  the  report  of  the  Man- 
aging Editor  of  the  Delaware  State  Medical 
JOITRNAL. 

Mr.  Morris:  I am  reading  this  report  by  the 
Managing  Editor  by  request. 


Report  of  the  Managing  Editor 
August  1,  1955  to  August  1,  1956 


A.  Checking  Account 


Balance  in  Checking  Account, 

August  1,  1955  $ 1,338.85 


Receipts 


Advertising  $15,566.58 

Subscriptions  1,154.00 

Single  Copy  Sales  21.00 

Royalties  . 1.01 

Interest  U.  S.  Bonds  87.50 

SMJAB — Share  Profits  659.77 

Copy — History  of  the  Med. 

Soc.  of  Dei.  ....  3.00 

Reimbursement  for  Cuts  . . . 271.92 


$17,764.78 


Disbursements 


Editorial  Salary  $ 2,700.00 

(including  withheld  taxes) 

Secretarial  Salary  530.00 

Printing  & Mailing  Journal  11,815.77 

Halftones  12.22 

Flowers  12.00 

Telephone  & Postage  20.84 


Typewriter  Repair  5.70 

Stationery  114.00 

Copyright  Fees  48.00 

Addressing  Journals  120.00 

Postage  Deposit  50.00 

Insurance  176.61 

Social  Security  Provision 

(July)  5.00 

Stenotyping- Medico-Legal 

Symposium  100.00 


$15,710.14 

Tax  Provisions  Still  in  Bank  $ 15.59 

Less  August  Salaries  Paid  279.41 
Balance  in  Checking  Account 
August  1,  1956  (i.e.,  con- 
clusion of  business,  July 

issue)  $ 3,129.67 

Surplus  from  Operations, 

Aug.  1,  1955  to  Aug.  1, 

1956  $ 1,790.82 

B.  Savings  Account 
Savings  Account,  Wilmington  Trust 

Company,  August  1,  1956  $ 1,694.27 

Interest  on  Savings  Account  . $ 16.98 
Savings  Account,  Wilmington  Trust 

Company,  August  1,  1956 1,711.25 

Savings  Account,  Wilmington  Savings 

Fund  Society,  August  1,  1955  3,418.39 

Interest  on  Savings  Account  $102.54 
Savings  Account,  Wilmington  Savings 


Balance  in  Savings  Accounts,  August 

1,  1956  5,232.18 

C.  War  Bonds 

U.  S.  War  Bonds  $ 3,502.38 

Purchased  December  10,  1942 
LI.  S.  War  Bonds,  Balance,  August 

1,  1956  3,502.38 

Summary 

Checking  Account  Balance  $ 3,129.67 

Savings  Account  Balance  $ 5,232.18 

War  Bonds  $ 3,502.38 


Total,  Account,  A.  B.  C $11,864.23 


Respectfully  submitted, 

M.  A.  Tarumianz,  Managing  Editor 

President  Van  Valkenburgh:  This  financial 
report  of  the  Managing  Editor  is  of  course  an 
increase  in  the  balance  over  last  year.  I believe 
last  year  there  was  a deficit  of  $600;  this  year 
there  is  a slight  profit,  $1,800,  which  is  very  good. 
Are  there  any  comments? 

Dr.  Levy:  I think  the  Journal  should  be 

complimented  for  their  better  showing  this  year. 

President  Van  Valkenburgh:  I agree  with 

you.  Is  there  a motion  to  accept  the  financial 
report  of  the  Managing  Editor? 

Dr.  E.  R.  McNinch  (Kent  County):  I make 
such  a motion. 

(The  motion  was  seconded  and  carried.) 

President  Van  Valkenburgh:  The  report  of 
the  Committee  on  Public  Laws. 

Committee  on  Public  Laws 

The  Committee  on  Public  Laws  for  the  State 
of  Delaware  Medical  Society  wishes  to  make  the 
following  report  for  the  year  1955-56. 

The  Delaware  State  Legislature  has  not  acted 
on  any  legislation  which  involved  the  practice  of 
Medicine  in  the  State  of  Delaware  in  the  past 
year. 

A summary  of  the  Federal  Laws  concerning 
Medicine  is  to  be  found  in  a recent  Washington 
News  Letter  published  by  the  American  Medical 
Association  and  need  not  be  repeated  here. 

This  State  Society  is  particularly  indebted  to 
former  President,  Dr.  L.  B.  Flinn,  who  very 


318 


Delaware  State  Medical  Journal 


November,  1956 


ably  represented  our  State  Society’s  views  dur- 
ing the  U.  S.  Senate  Finance  Committee  hearings 
on  H.R.  2275.  Although  the  eventual  passage  of 
this  Bill  was  not  in  our  favor,  it  should  be  noted 
that  the  U.  S.  Senators  from  the  State  of  Dela- 
ware, Senators  Williams  and  Frear,  both  voted  in 
accord  with  the  views  of  our  State  Society  until 
passage  of  the  Bill  was  inevitable.  We  wish  to 
record  our  personal  and  collective  gratitude  to 
these  Delaware  representatives  in  the  U.  S.  Sen- 
ate for  the  cordial  reception  they  afforded  Dr. 
Flinn  and  for  their  sympathetic  understanding 
demonstrated  by  their  efforts  to  defeat  this  legis- 
lation. 

Respectfully  submitted, 

J.  Robert  Fox,  Chairman 
Dr.  W.  O.  L.4M0TTE,  Jr. 
Dr.  R.  W.  Murray 
Dr.  J.  S.  McDaniel,  Sr. 
Dr.  James  Beebe.  Jr. 

President  Van  Valkenburgh:  The  Budget 

Committee.  I recognize  Dr.  Levy. 

Committee  on  Budget 
Proposed  Budget  for  1957 


Receipts 

Dues,  Current  (370)  $18,500.00 

Exhibits  545.00 

Dinner  Tickets  (100)  750.00 

Dividends  150.00 

Journal’s  Secretarial  Salary  480.00 


$20,425.00 

Disbursements 

Executive  Secretary  $ 5,500.00 

Stenographer  1,500.00 

Taxes  (S.S.)  114.00 


$ 7,114.00 

Operations 

Journal  Subscriptions  (400)  $ 1,200.00 

Com.  on  Public  Laws  200.00 

Com.  in  Med.  Serv.  & Pub.  Rel 100.00 

AMEF  Com 75.00 

Grievance  Board  25.00 

Expense  of  Implementation, 

Medicare  Program  50.00 

Com.  on  Medico-Legal  Relations  . . 300.00 

Other  Committees  200.00 

Auditor  175.00 

Miscellaneous  200.00 


$ 2,525.00 

Office 

Rent  $ 900.00 

Telephone  & Telegraph  225.00 

Printing,  Stationery,  Postage  350.00 

Miscellaneous  150.00 


$ 1,625.00 

T ravel 

AM  A Delegate  $ 600.00 

AM  A Conference  650.00 

Local 150.00 

Guest  Speakers  400.00 


$ 1,800.00 

Annual  Meeting 

Rental  $ 850.00 

Program  & Tickets  250.00 

Badges  50.00 

Projection  Service  100.00 

Stenotyping 350.00 


Luncheon,  Reception,  Dinner  2,000.00 

$ 3,600.00 
Total  $16,664.00 

Surplus  $ 3,761.(X) 


Respectfully  submitted, 
Charles  Levy,  Chairman 

It  was  moved,  seconded  and  carried  that  the 
Budget  Committee  report  be  accepted. 

President  Van  Valkenburgh:  We  will  now 

have  the  report  on  the  Woman’s  Auxiliary. 

Woman’s  Auxiliary 

The  membership  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  Delaware  sends  greetings 
to  the  Auxiliary  to  the  American  Medical  Asso- 
ciation. 

Delaware  is  100%  organized,  there  has  heen  an 
increase  of  22  new  members  during  the  year, 
total  membership  246,  and  each  county  has  been 
active  in  the  State  program.  The  year  has  been 
a stimulating  and  lucrative  one. 

American  Medical  Education  Foundation 

Delaware  has  increased  its  contribution  to  the 
American  Medical  Education  Foundation  by  172 
over  last  year’s  total.  The  counties  have  con- 
tributed 100%.  The  increase  was  achieved 
through  a request  for  a percapita  quota,  and 
through  memorial  contributions.  The  counties  co- 
operated with  the  80  Dimes  campaign  through 
individual  efforts. 

Today’s  Health 

Every  county  in  Delaware  has  a Today’s  Health 
Chairman.  Booths  were  set  up  at  the  annual 
meeting  and  the  State  chairman  took  this  op- 
portunity to  solicit  for  subscriptions.  Christmas 
forms  were  sent  out  to  members  in  an  effort  to 
secure  Christmas  gifts  subscriptions.  The  total 
number  of  subscriptions  for  this  year  is  242. 
Bulletin 

Each  county  has  a Bulletin  chairman  and 
though  the  showing  was  not  outstanding  there 
was  some  increase  in  the  number  of  subscriptions 
this  year,  totaling  45  subscriptions.  A Bulletin 
booth  was  set  up  at  the  annual  meeting  and  sub- 
scriptions solicited. 

State  Medical  Society 

The  Auxiliary  has  enjoyed  close  cooperation 
with  the  Medical  Society  of  Delaware  and  met 
with  the  Advisory  committee  once  during  the 
year. 

State  Auxiliary  Activities 

Due  to  the  small  size  of  Delaware  the  Presi- 
dent is  able  to  keep  in  close  contact  with  each 
of  the  three  counties  and  has  been  able  to  carry 
on  statewide  projects  on  that  basis.  The  only 
publication  the  Auxiliary  enjoys  is  an  occasional 
column  in  the  State  Medical  Journal. 

In  Public  Relations  the  Auxiliary  has  had  a 
good  year.  Individual  members  have  given  inu- 
merable  hours  of  service  to  the  boards  of  the  hos- 
pitals, the  President-elect  serving  as  a very  active 
member  of  the  Auxiliary  to  the  State  Mental 
Hospital.  The  New  Castle  Auxiliary  had  held 
teas  at  the  hospital  for  the  patients.  Literature 
has  been  sent  to  the  local  schools  and  the  Presi- 
dent of  the  Auxiliary  has  provided  one  program 
for  a local  P.T.A.  and  has  participated  in  two 
more.  Members  have  assisted  in  the  “Soring 
Round-ups”  for  physical  examinations  of  children 
entering  the  first  grade  the  next  Fall.  Through 
individual  participation  the  Auxiliary  has  con- 
tributed many  hours  of  service  to  the  Commun- 
ity Health  projects,  including  Chest  x-ray  Cen- 
ters, Cancer  Drives,  Polio  Drives,  Red  Cross,  etc. 
Speakers  have  been  procured  for  School  P.T.A. 
programs  through  the  State  Board  of  Health. 
Several  members  of  the  Auxiliary  are  serving  as 
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Brownie  Leaders  and  Den  Mothers  for  the  Scouts. 

The  Legislative  Chairman  has  kept  the  mem- 
bers informed  of  pertinent  developments  in  legis- 
lation both  on  the  local  and  national  level.  Let- 
ters were  written  to  the  Congressmen  of  Delaware 
re  Bill  HR  7225. 

The  publicity  for  the  Auxiliary  this  year  has 
been  increasingly  good  in  that  more  news  has 
been  published  in  the  smaller  papers,  covering 
the  State.  News  releases  have  been  sent  and  pub- 
lished simultaneously  in  several  small  town  pa- 
pers. The  local  radio  station  in  Dover  gave  two 
personal  interview  programs  for  the  publicizing  of 
the  Mental  Health  program  sponsored  by  the 
Auxiliary  in  Dover  during  Mental  Health  week. 
Two  window  displays  were  set  up  in  Pharmacy 
windows  for  Mental  Health  week. 

Auxiliary  records  have  been  kept  up  to  date 
and  in  good  order.  The  President  is  responsible 
for  the  files  of  the  Auxiliary  and  has  re-organized 
and  revised  the  present  files. 

The  Nurses’  Scholarship  Fund  has  been  con- 
tinued and  last  year  four  scholarships  were 
awarded  to  girls  going  into  training.  The  Aux- 
iliary is  also  given  the  charge  of  screening  girls 
for  eight  scholarships  awarded  by  the  Rotary 
Club  of  Wilmington,  Delaware.  A total  of  twelve 
scholarships  were  given  this  year.  At  present 
there  are  nine  girls  in  training  on  Auxiliary 
scholarships.  The  Auxiliary  cooperated  with  the 
State  Nurses’  Association  this  year  in  putting  on 
an  all  day  Career  Conference  in  Dover,  Delaware 
on  April  28th.  There  were  approximately  four 
hundred  students  present.  The  Auxiliary  assisted 
in  providing  luncheon  and  transportation  for  the 
students. 

The  outstanding  achievement  this  year  in  the 
Auxiliary’s  activities  was  the  sponsoring  of  a 
Mental  Health  Program  “Your  Mental  and  Emo- 
tional Health”,  given  in  Dover,  Delaware  during 
Mental  Health  Week  on  May  2,  1956.  Dr.  Paul 
H.  Stevenson  of  Baltimore,  Maryland  was  the 
guest  speaker  and  conducted  a question  and 
answer  period  after  his  address.  The  program 
was  presented  with  the  assistance  and  guidance 
of  the  State  Mental  Health  Association. 

The  Civil  Defense  Chairman  has  carried  out 
in  every  possible  way  the  recommendations  of  the 
National  Chairman.  Letters  and  literature  were 
mimeographed  and  distributed  to  every  member 
of  the  Auxiliary  throughout  the  State.  Several 
members  have  participated  in  Home  Nursing 
Courses. 

The  President  has  cooperated  with  the  State 
Chairman  of  Federated  Women’s  Clubs  in  Safety 
and  has  relayed  their  recommendation  to  the 
members  of  the  Auxiliary.  The  President  was 
invited  to  participate  in  the  Eastern  Resrional 
Conference  on  Traffic  Safety  by  the  President’s 
committee  but  was  obliged  to  send  regrets  due 
to  State  Annual  meetings  to  which  she  had  al- 
readv  accepted  invitations  to  attend. 

The  New  Castle  Auxiliary  meets  one  night  a 
month  to  sew  garments  for  the  Visiting  Nurses’ 
Association  in  Wilmington.  The  Kent  County 
Auxiliary  prepared  cancer  dressings  for  use  in 
private  homes  for  the  Cancer  Society. 

Since  assuming  the  presidency  in  October  1955 
the  President  has  attended  the  State  Annual  meet- 
ings of  New  York  and  Maryland,  the  mid-year 
conference  in  Chicago,  and  the  Annual  Conven- 
tion in  Chicago  in  June.  She  has  appeared  on 
one  radio  interview  for  publicity  for  Mental 
Health  program.  On  the  local  level  there  have 
been  four  executive  committee  meetings  and  the 
President  attended  one  meeting  of  each  county  as 
a guest  speaker.  The  President  attended  the  card 
party  of  the  New  Castle  Auxiliary  given  for  the 
Nurses’  Scholarship  Fund,  attended  one  meeting 


of  the  State  Nurses’  Association  in  [jreparation 
for  the  Career  Conference,  and  modeled  in  a 
Fashion  Show  given  by  the  nurses  of  Kent  Gen- 
eral Hospital,  Dover,  Delaware. 

The  most  gratifying  experience  to  date  has 
been  the  complete  cooperation  and  enthusiasm  of 
the  members  of  the  Auxiliary  and  the  willingness 
of  each  member  to  do  a little  more  than  was 
asked  of  her.  The  President  has  made  a real 
effort  to  cooperate  in  every  way  possible  with 
the  Program  of  the  National  Auxiliary.  The  ex- 
perience has  been  a most  satisfying  one. 

Respectfully  submitted, 

Lassell  R.  Comegys,  President 

President  Van  Valkenburgh:  Is  there  discus- 
sion of  the  report  of  the  Woman’s  Auxiliary  Com- 
mittee? 

Dr.  Levy:  I move  that  it  be  accepted. 

(The  motion  was  seconded.) 

President  Van  Valkenburgh:  A motion  has 
been  made  and  seconded  that  the  report  be  ac- 
cepted. 

Dr.  McGuire:  Mr.  President,  I think  there 
should  be  a little  more  than  acceptance  to  that 
very  excellent  report  because  it  seems  to  me  that 
acknowledgment  and  thanks  and  appreciation  are 
in  order.  I do  not  think  we  properly  appreciate 
— I think  probably  Dr.  Murray  has  some  experi- 
ence in  it  and  I am  getting  it  now  — as  to  just 
what  this  involves  because  I am  sure  Mrs.  Com- 
egys gave  great  leadership  to  the  Society  this  past 
year,  in  her  warmth  and  attitude,  intelligence,  en- 
ergy and  devotion.  So  I think  that  this  House 
should  send  an  appropriate  note  of  thanks  for  the 
contribution  that  they  have  made,  and  I think 
they  are,  on  a national  level,  singularly  more 
aware  of  the  need  for  contributing  to  the  Ameri- 
can Medical  Education  Foundation  than  we  men. 
That  is  a special  project  of  theirs,  and  they  are 
doing  an  excellent  job. 

So  I think  it  would  be  ungracious  of  us  not  to 
acknowledge  this  with  an  appropriate  letter  from 
the  President  through  the  House,  or  through  the 
House  by  the  President,  of  this  excellent  report 
and  the  fine  contribution  that  these  ladies  are 
making  — aside  from  being  our  wives. 

President  Van  Valkenburgh:  Thank  you.  Dr. 
McGuire.  Do  you  incorporate  that  in  your  mo- 
tion, Dr.  Levy? 

Dr.  Letvy:  By  all  means. 

President  Van  Valkenburgh:  It  has  been 

moved  and  seconded  that  we  accept  this  report 
with  thanks  and  gratitude  and  send  the  Woman’s 
Auxiliary  a letter  stating  those  facts.  Those  in 
favor  say  “aye”. 

(The  motion  was  carried.) 

President  Van  Valkenburgh:  The  report  of 
the  Cancer  Committee. 

Committee  on  Cancer 

The  Society  has  no  formal  cancer  program.  In- 
dividual members  have  been  active  in  the  Del- 
aware Division  of  the  American  Cancer  Society. 

The  tumor  registry  of  the  State  Board  of  Health 
recorded  1,184  cases  of  cancer  in  1955,  a slight 
increase  from  1,176  in  1954.  These  are  cases 
treated  in  Delaware.  The  ACS  and  Board  of 
Health  cancer  detection  programs  serve  a limited 
number  of  women.  During  the  year  1955  there 
were  130  cases  of  breast  cancer  and  80  cases  of 
cervix  cancer  recorded  by  the  registry.  During  its 
fiscal  year  the  ACS  detection  program  discovered 
5 cancers  in  these  two  locations.  This  means  that 
97.6%  of  the  cases  in  these  sites  were  discovered 
by  the  patient  or  the  physician  in  his  office,  em- 
phasizing the  importance  of  the  office  as  a detec- 
tion center. 
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The  Radioisotope  program  at  the  Memorial 
Hospital  continues  to  expand  and  its  usefulness 
has  been  demonstrated  throughout  the  state.  To 
date  there  is  no  installation  of  supervoltage  x-ray 
therapy  in  Delaware,  but  such  equipment  is  con- 
templated in  one  or  more  Wilmington  hospitals. 

Last  year  the  Cancer  Committee  recommended 
“that  some  thought  be  given  to  the  establishment 
of  a Cancer  Review  Board,  whose  duty  it  would 
be  to  survey  those  cases  in  which  unusual  patient 
or  physician  delay  seemed  evident”.  No  action 
has  been  take  on  this  recommendation.  A lot  of 
undesirable  work  would  be  required  to  make  such 
a board  function  eflfwtively.  Its  necessity  should 
be  fully  justified  before  it  is  established.  Reports 
to  the  tumor  registry  have  a space  for  the  time 
elapsing  between  the  patient’s  first  consultation 
with  a physician  and  definitive  treatment.  In 
1955,  36.7%  of  the  reports  sent  to  the  tumor  reg- 
istry did  not  list  this  time.  This  was  true  of  re- 
ports from  private  physicians  as  well  as  hospitals, 
and  there  was  no  significant  variation  in  the  re- 
ports from  individual  hospitals  in  this  regard. 
Whenever  the  time  interval  was  listed,  it  was  al- 
most always  less  than  one  month. 

The  following  recommendations  are  made: 

1.  That  tumor  committees  of  the  various  hos- 
pital staffs  insist  that  the  time  interval  be- 
tween the  patient’s  first  consultation  and 
his  treatment  be  recorded  in  everv  case. 

2.  That  the  tumor  committees  review  these 
reports  periodically  in  search  for  any  case 
with  unusual  physician  delay,  and  make 
the  case  one  for  discussion  at  staff  con- 
ferences, with  all  physicians  concerned  in- 
formed of  the  discussion. 

3.  If  physician  delay  is  a problem  too  diffi- 
cult for  the  local  tumor  or  record  commit- 
tees, the  formation  of  a Cancer  Review 
Board  might  then  be  considered. 

Respectfully  submitted, 

Leslie  M.  Dobson,  Chairman 

Dr.  Cannon:  I think  this  grew  out  of  a report 
last  year  where  they  suggested  the  possibility  of 
a Cancer  Review  Board  for  the  purpose  of  con- 
sidering delay  between  first  consultation  and 
treatment. 

President  Van  Valkenburgh:  I believe  Dr. 
Dobson  is  to  get  in  touch  with  all  the  hospitals 
concerned,  and  tumor  clinics  are  to  be  sent  a copy 
of  this  recommendation. 

Dr.  C.ANNON:  I think  the  main  point  was  if  it 
is  recorded  somewhere  in  the  record,  then  the  data 
can  be  compiled  and  information  obtained  about 
possible  delay. 

President  Van  Valkenburgh:  What  is  the  ac- 
tion of  the  House  on  this  recommendation? 

Dr.  B.ailey  (Wilmington) : I move  that  it  be 
accented. 

(The  motion  to  accept  the  recommendations  of 
the  Cancer  Committee  was  seconded  and  carried.) 

President  Van  Valkenburgh:  The  report  from 
the  Tuberculosis  Committee. 

Committee  on  Tuberculosis 

The  Special  Committee  on  Tuberculosis  of  the 
Medical  Society  of  Delaware  held  no  meetings 
during  the  past  year.  It  has  continued  to  co- 
operate with  the  various  programs  of  the  Del- 
aware Anti-Tuberculosis  Society. 

Respectfully  submitted. 
Dr.  Allston  J.  Morris 

President  Van  Valkenburgh:  The  Committee 
on  Maternal  and  Infant  Mortality. 

Committee  on  Maternal  and  Infant  Mortality 

The  Maternal  and  Infant  Mortality  Committee 
of  the  Medical  Society  of  Delaware  has  again 


been  requested  to  review  the  statistics  for  the  past 
year  and  to  comment  on  our  efforts  where  com- 
ment seems  necessary.  As  in  the  report  for  the 
calendar  year  1954,  Obstetricians  have  reviewed 
the  Maternal  Mortality  portion  of  this  report  and 
the  Pediatricians  have  let  us  know  how  safe  it  is 
for  a baby  to  choose  Delaware  as  his  natal  state. 


1955  Number  Maternal 

County  of  Births  Deaths 

New  Castle  7,449  6 

Kent  1,247  0 

Sussex  1,873  1 

State  — Total  10,569  7 

***** 

Death  Rate  per  Corrected 

1,000  Live  Births  Rate 

New  Castle  0.80  0.40 

Kent  0.00  0.00 

Sussex  0.53  0.53 

State  0.66  0.37 

***** 


These  figures  include  all  maternal  deaths  from 
whatever  cause.  The  various  deaths  will  be  ex- 
amined below  and,  fortunately,  can  honestly  be 
revised  downward.  The  corrected  rates  for  the 
past  six  years  are  as  follows: 


Number  Rate  per  1,000 
Year  of  Deaths  Live  Births 

1950  7 0.9 

1951  6 0.7 

1952  4 0.5 

1953  8 0.8 

1954  2 0.2 

1955  7 0.37 


In  this  list  of  maternal  deaths  there  were  two 
mothers  who  died  as  the  result  of  criminal  abor- 
tions. One  developed  tetanus  as  the  result  of  in- 
strumentation, the  other  died  as  the  result  of  an 
overwhelming  pelvic  infection  and  peritonitis. 
Neither  of  these  can  be  classified  as  an  obstetrical 
death. 

/.Iso  in  this  list  of  maternal  deaths,  there  was 
one  patient,  seven  months  pregnant,  who  died  as 
a r?sult  of  tuberculosis.  This,  too,  was  not  an 
obsietrical  death. 

The  fourth  maternal  death  coming  under  scru- 
tiny is  that  of  a patient  who  had  no  pre-natal 
care  whatsoever.  The  patient  was  near  term  and 
started  vaginal  bleeding  several  days  before  her 
untimely  end.  According  to  the  statement  of  the 
husband  and  father,  at  the  onset  of  the  bleeding, 
he  suggested  calling  their  family  physician;  but 
the  patient  — in  effect  — told  him  “that  she  would 
know  when  she  was  ready,  and  did  not  need  her 
doctor  at  that  time.”  According  to  the  family 
physician,  he  seriously  doubted  that  statement  and 
felt  that  quite  likely  the  husband  refused  medical 
attention.  Suffice  it  to  say,  the  mother  died  of  a 
massive  hemorrhage  as  the  ambulance  approached 
the  hospital  driveway.  This  is  definitely  an  ob- 
stetrical death,  but  the  responsibility  is  that  of  the 
patient.  In  the  broader  sense,  however,  have  we 
fallen  down  in  preaching  the  gospel  of  good  pre- 
natal care? 

The  fifth  maternal  death  is  definitely  the  re- 
sponsibility of  the  staff  physician  to  whom  was 
entrusted  the  care  of  hospital  service  obstetrical 
patients. 
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Delaware 

Wilmington 

General 

Memorial 

St.  Francis 

Riverside 

Kent  Generi 

Milford 

Memorial 

Beebe 

Nanticoke 

U.S.A.F.  Ho 
Dover 

Home 

Total 

Total  live  births 

2,831 

1,984 

1,377 

821 

159 

818 

873 

376 

378 

346 

626 

10,569 

Deaths  in  1st  7 days 

39 

34 

18 

15 

4 

12 

10 

4 

7 

5 

4 

152 

Deaths  1,000  live 
births  in  1st  7 days 

13.8 

17.3 

13.1 

18.3 

22.2 

14.7 

11.5 

10.6 

18.5 

14.0 

6.4 

14.4 

Deaths  in  1st  24 
hours 

18 

28 

9 

9 

3 

8 

7 

0 

5 

3 

Deaths/ 1,000  live 
births  in  1st  24 
hours 

6.4 

14.3 

6.5 

11 

18.9 

9.8 

8 

0 

13.2 

9 

Deaths  in  1st  7 days 
weight  over  1,000 
gms. 

29 

19 

12 

9 

3 

8 

8 

3 

5 

1 

Deaths/1,000  live 
births  in  1st  7 days 
weight  over  1500 
gms. 

10.2 

9.7 

8.7 

11 

18.9 

9.8 

9.1 

8 

13.2 

3 

% Deaths  previable 
prematures  500- 
1,000  gms. 

25.6 

44.1 

33.3 

40 

25 

,33.3 

20 

25 

28.6 

80 

% Deaths  viable  pre- 
mature 1,000-2,500 
gms. 

38.5 

32.4 

55.6 

20 

25 

41.7 

80 

75 

,57.1 

20 

% Deaths  full  term 
over  2,500  gms. 

35.9 

23.5 

11.1 

40 

50 

25 

0 

0 

14.3 

0 

A multi-gravid  obstetrical  patient,  in  active 
labor,  was  admitted  to  the  hospital  at  about  noon 
of  one  day.  By  noon  of  the  following  day  she  was 
dead,  undelivered,  because  of  a ruptured  uterus. 
During  this  period  of  twenty-four  hours,  she  was 
seen  in  turn  by  three  interns.  The  transverse  lie 
was  not  detected  nor  was  any  lack  of  progress 
reported  to  the  attending  Obstetrician.  This  was 
a preventable  death. 

The  sixth  maternal  death  is  also  considered 
obstetrical.  The  mother-to-be  was  an  elderly,  age 
40,  prima-gravid  patient  who  was  known  to  have 
had  a pre-existing  essential  hypertension.  At  the 
time  of  admission  the  blood  pressure  was  charted 
as  170/90.  Labor  apparently  progressed  satisfac- 
torily until  the  physician  used  forceps  for  de- 
livery: and  when  this  was  completed,  the  blood 
pressure  was  recorded  as  110/70.  The  amount  of 
blood  loss  was  apparently  ignored  for  no  nota- 
tion was  made  and  no  attention  was  paid  to  this 
great  change  in  one  of  the  vital  signs. 

Two  hours  after  delivery  the  patient  was  found 
to  be  in  shock  and  bleeding  freely.  As  it  subse- 
quently turned  out  the  shock  was  not  reversed 
and  the  patient  died  nine  hours  after  delivery. 
Several  notations  on  the  patient’s  chart  showed 
that  despite  the  profuse  vaginal  bleeding,  the 
fundus  was  firm.  The  attending  physician  did 
not  see  the  patient  until  four  hours  after  delivery; 
this  was  two  and  one-half  hours  after  the  state  of 
severe  shock  was  reported  and  then  not  again 
until  a few  minutes  before  death.  No  attempt  was 


made  to  discover  the  cause  of  the  bleeding; 
whether,  just  possibly,  there  might  have  been  a 
laceration  of  the  vagina  or  of  the  cervix.  Fur- 
thermore, no  consultation  was  requested  until  one- 
half  hour  before  death;  this  was  more  than  six 
hours  after  the  state  of  shock  was  discovered. 

This  death  must  be  classed  as  being  preventable 
with  the  responsibility  that  of  the  attending  phys- 
ician. 

The  last  maternal  death  is  also  an  obstetrical 
death,  and,  from  the  record,  due  to  poor  judg- 
ment. Today,  tubal  ligation  is  not  considered  a 
valid  indication  for  an  elective  Caesarean  Section. 

Tbis  patient,  aged  forty-two,  was  at  term  in 
ber  third  pregnancy  and  had  a proven  pelvis. 
She  was  subject  to  convulsive  seizures  and  a neu- 
rologic consultant  bad  recommended  a tubal  liga- 
tion. 

Tbe  patient  was  in  moderately  active  labor  on 
admission  and  labor  picked  up  rapidly.  An  elec- 
tive Caesarean  Section  was  chosen  as  the  mode 
of  delivery.  The  only  reason  for  this  mode  of 
delivery  was  the  suggestion  made  by  the  neurolo- 
gist that  the  patient  should  have  no  more  preg- 
nancies, and  therefore  the  tubal  ligation  could  be 
done  at  the  same  time.  At  the  time  of  section, 
labor  had  progressed  so  favorably  that  there  was 
but  a rim  of  cervix  left  and  the  presenting  part 
was  at  a plus  ‘2’  station. 

To  condense  the  recapitulation,  while  the  baby 
was  being  extracted,  tbe  lower  uterine  segment 
was  lacerated  into  the  cervix  with  the  resultant 
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Table  I-B 


d. 


Delaware 

Wilmington 

General 

Memorial 

St.  Francis 

Riverside 

Kent  Genera 

Milford 

Memorial 

Beebe 

Nanticoke 

U.S.A.F.  Hos 
Dover 

Total 

Undetermined  

7 

16 

6 

7 

1 

7 

8 

3 

6 

4 

65 

Hvaline  Membrane  

8 

2 

4 

2 

1 

17 

Congenital  Anomalies  

9 

8 

2 

3 

2 

1 

25 

Intrauterine  Anoxia  

5 

3 

2 

1 

1 

1 

1 

14 

Intracranial  Hemorrhage  

7 

1 

2 

1 

1 

12 

Ervthroblastosis  Fetalis  

0 

1 

1 

(hydrops) 

2 

Intrapulmonarv  Hemorrhage 

2 

2 

Pneumonia  

1 

1 

2 

1 

1 

6 

Pleural  Effusion  — cause  unknown .... 

1 

1 

G.I.  & Intraperitoneal  Hemorrhage 

1 

1 

Pulmonary  Interstitial  Emphysema  & 
Mediastinal  Emphysema  

1 

1 

Hemorrhage  due  to  Laceration  of  Liver 
and  Spleen  

1 

1 

Improper  Medication  

1 

1 

Total  

39 

34 

18 

15 

4 

12 

10 

4 

7 

5 

148 

% Undetermined  

18 

47 

33.3 

46.7 

25 

58.4 

80 

75 

85. 

7 80 

44 

% Autopsies  

74.4 

44.1 

67 

53.3 

0 

33 

0 

25 

0 

20 

45.8 

loss  of  a moderately  severe  amount  of  blood. 
Hysterectomy  was  performed,  and  from  the  notes: 
Comparing  blood  loss  with  replacement  therapy, 
the  patient  was  apparently  drowned. 

It  is  felt  that  this  obstetrical  death  was  the  re- 
sponsibility of  the  attending  physician. 

Report  on  Neonatal  Infant  Mortality 
for  the  Year  19.55 

During  1955,  the  total  number  of  live  births  in 
the  state  of  Delaware  was  10,569.  As  in  the  re- 
port of  one  year  ago,  the  purpose  of  this  study  is 
to  account  for  the  152  deaths  which  occurred  dur- 
ing the  first  seven  days  of  life  in  order  to  reveal 
those  phases  of  obstetric  and  pediatric  manage- 
ment which  require  more  attention,  if  the  pre- 
ventable neonatal  death  rate  is  to  be  lowered. 

Study  Sources 

The  charts  of  the  babies  and  mothers  were  ex- 
amined and  the  following  data  noted: 

1.  Race 

2.  Period  of  gestation 

3.  Age  of  death 

4.  Autopsy 

5.  Cause  of  death 

6.  Contributing  factors  in  the  baby 

7.  Contributing  maternal  factors. 

This  material  is  summarized  for  each  hospital 
in  Tables  I-A  and  I-B. 

The  individuals  who  reviewed  the  charts  at- 
tempted to  objectively  evaluate  each  case  and 
classify  it  into  one  of  three  categories  — “pre- 


ventable”, “possibly  preventable”,  or  “non-pre- 
ventable”.  The  cases  which  were  deemed  pre- 
ventable or  possibly  preventable  are  summarized 
in  Table  II. 

The  definitions  used  are  those  recommended 
by  the  U.  S.  Bureau  of  Census  (see  Addenda  #1). 

Addenda  #1 

Infant  Mortality  — number  of  deaths  1,000  live 
birth 

Definitions  recommended  by  U.  S.  Bureau  of 
Census 

1.  Neonatal  death  — any  live  bom  infant  over 

500  gms.  dying  in  1st  month. 

2.  Stillborn  — one  which  shows  no  evidence  of 

life  after  complete  birth  (no  breathing, 
no  action  of  heart,  no  movement  of  vol- 
untary muscles). 

Birth  is  complete  when  child  is  com- 
pletely out,  even  though  the  cord  is  un- 
cut and  placenta  is  still  attached. 

Period  of  utero-gestation  for  registra- 
tion of  stillbirth  is  5 months  (20  weeks) 
or  more. 

3.  Distinction  between  abortion  and  live  birth. 

Since  infants  estimated  to  be  less  than 
28  weeks  gestation  have  lived,  it  is  recom- 
mended that  if  an  infant  shows  any 
“signs  of  life”  after  birth,  the  birth  should 
be  certified  as  a live  birth  regardless  of 
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Table  II  (a) 
Possibly  Preventable 


Previable  Prematures 

1.  1 lb.  7 oz. — 6Y2  mos.  Demerol  50  mg.,  20  minutes  before  delivery.  Intraventricular  hemorrhage  — 

Delaware  marked  cyanosis  of  head  and  face. 

2.  2 lbs.  2 oz.  — 5 mos.  On  5th  day  — aspirated  milk  — autopsy  — bronchopneumonia. 

Memorial 


Viable  Prematures 

1. 

5 lbs.  8 oz.  — 7 mos. 
Delaware 

2. 

4 lbs.  14  oz. 
Delaware 

3. 

3 lbs.  11  oz.  — 7 mos. 
Memorial 

4. 

3 lbs.  7 oz. 
Memorial 

5. 

5 lbs. 
Memorial 

6. 

3 lbs.  4 oz. 
Riverside 

7. 

4 lbs.  13  oz. 
Beebe 

Lived  10  hours.  Mother  diabetic  — admitted  for  control  of  diabetes  and  went 
into  labor.  Baby  cyanotic  with  convulsions  and  pulmonary  congestion. 

Thought  to  be  full  term  — placenta  small.  Demerol  100  mg.  — Vz  hour  be- 
fore delivery.  Became  cyanotic  — convulsions  — autopsy  .showed  only 
cerebral  edema. 

Precipitated  in  Emergency  Room  — in  labor  for  12  hours  before  coming  to 
hospital.  Mother’s  temperature  103  degrees  F.  Had  pneumonia  and  Hb 
8.8  gm.  Baby  lived  D/z  hours.  Autopsy  revealed  no  true  cause  of  death. 

Second  day  aspirated  milk  — feedings  continued  without  notifying  the 
doctor. 

Thought  to  be  full  term  — admitted  for  Caesarean  Section  because  of  3 
previous  sections.  Not  in  labor.  Hb  8.0  gm.  Anesthesia  — pentothal  and 
cyclopropane.  Autopsy  — hyaline  membrane. 

Breech  extraction  — Demerol  100  mg.  1 hour  before  delivery.  Baby  cyanotic 
— in  Ox.  for  1 hour  before  becoming  pink.  Died  at  6 hours. 

Low  forceps  — subdural  hemorrhage  with  tentorial  tear. 


Fu//  Terms 

1.  7 lbs.  13  oz. 

Memorial 


2.  7 lbs.  11  oz. 

Kent 


Lived  14  hours  — Erythroblastosis  — Mother  followed  closely  in  Clinic  — 
had  rising  titer  — labor  24  hours.  Blood  studies  done  at  hirth,  hut  no 
pediatrician  was  asked  to  see  baby  until  respiratory  distress  began  6 hours 
after  birth. 

Low  and  mid  forceps  applied  — rotated  from  LOT  to  LOA.  Subdural 
hemorrhage. 


Table  II  (b) 
Preventable 


Viable  Premature 

1.  3 lbs.  6 oz.  Twin.  Baby  collapsed  immediately  following  clysis  of  undiluted  Ringer’s 

Wilmington  General  lactate  solution.  Skin  of  entire  back  look  gangrenous  — extended  to  in- 
volve nearly  all  of  the  thorax.  Expired  within  next  4 hours.  Apparently 
was  developing  sclerema  before  clysis  was  given. 


Full  Term 

1.  6 lbs. 

Delaware 

2.  5 lbs.  14Vz  oz. 
Memorial 

3.  8 lbs.  9 oz. 
Wilmington  General 


No  pre-natal  care  — didn’t  know  she  was  pregnant.  Arrived  at  Emergency 
Room  with  head  delivered.  Generalized  hemorrhages  — including  intra- 
cranial hemorrhage. 

Did  well  for  first  18  hours.  Then  periods  of  cyanosis.  Feedings  were  con- 
fined in  spite  of  labored  respirations.  Pediatric  consultation  not  requested 
for  18  hours  after  distress  began.  Autopsy  — aspiration  pneumonia. 

Large  woman  with  toxemia.  Head  was  delivered  15  minutes  before  rest  of 
body.  Patient  thrashing  all  over  table  during  the  15  minutes.  Autopsy  — 
lacerations  of  liver  and  spleen  with  massive  intraperitoneal  hemorrhage. 
Hemorrhage  into  all  organs. 


estimated  period  of  gestation  and  regard- 
less of  time  after  birth  that  signs  of  life 
persist. 

Premature  500  2,499  gms. 

Previable  Premature  500  999  gms. 

Viable  Premature  1,000  2,499  gms. 

(2  lbs.  3.2  oz.)  (51bs.  8oz.) 


Discussion 

The  over-all  mortality  rate  for  1955  was  14.4 
with  the  range  among  the  hospitals  being  from 
10.6  to  22.2.  In  1954  the  rate  was  18.1  with  a 
wider  range  from  12.7  to  33.1.  The  birth  rate  is 
not  high  enough  for  this  change  to  be  of  statistical 
significance  (P-3.4).  However,  it  strongly  sug- 
gests that  improvement  has  occurred,  especially 
since  every  hospital  except  one  has  had  some  de- 
gree of  fall  in  the  rate.  The  Memorial  Hospital  in 


Wilmington  and  the  Beebe  Hospital  in  Lewes  are 
the  only  two  hospitals  in  which  the  drop  has  been 
great  enough  to  be  recognized  as  a good  statistical 
improvement.  If  this  general  trend  should  con- 
tinue for  another  year,  it  would  probably  indicate 
certain  improvement  in  care. 

The  exact  cause  of  death  can  be  determined 
only  by  composite  analysis  of  the  baby’s  and 
mother’s  clinical  courses,  laboratory  studies  and 
the  post-mortem  examination  of  the  bahy.  The 
overall  autopsy  percentage  changed  from  40.1% 
in  1954  to  45.8%  in  1955.  This  is  not  a significant 
improvement  except  to  note  that  the  Delaware. 
Wilmington  General,  Memorial  and  St.  Francis 
Hospitals  all  increased  their  autopsy  rates,  while 
all  of  the  other  hospitals  dropped.  The  Riverside, 
Milford  Memorial  and  Nanticoke  had  no  autop- 


324 


Delaware  State  Medical  Journal 


November,  1956 


sies  at  all.  The  importance  of  autopsies  is  shown 
in  Table  TB.  Note  that  the  per  cent  of  cases  in 
which  the  cause  of  death  remained  undetermined 
is  nearly  inversely  proportional  to  the  autopsy 
percentage  for  each  hospital.  Prematurity,  per  se. 
cannot  usually  be  considered  as  a primary  cause 
of  death,  since  a carefully  done  autopsy  often  re- 
veals some  other  cause.  Likewise,  atelectasis,  in 
itself,  is  not  an  adequate  cause  of  death,  since 
it  is  usually  secondary  to  some  other  factor,  such 
as  intracranial  hemorrhage.  Even  with  a post- 
mortem examination  there  is  a small  percentage 
of  cases  in  which  a definite  cause  of  death  cannot 
be  determined. 

There  were  51  deaths  in  the  previable  prema- 
ture group  (500-1,000  gms.).  Two  of  these  have 
been  mentioned  because  we  know  an  occasional 
baby  of  this  weight  will  survive.  The  omission  of 
sedation  during  labor  when  a premature  baby  is 
expected  is  important.  Since  the  feeding  of  a baby 
of  this  size  is  difficult,  well  trained  nursing  per- 
sonnel may  prevent  aspiration  pneumonia. 

The  viable  premature  group  (1,000-2,500  gms.) 
had  61  deaths.  Seven  of  these  were  considered 
possibly  preventable  and  one  preventable.  Three 
of  the  mothers  might  have  had  better  pre-natal 
care.  Better  control  of  maternal  diabetes  might 
have  resulted  in  a healthy  baby.  The  mother  with 
pneumonia  could  have  been  treated  before  de- 
livery, if  she  had  been  urged  to  ask  for  care. 
Correction  of  maternal  anemia  before  a Caesarean 
Section  might  have  reduced  the  baby’s  tendency 
for  anoxia,  especially  when  general  anesthesia 
was  to  be  used.  In  the  case  that  it  is  listed  as 
preventable,  the  infant  probably  would  not  have 
survived  anyway,  since  sclerema  had  already  be- 
gun. However,  the  immediate  cause  of  death  was 
a gross  error  in  nursing  technique. 

Of  the  36  deaths  in  the  full  term  group,  five 
babies  are  of  importance.  Two  would  probably 
have  lived  if  the  correct  therapy  had  been  insti- 
tuted without  delay.  When  a mother  has  Rh 
negative  blood  with  a rising  titer,  the  pediatric 
staff  should  be  alerted  as  soon  as  labor  begins, 
so  that  preparations  can  be  made  to  have  blood 
available  and  an  adequate  staff  to  do  an  exchange 
transfusion,  if  necessary,  within  an  hour  after 
delivery.  The  baby  who  had  aspiration  pneu- 
monia would  certainly  have  had  a better  chance 
if  antibiotics,  oxygen,  and  humidified  air  could 
have  been  started  18  hours  earlier.  The  other 
three  babies  had  hemorrhages  as  the  cause  of 
death,  all  on  a traumatic  basis. 

General  Comments 

Last  year  this  committee  outlined  the  respon- 
sibility for  the  care  of  the  newborn  as  being  a 
combination  of  obstetric  management,  clinical 
judgment  in  the  care  of  the  newborn,  especially 
prematures,  and  nursing  care. 

From  the  obstetric  standpoint,  the  relationship 
of  sedation  during  labor,  intrauterine  anoxia,  and 
production  of  hyaline  membrane  was  stressed.  In 
the  1955  group,  a striking  factor  is  inadequate 
or  complete  lack  of  pre-natal  care.  At  least  twelve 
cases  were  to  some  degree  influenced  by  correct- 
able pre-natal  conditions.  This  is  a phase  of  ob- 
stetric care  that  should  not  be  too  difficult  to 
attack. 

For  the  pediatricians,  the  management  of 
ervthroblastosis  fetalis  seemed  to  be  an  area 
where  improvement  could  easily  be  attained.  Ex- 
cluding hydrops,  only  one  baby  died  of  this  cause 
in  1955,  compared  to  4 in  1954.  The  pediatric 
resDonsibility  that  seems  to  be  most  urgent  in  the 
1955  group  is  the  supervision  of  nursing  care. 


Each  of  the  two  years  studied  has  revealed  the 
death  of  one  baby  due  to  gross  error  on  the  part 
of  a nurse.  More  careful  supervision  and  instruc- 
tion to  nurses,  not  only  concerning  feeding  and 
administration  of  medications,  but  also  recogni- 
tion of  abnormalities  in  the  newborn  are  greatly 
needed.  Nurses  should  be  encouraged  to  call  the 
physician  whenever  there  is  any  doubt  concern- 
ing the  well-being  of  any  infant,  since  any  error 
in  nursing  care  is  the  ultimate  responsibility  of 
the  physicians  in  charge. 

More  joint  conferences  of  nurses  and  physicians 
to  go  over  errors  and  how  to  prevent  them  were 
recommended.  Of  the  ten  hospitals,  four  have  had 
no  mortality  meetings,  five  had  had  discussions 
of  neonatal  deaths  at  one  or  two  month  intervals, 
and  the  tenth  has  monthly  discussions  of  deaths 
plus  one  joint  meeting  of  the  pediatric  and  ob- 
stetric department. 

All  hospitals  except  one  report  that  the  ’‘Amer- 
ican Academy  of  Pediatrics  Manual  for  Care  of 
the  Newborn”  is  used  as  a standard. 

Summary 

In  the  State  of  Delaware,  during  1955,  there 
were  10,569  live  births,  152  of  which  resulted  in 
death  within  the  first  seven  days  of  life.  Four 
deaths  occurred  at  home.  The  hospital  deaths 
were  grouped  as: 

Previable  Prematures  51  - 34.3% 

Viable  Prematures  61  - 41.3% 

Full  Term  36  - 24.3% 

Comments  were  made  concerning  the  apparent 
needs  for  better  care. 

Recommendations 

1.  That  this  report  be  sent  to  the  director  of 
each  hospital  in  Delaware  for  consideration  by 
all  those  involved  in  the  care  of  the  newborn 
infant. 

2.  That  improved  pre-natal  care  be  urged 

through  the  facilities  of  the  State  Board  of 
Health. 

3.  That  all  physicians  exert  more  effort  to  ob- 
tain post-mortem  examinations  on  all  neonatal 
deaths. 

4.  That  more  frequent  joint  meetings  of  pedi- 
atricians, obstetricians  and  nursing  staffs  be  held 
to  discuss  specific  needs  in  the  individual  hos- 
pitals in  order  for  services  to  improve. 

5.  If  this  study  is  to  be  continued,  it  is  sug- 
gested that  the  deaths  be  reported  to  this  Com- 
mittee at  more  frequent  intervals,  and  soon  after 
the  deaths  have  occurred.  When  the  details  of 
the  case  are  still  clear  in  the  minds  of  those  car- 
ing for  the  baby,  a more  accurate  evaluation  can 
be  made. 

A report  form  similar  to  that  used  by  the 
Philadelphia  Neonatal  Study  Committee  might 
be  advisable. 

A committee  could  be  set  up  in  each  hospital 
to  include  representatives  from  the  pediatrics 
and  obstetrics  departments.  This  committee  would 
review  each  neonatal  death  within  a month  after 
it  occurred  and  objectively  decide  its  classification. 
The  Philadelphia  group  rates  the  responsibility 
in  three  ways. 

A.  Obstetric 

B.  Pediatric 

C.  Combined 

I.  Preventable 

II.  Nonpreventable 
HI.  Unclassifiable 

1.  Inadequate  pre-natal  care 

2.  Family  at  fault 

3.  Physician,  error  in  judgrnent 

4.  Physician,  error  in  technique 

5.  Intercurrent  disease 

Continued  on  Page  326 
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TRUISMS 

A story  frequently  told  about  President 
Calvin  Coolidge  is  that  upon  returning  from 
church  one  Sunday  he  was  asked  the  sub- 
ject of  the  sermon. 

“Sin”,  replied  the  President  with  Yankee 
brevity. 

“What  did  the  preacher  say  about  it?” 
he  was  asked. 

“He  was  agin’  it”,  was  his  succinct  an- 
swer. 

That  is  a truism. 

Doctors  Warren  Cole  and  Max  Sadove, 
in  a recent  issue  of  the  Journal  of  the 
American  Medical  Association,*  published 
an  article  on  The  Need  for  Complete  Co- 
operation Between  Surgeon  and  Anesthesi- 
ologist. This  seems  to  equal  the  Coolidge 
story. 

* Cole,  W.  H.  and  Sadove,  M.:  The  need  for  complete 
cooperation  between  surgeon  and  anesthesiologist.  J.  A.  M.  A. 
162;  4P7  (Sept.  29)  1956. 


Doctors  Cole  and  Sadove  outlined  a gen- 
eral assignment  of  duties  between  individual 
members  of  these  two  specialties. 

They  believe  that  the  surgeon  should  ex- 
pect the  anesthesiologist  to  be  familiar  with 
the  patient’s  condition  before  the  operation; 
to  inform  the  surgeon  preoperatively  of  the 
type  of  anesthetic  agent  contemplated;  to 
have  adequate  knowledge  of  anesthetic 
agents,  methods  of  resusitation  and  fluid 
balance;  to  manage  change  of  patient’s  posi- 
tion on  the  table;  to  constantly  observe  the 
vital  functions  of  the  patient  and  give  ade- 
quate warning  of  any  serious  cardiac  com- 
plication; to  supply  relaxation  consistent 
with  safety;  to  keep  adequate  and  accurate 
records;  to  see  that  the  patient  is  returned 
to  the  recovery  room  with  adequate  infor- 
mation to  insure  proper  management;  to  use 
simple  technique;  to  consult  the  surgeon  re- 
garding postoperative  management  of  res- 
piratory complications  and  shock. 

On  the  other  hand  the  anesthesiologist 
can  expect  the  surgeon  to  discuss  the  case 
with  him  and  inform  him  regarding  the 
type  of  surgery  planned;  to  make  preopera- 
tive preparations  to  minimize  shock;  to 
have  no  prejudice  against  certain  agents  or 
techniques  and  to  be  reasonable  in  accept- 
ing the  anesthesiologist’s  decision;  to  allow 
adequate  time  for  induction;  to  have  an 
understanding  of  the  anesthetic  problems; 
to  make  an  adequate  incision  so  that  re- 
laxation need  not  be  complete;  to  minimize 
the  use  of  adnormal  positions;  to  operate 
with  speed,  causing  minimal  trauma  and 
blood  loss;  to  stop  the  operation  when  re- 
quested to  do  so;  to  inform  the  anestesi- 
ologist  of  any  change  in  the  operative  plan 
and  to  give  adequate  warning  of  wound 
closure;  to  write  immediate  postoperative 
orders  but  to  be  receptive  to  the  anestehsi- 
ologist’s  advice. 

It  is  commonplace  for  an  anecdote  to  be 
based  upon  a truism;  this  is  not  so  of  a 
scientific  paper.  The  authors  of  this  article 
are  excellent  writers  in  addition  to  being 
men  with  profound  experience  in  their  re- 
spective medical  specialties.  We  must  con- 
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elude,  therefore,  that  in  some  localities  the 
cooperation  between  members  of  these  two 
branches  of  medicine  leaves  something  to  be 
desired. 

While  anesthesiology  is  a relatively  new 
branch  of  medical  science,  it  has  been 
warmly  welcomed  to  its  well  deserved  posi- 
tion of  importance  and  respect.  Delaware 
is  fortunate  in  having  an  exceptionally  out- 
standing group  of  experienced  anesthesi- 
ologists. We  believe  that  the  artcle  by  Cole 
and  Sadove  is  indeed  a truism  in  this  State. 


Continued  from  Page  324 

6.  Unavoidable  disaster 

This  more  uniform  method  of  receiving  cases 
would  afford  a more  accurate  statistical  analysis 
at  the  end  of  each  year. 

The  information  for  this  report  was  compiled 
after  arduous  and  painstaking  “thumbing- 
through”  of  what  seemed  innumerable  hospital 
charts  and  records.  In  addition  to  the  Commit- 
tee. the  following  physicians  gave  of  their  time 
and  efforts: 

Dr.  John  Bajcer,  Milford 

Dr.  Eugene  Milewski,  Wilmington 

Dr.  Carl  Pierce,  Lewes 

Our  thanks  to  them. 

Furthermore,  your  Committee  wishes  to  ack- 
nowledge the  assistance  of  the  State  Board  of 
Health,  especially  Drs.  Hudson  and  Sabloff. 
Respectfully  submitted. 

Maternal  and  Infant  Mortality  Committee 

Dr.  Katherine  Esterly 

Dr.  R.  O.  Y.  Warren 

Dr.  Lawrence  Fitchett 

Dr.  Paul  Trickett 

Dr.  Benjamin  Burton 

Dr.  Arnold  Williams 

Dr.  Andrew  M.  Gehret,  Chairman 

President  Van  Valkenburgh:  The  Commit- 
tee on  Mental  Health. 

Committee  on  Mental  Health 

I do  not  have  much  to  report,  however,  since 
there  has  not  been  a clarification  of  the  situation 
about  which  I wrote  to  you  on  April  3.  You  will 
recall  that  the  committee  held  its  first  meeting  on 
March  27.  Those  members  who  were  present  ex- 
pressed some  disappointment  concerning  the  lack 
of  action,  which  was  taken  in  response  to  the 
committee’s  report  in  1955.  It  is  my  feeling  that 
this  situation  needs  to  he  talked  over  if  the  com- 
mittee is  to  be  more  productive  and  successf-’l 
in  the  future.  I should  like  to  stress  that  the 
members  of  the  committee  with  the  exception  of 
Dr.  Lagner,  Smyrna,  and  Dr.  Lynch,  Seaford, 
expressed  great  willingness  to  participate  in  com- 
mittee activities  and  develop  a meaningful  pro- 
gram to  be  submitted  to  the  society.  Doctors 
Lagner  and  Lynch,  however,  did  not  acknowl- 
edge two  letters  of  invitation  to  the  meeting  which 
I had  sent  them  and  they  did  not  inform  me 
whether  or  not  they  wanted  to  serve  on  the  com- 
mittee. 

The  Committee  on  Mental  Health  feels  that  it 


would  be  a worthwhile  project  to  survey  the  pres- 
ent facilities  on  psychiatric  treatment,  which  are 
available  in  the  state,  and  to  write  an  informa- 
tive booklet  on  these  findings  for  the  members 
of  the  society.  We  felt  this  could  be  done  with- 
out much  cost.  At  present  many  physicians  in 
the  state,  especially  those  south  of  Wilmington, 
do  not  know  how  to  proceed  with  respect  to 
psychiatric  consultations  for  their  patients,  as 
they  do  not  know  what  services  are  available. 

I am  fully  aware  that  the  society  does  not  have 
the  means  to  give  financial  assistance  for  the 
Mental  Health  meeting  in  Chicago.  I appreciate 
that  the  council  has  given  this  matter  considera- 
tion. I shall  see  whether  or  not  some  other  funds 
might  be  available  to  them  in  order  to  represent 
the  Medical  Society  of  Delaware. 

As  to  the  second  matter  referred  to  by  Dr. 
Cannon,  I am  not  quite  clear  whether  this  should 
not  have  been  discussed  in  greater  detail  in  order 
to  arrive  at  a proper  understanding.  After  all. 
the  1955  Mental  Health  Committee  Report  has 
been  accepted  and  passed  by  the  House  of  Dele- 
gates. I urge  that  this  matter  be  reconsidered. 
The  American  Medical  Association  has  taken  an 
official  stand  and  I do  feel  that  we  should  act 
accordingly. 

Respectfully  submitted, 

F.  A.  Freyhan,  Chairman 

President  Van  Valkenburgh:  The  report  on 
Heart  Disease. 

Committee  on  Heart  Disease 

In  the  State  of  Delaware,  re^lar  heart  clinics 
are  held  at  the  Memorial  Hospital  and  the  Dela- 
ware Hosnital  in  Wilmington;  the  Wilmington 
General  Hospital  includes  its  heart  patients  in 
its  general  medical  clinic.  In  addition  to  these 
regular  clinics,  which  are  usually  held  at  weekly 
intervals,  the  Delaware  Heart  Association  spon- 
sors a screening  clinic  for  congenital  heart  dis- 
ease chiefly,  which  is  open  to  indigent  patients 
by  appointment  through  Mrs.  Sullivan,  at  the 
Delaware  Hospital,  on  the  second  and  fourth 
Tuesdays  of  each  month.  This  clinic  is  attended 
by  Dr.  Harry  Zinsser  of  the  University  of  Penn- 
sylvania Heart  Foundation  Staff,  and  any  other 
interested  members  of  the  various  heart  clinics 
in  Wilmington.  The  costs  for  this  Clinic  are  as- 
sumed by  the  Delaware  Heart  Association. 

The  realization  of  providing  for  a need  of  long 
standing  is  coming  to  pass  in  the  form  of  a clinic 
known  as  the  Beebe  Clinic  of  Sussex  County 
Heart  Council,  with  funds  provided  by  the  Dela- 
ware Heart  Association,  soon  to  be  started  at  the 
Beebe  Hosnital  in  Lewes,  Delaware.  Dr.  J.  W. 
Annand,  of  Georgetown,  and  Dr.  Tormet,  will  be 
in  charge  of  this  Clinic.  It  is  my  understanding 
that  when  cases  need  to  be  referred  to  the  Screen- 
ing Clinic  above  mentioned,  the  Heart  Associa- 
tion will  take  care  of  such  patient  needs. 

The  research  in  heart  disease  is  going  on  in 
two  centers  in  the  State  of  Delaware.  Dr.  Ottaker 
Poliak,  at  the  Kent  General  Hospital  in  Kent 
County,  has  conducted  research  in  electrophorenis, 
later  in  the  role  of  the  mast  cell  in  atherogenesis, 
and,  it  is  my  understanding,  a new  project  is 
either  under  way  or  under  consideration  by  Dr. 
Poliak  at  this  time.  Funds  for  conducting  all  of 
this  research  have  been  furnished  by  the  Dela- 
ware Heart  Association.  In  addition.  Dr.  A.  H. 
Clagett  has  received  funds  from  the  Delaware 
Heart  Association  for  the  purchase  of  a ballisto- 
cardiograph,  which  is  presently  situated  at  the 
Memorial  Hospital,  in  Wilmington,  Delaware. 
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As  for  education  in  heart  disease,  numerous 
lectures,  radio  programs  and  television  presenta- 
tions are  provided  by  members  of  the  Delaware 
Heart  Association  for  lay  consumption.  The  As- 
sociation regularly  sends  publications  such  as 
“The  Heart  Bulletin”  and  “The  Modern  Concepts 
of  Heart  Disease”  to  all  physicians  who  indicate 
a desire  to  receive  these  publications  regularly.  If 
any  physician  is  desirous  of  receiving  these  pub- 
lications, and  is  not  now  doing  so,  he  is  urged  to 
communicate  with  the  Delaware  Heart  Associa- 
tion, 1912  Shallcross  Avenue,  Wilmington,  Dela- 
ware. In  addition  to  these  publications,  many 
other  pamphlets  are  available  on  all  phases  of 
heart  disease  by  contacting  the  Delaware  Heart 
Association  at  the  above  address. 

In  submitting  this  report,  it  is  felt  that  the 
physicians  of  Delaware  are  keeping  pace  with 
their  responsibilities  as  regards  the  over-changing 
and  newer  concepts  of  heart  disease  as  they  pre- 
sent themselves. 

Respectfully  submitted, 

Edward  N.  Krieger,  Chairman 

President  Van  Valkenburgh:  The  report  on 
Diabetes. 

Committee  on  Diabetes 

Our  Committee  regrets  that  we  can  report  only 
limited  progress,  and  that  in  spite  of  the  great 
amount  of  work  in  our  last  Diabetes  Detection 
Campaign  the  results  were  very  disappointing. 

On  the  credit  side  is  the  fact  that  a number  of 
Delaware  physicians  have  applied  and  have  been 
accepted  as  members  of  the  American  Diabetes 
Association.  It  has  always  been  the  feeling  of 
the  Committee  that,  prior  to  the  successful  or- 
ganization of  the  lay  group  it  was  necessary  to 
enlist  the  aid  of  as  many  members  of  the  State 
Society  who  have  shown  an  interest  in  the  prob- 
lem of  Diabetes  and  Diabetes  detection. 

In  the  Diabetes  Detection  Campaign  of  No- 
vember 1955,  the  Committee  had  the  cooperation 
of  the  State  Pharmaceutical  Society  and  through 
the  efforts  of  this  organization,  posters  along  with 
Drey-Pak  material  were  sent  to  a number  of 
pharmacies  in  the  lower  counties  of  the  state. 
Press  and  Radio  coverage  were  adequate,  as  both 
Medical  and  Pharmaceutical  groups  were  given 
space  and  time.  A total  of  7,000  Drey-Paks  were 
distributed  with  a return  of  only  6%,  which  is  an 
appalling  low  figure.  This  insignificant  and  dis- 
appointing return  questions  the  advisability  of 
continuing  with  this  type  of  detection. 

I do  wish  to  thank  the  hospital  laboratories  of 
tbe  city  for  their  cooperation,  as  well  as,  the 
Delaware  State  Pharmaceutical  Society.  The 
Committee  feels  that  Diabetes  Detection  Drives 
in  some  manner  should  be  continued  because,  with 
newspaper  and  radio  publicity,  we  are  furthering 
public  education  on  a very  serious  disease. 

Respectfully  submitted, 
Charles  Le\y,  Chairman 

President  Van  Valkenburgh;  You  are  doing 
very  good  work. 

The  report  from  the  Hospital -Physician  Rela- 
tionship Committee. 

Dr.  Cannon;  There  were  no  meetings,  no  re- 
port. We  will  accept  that  by  title  only. 

President  Van  Valkenburgh;  The  report  of 
the  Grievance  Board. 

Committe  on  Grievance  Board 

To  Members  of  the  House  of  Delegates; 

Your  Grievance  Board  was  able  to  satisfactorily 


dispose  of  all  matters  brought  to  its  attention  dur- 
ing the  past  year.  A few  of  the  problems  were 
difficult  to  solve  and  required  considerable  in- 
vestigation, but  the  results  were  well  worth  the 
effort  put  forth. 

Your  Chairman  wishes  to  take  this  opportunity 
to  thank  all  of  the  members  of  the  Board  for 
their  whole  hearted  cooperation. 

Respectfully  submitted, 

C.  E.  Wagner,  Chairman 
M.  A.  Tarumianz 
Victor  D.  Washburn 
Bruce  Barnes 
H.  W.  Smith 

President  Van  Valkenburgh;  Is  there  a mo- 
tion to  accept  Dr.  Wagner’s  report? 

(A  motion  was  made,  seconded  and  carried 
accepting  the  report  of  the  Grievance  Board.) 

President  Van  Valkenburgh;  This  Grievance 
Board  has  done  very  good  work.  We  understand 
that  it  has  kept  rather  quiet,  but  we  are  very 
grateful  to  all  of  them. 

The  report  of  the  Committee  on  National  De- 
fense. 

Committee  on  National  Defense 

The  Committee  held  no  formal  meeting.  At  the 
request  of  the  President,  I attended  a meeting  of 
the  “Delaware  Joint  Disaster  Nursing  Council” 
at  the  Red  Cross  building  on  August  15,  1956, 
the  purpose  of  this  being  to  find  out  whether  or 
not  the  state  society  would  help  sponsor  the  ap- 
pearance of  the  Walter  Reed  M^ical  Disaster 
Team  in  Wilmington  on  October  31  and  Novem- 
ber 1,  at  which  time  a public  display  of  care  of 
mass  casualties  will  be  made. 

It  is  urgently  requested  that  representatives 
from  all  county  medical  societies  be  at  this  meet- 
ing since  the  ideas  and  material  made  public  will 
be  very  pertinent  and  can  be  easily  incorporated 
into  each  county’s  individual  civilian  defense  pro- 
gram. All  members  will  be  notified  about  this 
event  through  the  medium  of  their  local  county 
medical  societies. 

Respectfully  submitted, 
Walter  L.  Bailey,  Chairman 

Dr.  B mley  ; I was  the  one  who  sent  that  re- 
port in,  but  I would  just  like  to  mention  to  the 
House  of  Delegates  now  that  this  report  will  be  in 
the  Journal.  Which  issue  of  the  Journal  will 
the  report  be  in? 

Dr.  Cannon;  I think  it  will  be  October  or 
November. 

Mr.  Morris;  Probably  November. 

Dr.  Bailey;  The  meeting  which  is  mentioned 
in  that  report  is  being  held  in  Wilmington  in  the 
Armory  on  the  31st  of  October  and  the  1st  of 
November,  and  the  Delaware  Joint  Disaster  and 
Nursing  Council,  which  is  sponsoring  that  meet- 
ing, is  going  to  a great  deal  of  trouble  in  getting 
this  Walter  Reed  Disaster  Team,  and  so  forth, 
to  be  there,  and  also  they  are  going  to  a great 
deal  of  expense,  and  they  are  going  to  give,  under 
the  Army  and  Navy  supervision,  a demonstra- 
tion of  the  care  of  mass  casualties.  I hope  that 
the  county  societies  will  have  their  local  Civil 
Defense  representatives,  or  some  suitable  repre- 
sentative, present  at  that  meeting  because  I think 
it  will  be  worthwhile. 

Dr.  Washburn;  May  I supplement  that.  Mr. 
President? 

President  Van  Valkenburgh;  Yes. 
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Dr.  Washburn:  Dr.  Bailey,  if  you  will  excuse 
me,  I would  like  to  focus  attention  on  the  fact 
that  the  meeting  with  the  people  from  the  Walter 
Reed  Hospital  takes  place  at  7:30  o’clock  on  the 
evening  of  October  31  at  the  Armory. 

Dr.  Bailey:  All  members  of  the  local  societies 
are  going  to  be  notified  by  letter,  each  member. 

Dr.  Washburn:  That  meeting  is  the  one  I 

would  think  would  be  of  particular  interest  to  us. 
and  the  day  following  is  the  other  meeting,  the 
nurses,  and  so  on. 

President  Van  Valkenburgh:  Thank  you, 

doctors,  for  this  explanation. 

The  Committee  on  Vocational  Rehabilitation, 
Dr.  Stambaugh. 

Committee  on  Vocational  Rehabilitation 

The  Rehabilitation  Committee  of  the  Medical 
Society  of  Delaware  has  had  no  formal  meetings 
during  the  year.  As  in  other  years,  the  rehabili- 
tation program  has  made  forward  strides  without 
unusual  problems.  Delaware  has  direct  medical 
supervision  of  its  rehabilitation  prograrn.  As  a 
committee  and  as  members  of  the  medical  pro- 
fession, our  interest  should  be  to  stimulate  State 
and  Federal  agencies  to  keep  the  program  alive 
and  moving.  Over  5000  disabled  persons  have 
been  rehabilitated  since  1939.  The  budget  is 
nearly  a quarter  million  dollars  in  1955-1956. 

Your  committee  compliments  this  work  and 
wishes  to  express  sincere  appreciation  to  the 
members  of  the  State  Board  of  Vocational  Educa- 
tion and  its  personnel. 

Respectfully  submitted, 

E.  L.  Stambaugh,  Chairman 
S.  W.  Casscells 
I.  M.  Funn 
D.  J.  King 
R.  J.  Bishoff 

President  Van  Valkenburgh:  Is  there  dis- 

cussion of  this  report? 

(No  response.) 

President  Van  Valkenburgh:  Is  there  a mo- 
tion to  accept  the  report? 

(A  motion  was  made,  seconded  and  carried  to 
accept  the  report  of  the  Committee  on  Vocational 
Rehabilitation.) 

President  Van  Valkenburgh:  The  Commit- 
tee on  American  Medical  Education  Fund.  Dr. 
Poole. 

Committee  on  American  Medical  Education  Fund 

The  state  of  Delaware  has  contributed  to  the 
A.M.E.F.  the  total  of  $4,900.00. 

Working  with  a total  of  381  Doctors  with  addi- 
tions and  deaths,  the  percentage  of  Doctors  do- 
nating to  the  A.M.E.F.  directly  to  me  is  36%. 

Respectfully  submitted. 
Gerald  O.  Poole,  Chairman 

President  Van  Valkenburgh:  Is  there  dis- 

cussion of  this  report? 

From  the  Floor:  How  does  that  figure  com- 
pare with  previous  years,  do  you  have  any  idea? 

Mr.  Morris:  This  is  156%  of  last  year’s  con- 
tribution. 

Dr.  Cannon:  Half  as  much  again? 

Mr.  Morris:  Yes,  half  again. 

Dr.  McGuire:  I will  make  a comment  on  that 
when  you  read  my  report. 

Dr.  Bailey:  It  is  only  half  as  good  as  last 

year? 


Dr.  Cannon:  Half  again  as  much. 

President  Van  Valkenburgh:  Is  there  a mo- 
tion to  accept  this  report? 

(A  motion  was  made,  seconded  and  carried  to 
accept  the  report  of  the  Committee  on  American 
Medical  Education  Foundation.) 

President  Van  Valkenburgh:  The  Commit- 
tee on  Medical  Services  and  Public  Relations, 
Dr.  McGuire. 

Committee  on  Medical  Services  and 
Public  Relations 

There  were  no  meetings  held  of  this  committee 
in  the  past  year.  The  chairman  attended  public 
relation  meetings  in  Boston  and  Chicago  and  the 
Eastern  division  of  the  Legislative  Committee  in 
New  York. 

It  is  the  policy  of  the  national  organization  to 
further  better  public  relations  on  a local  level  by 
alertness  to  professional  responsibilities  and  par- 
ticipation in  community  activities  to  enhance  our 
relationship  in  the  area  of  full  citizenship. 

Respectfully  submitted, 

H.  Thomas  McGuire,  Delegate 

President  Van  Valkenburgh:  Is  there  a dis- 
cussion of  this  report?  Do  you  have  anything  to 
add.  Dr.  McGuire? 

Dr.  McGuire:  No  additions. 

President  Van  Valkenburgh:  Is  there  a mo- 
tion to  accept  this  report? 

(A  motion  was  made,  seconded  and  carried  ac- 
cepting the  report  of  the  Medical  Services  and 
Public  Relations  Committee.) 

President  Van  Valkenburgh:  The  next  re- 
port will  be  from  Dr.  McGuire  as  the  delegate  to 
the  American  Medical  Association. 

Delegate  to  the  House  of  Delegates  to  the 
American  Medical  Association 
August  31,  1956 

Mr.  President,  Members  of  the  House  of  Dele- 
gates: 

I have  the  privilege  of  reporting  to  you,  as  your 
Delegate  to  the  House  of  Delegates  to  the  Ameri- 
can Medical  Association.  This  report  will  con- 
tain a condensation  of  the  actions  taken  by  the 
December  Interim  Session  and  the  June  regular 
meeting.  This  is  in  the  interest  of  conserving 
your  listening  and  reading  time. 

The  A.M.A.  President,  Dr.  Elmer  Hess,  em- 
phasized, at  the  opening  session  of  the  House  in 
Boston  that  complacency  should  be  regarded  as 
the  Medical  Profession’s  enemy.  Although  some 
progress  is  being  made  in  informing  the  public 
and  the  profession  of  the  objectives  of  organized 
medicine,  educational  and  public  relation  efforts 
must  be  intensified  and  the  list  of  physician’s 
tangible  accomplishments  in  the  public  interest 
should  be  increased.  The  President  emphasized 
the  necessity  for  the  profession,  generally,  to  in- 
crease its  activities  in  the  area  of  full  citizenship 
in  our  communities. 

Dr.  E.  Roger  Samuel  of  Mount  Carmel,  Pa. 
was  selected  the  General  Practitioner  of  the  year 
by  a special  committee  of  the  Board  of  Trustees. 
Dr.  Torald  Sollmann  of  Cleveland,  Ohio  was  hon- 
ored for  his  outstanding  service  to  the  medical 
profession  and  the  advancement  of  medical  sci- 
ence. Dr.  Sollmann  is  a charter  member  of  the 
A.M.A.  Council  on  Pharmacy  and  Chemistry  and 
chairman  of  this  committee  since  1936. 

The  controversial  aspects  of  proposed  revisions 
and  amendments  to  the  Social  Security  Act  was 
the  cause  of  considerable  deliberation.  Two  as- 
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pects  of  this  problem  emerged  for  critical  and 
analytical  consideration.  One:  that  phase  of  the 
Social  Security  Act  that  requires  physician  par- 
ticipation in  the  determination  of  disability  and. 
Two:  the  old  age  survivor  insurance  provision  for 
coverage  of  physicians.  In  the  first  instance  the 
House  affirmed  the  following:  “That  the  Ameri- 
can Medical  Association  pledges  its  wholehearted 
cooperation  in  a study  of  Social  Security  in  the 
United  States  and  will  devote  its  best  efforts  to 
procuring  and  providing  full  information  of  the 
medical  aspects  of  disability,  rehabilitation  and 
medical  care  of  the  disabled.  The  policy  of  re- 
habilitation and  full  medical  cooperation  rather 
than  subsidy  was  emphasized.  On  the  second 
proposition  it  was  recommended  that  the  State 
Societies  poll  their  entire  membership  on  the 
question  of  A.S.I.  participation  of  physicians  and 
that  this  poll  be  transmitted  to  the  Board  of  Trus- 
tees of  the  American  Medical  Association  at  the 
earliest  possible  moment. 

The  Committee  on  Medical  Practice  and  Hos- 
pital Accreditation  made  a number  of  recommen- 
dations that  received  final  action  in  the  June  com- 
mittee that  will  be  detailed  later  in  this  report. 

Actions  can  be  summarized  as  follows: 

1.  It  was  recommended  that  the  Board  of  Trus- 
tees give  consideration  to  a dues  increase  for 
all  Association  members,  with  increase  desig- 
nated for  contribution  to  the  American  Med- 
ical Education  Foundation. 

2.  Recommended  that  further  purchase  and  dis- 
tribution of  Salk  Polio  vaccine  be  carried  on 
by  the  presently  available  commercial  avenues 
used  for  other  immunizing  agents,  and  that  all 
vaccine,  once  proven,  should  enter  the  usual 
channels  of  distribution. 

3.  Approved  the  appointment  of  an  A.M.A.  com- 
mittee to  study  the  prevention  of  highway  acci- 
dents. 

4.  Commended  the  Women’s  Auxiliary  of  the 
A.M.A.  for  its  financial  contribution  to  the  sup- 
port of  medical  education  and  requested  the 
Auxiliary  to  continue  its  active  efforts. 

5.  Commended  the  Sears  Roebuck  Foundation  for 
its  thoughtfulness  and  foresight  in  sponsoring 
a new  plan  for  financial  assistance  in  estab- 
lishing medical  practice  units. 

The  Scientific  aspects,  the  Social  Programs  and 
the  general  hospitality  of  the  New  England  med- 
ical groups  were  well  planned  and  reflected  great 
credit  on  our  Northeastern  colleagues. 

The  opening  session  of  the  June  meeting,  held 
in  Chicago,  featured  an  address  by  President. 
Elmer  Hess,  warning  that  the  medical  profession 
must  be  prepared  to  face  an  all-out  drive  by  some 
labor  grouDS  for  national  compulsory  health  in- 
surance. He  further  advised  that  it  was  incumbent 
upon  us  to  settle  our  petty  differences  and  stay 
united.  Dr.  Dwight  H.  Murray,  President-Elect, 
urged  strength  through  unity  and  suggested  that 
we  must  guard  against  any  cleavage  within  our 
profession,  specifically,  between  General  Practi- 
tioners and  Specialists. 

The  report  of  the  Committee  on  Hospital  Ac- 
creditation was  the  source  of  considerable  dis- 
cussion. The  Committee’s  report  was  voluminous 
but  in  essence  it  recommended  accreditation  of 
hospitals  should  be  continued  and  should  main- 
tain its  present  organizational  representation  with 
annual  reports  to  the  House  of  Delegates  on  the 
activities  of  the  commission.  Physicians  should 
be  on  the  administrative  bodies  of  hospital  and 
general  practice  sections  in  hospitals  should  be 
encouraged.  Moreover,  staff  meetings  required  by 


the  joint  commission  are  acceptable  but  attend- 
ance should  be  set  up  locally  and  not  by  the 
commission.  The  joint  commission  is  not  and 
should  not  be  punitive  and  should  not  concern 
itself  with  the  number  of  hospital  staffs  to  which 
a physician  may  belong,  it  should  publicize  the 
method  of  appeal  to  hospitals  that  fail  to  receive 
accreditation.  Further,  surveyors  should  receive 
better  indoctrination  and  should  work  with  both 
administrator  and  staff  of  hospitals  and  should 
be  directly  employed  by  the  commission.  The 
A.M.A.  should  conduct  an  educational  campaign 
for  doctors  relative  to  the  function  of  the  joint 
commission.  And  the  A.M.A.  and  the  American 
Hospital  Association  encourage  educational  meet- 
ings for  hospital  boards  of  trustees  and  admin- 
istrators on  State  or  National  level  to  acquaint 
these  bodies  with  the  functions  of  accreditation. 
The  committee  emphasized  that  the  privileges  of 
each  member  of  the  medical  staff  shall  be  de- 
termined on  the  basis  of  professional  qualifica- 
tions and  that  personnel  shall  be  qualified  by 
training  and  demonstrating  competence  and  shall 
be  granted  privileges  commensurate  with  their 
individual  abilities. 

As  we  are  all  aware  graduates  of  foreign  med- 
ical schools  have  recently  posed  a problem  as  to 
their  proper  place  in  the  current  American  med- 
ical scene.  It  has  been  apparent  that  a plan  and 
system  of  evaluation  and  review  would  be  profit- 
able both  to  our  medical  communities  and  the 
particular  individuals  involved.  Therefore,  the 
House  approved,  in  principal,  a program  for  the 
evaluation  of  graduates  of  foreign  m^ical  schools 
seeking  hospital  positions  in  the  United  States. 
Stating,  the  responsibility  to  share  educational 
opportunities  in  medicine  is  recognized,  the  pri- 
mary concern  must  be  for  the  health  of  the 
American  public.  Thus,  before  assuming  respon- 
sibility for  the  care  of  patients  as  interns  or  resi- 
dents, all  graduates  of  foreign  medical  schools  — 
immigrants,  exchange  students  and  American 
graduates  of  foreign  schools  — should  show  evi- 
dence, as  early  as  can  be  measured,  of  having 
reached  a level  of  educational  attainment  com- 
parable to  that  of  students  of  American  schools 
at  the  time  of  graduation.  This  plan  calls  for 
establishment  of  a central  administrative  organiza- 
tion to  evaluate  the  medical  credentials  of  foreign 
trained  physicians  desiring  to  serve  as  interns  or 
residents  in  American  hospitals.  Applicants  with 
satisfactory  credentials  then  would  take  a screen- 
ing examination  to  determine  their  medical  knowl- 
edge and  their  facility  of  the  English  language. 
Successful  applicants  would  then  be  certified  to 
hospitals  and  other  interested  organizations  with 
the  approval  of  the  foreign  trained  physician  con- 
cerned. 

In  consideration  of  private  practice  by  medical 
school  faculty  members  the  House  adopted  a 
Council  report  which  stated:  “That  it  shall  be  the 
policy  of  the  American  Medical  Association  that 
funds  received  from  the  private  practice  of  medi- 
cine by  salaried  members  of  the  clinical  faculty 
of  a medical  school  or  hospital  should  not  accrue 
to  the  general  budget  of  the  institution  and  that 
the  initial  disposition  of  fees  for  medical  service 
from  paying  patients  should  be  under  direct  con- 
trol of  the  doctor  or  doctors  rendering  the  serv- 
ice.” The  adapted  report  stated  further,  “It  is 
not  in  the  public  or  professional  interest  for  a 
third  party  to  derive  a profit  from  payment  re- 
ceived for  medical  services,  nor  is  it  in  the  public 
or  professional  interest  for  a third  party  to  inter- 
vene in  the  physician-patient  who  has  recom- 
mended that  adequate  liason  be  developed  and 
maintained  between  county  medical  societies  and 
medical  schools  in  its  area  and  that  publicity. 
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which  has  the  general  approval  of  the  medical 
community,  be  properly  used.” 

In  the  area  of  federal  aid  to  medical  schools 
embodied  in  Senate  1323,  a bill  in  Congress  pro- 
viding for  one  time  matching  grants  to  medical 
schools  for  construction  purpose,  the  committee 
and  the  House  refused  to  adopt  a resolution  in 
support  of  this  measure. 

There  was  great  interest  in  a substitute  resolu- 
tion on  premature  drug  publicity.  In  summary 
this  resolution  states:  “Whereas,  in  view  of  the 
tremendous  number  of  new  drugs  being  developed 
and  expanding  research  programs  in  medical  col- 
leges, clinics  and  hospitals  being  influenced  by 
the  drug  industry,  it  is  imperative  that  the  manu- 
facturer and  the  medical  profession  develop  co- 
operatively guiding  principals  which  will  protect 
the  American  people  from  being  subjected  to  the 
premature  release  of  information  pertaining  to 
new  products  or  techniques.  And  that  competi- 
tion within  the  pharmaceutical  industry  has  be- 
come extremely  keen  so  that  in  the  advertising  of 
their  products  drug  manufacturing  firms  have  been 
forced  to  the  expenditure  of  larger  and  larger 
sums  of  money  and  increasingly  broader  fields  of 
advertising.  It  has  therefore  become  necessary 
for  a closer  liason  between  the  pharmaceutical 
manufacturer  and  the  American  Medical  Associa- 
tion. It  is  urged  that  the  Board  of  Trustees  of 
the  American  Medical  Association  appoint  a 
liason  committee  to  meet  with  representatives  of 
the  pharmaceutical  manufacturers  to  discuss  this 
objective. 

In  the  concluding  session  Dr.  David  B.  Allman 
of  Atlantic  City,  N.  J.  was  unanimously  named 
the  President-Elect  for  the  coming  year. 

Your  delegate  wishes  to  express  his  sincere 
gratitude  for  the  privilege  of  serving  in  this  ca- 
pacity. I would  again  urge  more  physicians  attend- 
ing the  annual  or  interim  session  to  devote  some 
part  of  their  time  to  the  proceedings  of  the  House 
of  Delegates.  This  is  your  organization  and  your 
business  and  it  seems  to  me  has  a relative  value 
to  you  that  is  equal  to  the  scientific  papers  and 
exhibits  that  are  attended  by  members. 

Respectfully  submitted. 
Dr.  H.  Thomas  McGuire 

Dr.  McGuire:  Several  things  should  be  pointed 
out.  One  is  that  this  American  Medical  Educa- 
tion Foundation  is  very  important.  We  in  Del- 
aware are  not  meeting  our  demands.  The  State 
of  Nevada,  with  170  members,  made  a contribu- 
tion three  times  as  great  as  ours,  to  AMEF  direct. 
Many  state  societies  are  increasing  their  dues  to 
meet  this  situation.  The  Pharmaceutical  and  the 
business  community  are  beginning  to  sav  we  are 
not  meeting  our  personal  obligations.  And  it  seems 
that  if  we  are  not  going  to  do  it.  that  they  might 
revise  their  figures  down,  and  then  the  total  sum 
would  be  woefully  inadequate. 

So  it  would  seem  rather  incumbent  upon  us  to 
conscientiously  inventory  what  we  have  done  in 
this  area,  both  as  individuals  and  as  a group,  so 
that  the  threat  of  more  Federal  aid  — so  that  we 
will  be  consistent  in  our  argument  against  Fed- 
eral aid. 

That  is  all  I would  ask  and  that  is  all  for  the 
benefit  of  the  people  interested  in  this. 

Dr.  Bauer,  who  is  the  National  Chairman, 
spent  a whole  year  on  this.  There  are  people  who 
think  this  way  would  be  better,  to  make  a sub- 
stantial dues  increase,  cut  out  all  the  costs  of  con- 
tributions to  the  AMEF. 

Thank  you,  Mr.  Chairman. 


President  Van  Valkenburgh:  Is  there  a dis- 
cussion of  this  report  by  the  delegates? 

(There  was  no  response.) 

President  Van  Valkenburgh:  I want  to  thank 
you  very  much.  Dr.  McGuire,  for  your  compre- 
hensive report.  We  certainly  cannot  all  attend 
this  meeting,  and  we  are  getting  the  main  facts 
from  your  report. 

Dr.  Bailey:  Dr.  McGuire,  what  do  you  suppose 
would  be  a reasonable  assessment  to  the  dues  for 
each  individual  in  the  State  for  the  AMEF? 

Dr.  McGuire:  All  I can  tell  you.  Dr.  Bailey,  is 
what  other  States  are  doing.  Nevada  has  added 
$30  to  their  State  annual  dues,  bringing  their 
total  dues  to  $120  a year.  They  hold  their  meet- 
ings in  Reno  in  order  to  get  75  people  there. 
Some  of  these  people  have  to  travel  700  miles,  by 
airplane,  to  get  there.  Illinois  has  increased  their 
dues  $40  to  meet  this  objective.  I think  what  the 
Board  of  Trustees  are  thinking  — this  is  just  what 
they  are  saying  in  whispers  — they  are  thinking 
about  recommending  a $50  increase  on  a national 
level,  that  is,  increase  our  national  dues.  They 
are  thinking  about  it.  It  has  not  been  proposed, 
but  it  has  been  talked  about. 

Dr.  Bailey:  Do  you  think  it  would  be  worth- 
while to  have  some  sort  of  a committee  investi- 
gate the  possibility  or  the  feasibility  of  doing  that 
here,  increasing  our  local  State  dues? 

Dr.  McGuire:  My  own  personal  view  is  yes. 

Dr.  Bailey:  Then  why  don’t  we  do  it? 

Dr.  McGuire:  I was  waiting  to  hear  something 
develop.  I tried  to  emphasize  that  feature  of  this 
report.  I already  have  talked  as  much  as  I should, 
I think,  about  other  things,  too,  including  the 
ladies.  I did  not  think  it  would  be  appropriate 
for  me  to  bring  it  up.  But  I do  think,  as  I sense 
the  feeling,  that  this  thing  is  inevitable,  and  I 
personally  feel  that  we  are  not  meeting  our  obli- 
gations in  a manner  consistent  with  our  attitude, 
and  I think  if  we  are  not  going  to  do  it,  we  have 
to  face  two  things:  One,  increased  dues  on  a na- 
tional level;  or  (2),  Federal  subsidy  — one  or  the 
other  is  going  to  come  about. 

So  I would  then  make  a resolution  that  the 
President  appoint  a committee  to  review  this  sub- 
ject with  the  idea  of  a dues  increase  to  bring  our 
contribution  to  the  American  Medical  Education 
Foundation  to  the  level  where  it  belongs. 

Dr.  Bailey:  Is  that  in  the  form  of  a motion? 

Dr.  McGuire:  Yes. 

Dr.  Bailey:  I second  it. 

President  Van  Valkenburgh:  Is  there  any 
discussion? 

Dr.  J.  R.  Fox  (Dover):  May  we  have  some 
discussion  of  this  motion.  I didn’t  know  whether 
this  was  the  appropriate  time  to  discuss  this 
AMEF  program  or  not.  Since  it  has  been  started, 
I would  like  to  add  a personal  comment. 

I have  had  some  experience  in  collecting  for 
this  fund  in  the  person  to  person  campaign  in 
our  county,  and  I find  the  most  severe  objection 
is  that  it  is  double  taxation.  I didn’t  find  anyone 
in  our  area  who  was  not  already  contributing  to 
their  medical  school  directly.  Now  the  AMEF,  as 
I understand  it,  wishes  an  additional  contribution 
through  their  own  organization  to  our  medical 
schools,  which  means  that  you  are  just  dupli- 
cating your  contribution  each  year. 


[The  Proceedings  of  the  House  of  Delegates 
will  be  concluded  in  the  December  issue  of 
the  Journal.] 
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NEW  AND  IMPORTANT 


ROLICTON* 

(BRAND  OF  AMINOISOMETRADINE) 


Simple 
b.i.d.  Dosage 
for  Positive 
Diuresis 

THIS  newest  product  of  Searle  Re- 
search is  the  only  continuously  effec- 
tive oral  diuretic  that  avoids  all  these 
disadvantages : 

. . . Significant  side  effects 
. . . Complicated  dosage  schedules 
. . . Electrolyte  disturbance 
. . . Acid-base  imbalance 
. . . Fastness 

. . . Known  contraindications 


THE  GLOMERULAR  FILTERING  SYSTEM 
Configuration  of  the  renal  glomerulus 
as  revealed  by  the  electron  microscope. 

(iliustrotion  by  Hans  Elios) 

ROLICTON  has  been  found  effective 
as  an  agent  to  eliminate,  or  greatly 
reduce  the  frequency  of,  mercurial  in- 
jections. 

DOSAGE  IS  SIMPLE.  One  tablet  b.i.d.  is 
usually  adequate,  following  adminis- 
tration of  four  tablets  the  first  day. 
G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 


♦Trademark  of  G.  D.  Searle  & Co. 
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PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
infiammatory  activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


The  ataractic  effect  is  a 
central  n«uro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications : 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


Supplied : Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


the 


Ifirst 


andB 


only 


ataraxic-corticoid 


combining  the  newest,  safest 
tranquiliz^  ATARAX® 


+ 


the  newest,  most  effecti  e 
steroid,  STERANE 


(prednisolone) 


_ controls 

the  symptoml  and  the 
apprehension 


In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 


♦Trademark 
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KARO®  SYRUP  ■ . . meets  the  need  tor  a 
highly  potent  source  of  infant  carbohydrate 


The  need  for  carbohydrate,  particu- 
larly during  the  rapid  growth  period 
of  early  infancy,  is  well  recognized. 
One  highly  effective  means  of  assuring 
adequate  carbohydrate  is  by  the 
addition  of  Karo  syrup  to  the  milk 
formula. 

Karo — a balanced  mixture  of  dex- 
trins,  maltose  and  dextrose — enables 
the  feeding  of  larger  amounts  of  total 
carbohydrate  than  is  possible  with  a 
single  sugar  such  as  lactose  or  sucrose. 
Karo  is  double  rich  in  calories  and, 
more  importantly,  it  is  easily  digested, 
completely  utilized  and  well-tolerated ; 
even  by  prematures  and  newborns. 


From  the  standpoint  of  the  phy- 
sician, Karo  permits  easy  adjustment 
of  formula  and  safe  transition  from 
liquid  to  solid  food.  Mothers  appreciate 
the  ease  of  making  formulas  with  Karo, 
plus  its  ready  availability  and  econo- 
my. Light  or  dark  Karo  syrup  may 
be  used  interchangeably  since  each 
yields  120  calories  per  ounce  (2  table- 
spoons). 


1906  • 50th  ANNIVERSARY  *1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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maximum  efficacy  with  minimum  risk 

Terfonyl 

SQUIBB  METH-DIA-MER  SULFONAMIDES 


mg.  per  100  ml. 

T 


BLOOD  LEVELS  IN  MAN  ON  DlDSAGE  OF  6 GM.  PER  DAY 


A 

— 

TE 

^FONYL 

SIN 

3LE  “SOLUBLE” 

SULFONAMIDE 

T 

DAYS  2 4 6 8 10 


-Attar  Ubr.D.. Modern  Med.  23tlll  (Jan.  IS)  19SS. 


Terfonyl  is  absorbed  as  well  as  single  “soluble’'  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm.,  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


Squibb 


•TERFONYL'®  IS  A SQUIBB  TRADEMARK 


CATHl 

^ more  effective 

in  clinical 
* important  infectic 
than  any  other 
antibiotic 


OR  MOST  INFECTIONS 


(NOVOBIOCIN-PENICII.I-IN  <t,  MERCK) 


THE  ANTIBIOTIC  PRODUCT 
10ST  LIKELY  TO  BE  EFFECTIVE 


OMPARE  THESE  ADVANTAGES: 

Proved  effectiveness  in  the  largest  num- 
;r  of  clinically  important  infections  in- 
uding  those  caused  by  antibiotic-resistant 
aphylococci  and  proteus. 

Therapeutic,  bactericidal  blood  levels  are 
omptly  achieved. 

Exceptionally  well  tolerated;  patient  sen- 
tivity  reactions  are  rare  at  recommended 
jsage. 

No  yeast  or  fungal  super-infections  nor 
ly  antibiotic-induced  enteritis,  vaginitis  or 
•octitis  have  been  reported  following 

ATHOCILLIN. 

No  problems  of  cross-resistance  have  been 
icountered  with  Cathocillin. 

The  normal  intestinal  flora  is  not  dis- 
irbed  by  Cathocillin. 

}SAGE;  for  adults — two  capsules  q.i.d.;  for  children 
ider  too  lbs. — dosage  in  proportion  to  weight  (e.g.  erne 
psule  q.i.d.for  a child  weighing yo  lbs.). 


CONSIDER  CATHOCILLIN  FIRST 

— for  these  clinically  important  infec- 
tions: tonsillitis;  pharyngitis;  pneumonia; 
otitis  media;  cervical  lymphadenitis; 
streptococcal  sore  throat;  infected  tooth 
sockets;  Vincent’s  infection;  acne  and 
superficial  skin  infections;  impetigo; 
boils,  furuncles  and  carbuncles;  lung  ab- 
scess; bronchitis;  mastitis;  osteomyelitis; 
wound  infections;  postoperative  wound 
infections  and  infected  lacerations;  sta- 
phylococcal enteritis, staphylococcal  diar- 
rhea of  the  newborn;  peritonitis  (caused 
by  susceptible  organisms);  pelvic  in- 
flammatory disease;  gonorrhea;  gono- 
coccal arthritis;  urethritis;  scarlet  fever; 
erysipelas. 

SU  PPL)  ED;  Blue  and  white  capsules  ‘Cathocillin’ 
— each  containing  125  mg.  of  ‘Cathomycin’  {as 
Sodium  Novobiocin,  Merck)  and  75  mg.  {125,000 
units)  Potassium  Penicillin  G;  bottles  of  16. 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  6 CO.,  InC..  PHILADELPHIA  1.  PA. 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Di 


islon  of  Geigy  Chemical  Corporation,  New  York  13,  N.  V. 


72S56 


November,  1956 


Delaware  State  Medical  journal 


xxxix 


For  preventing 
and  treating 

upper  respiratory 
infections 


Tetracycline- Antihistamine- Analgesic  Compound 


Available  on  prescription  only 


Achrocidin  is  a well-balanced,  comprehensive  formula 
directly  modifying  the  complications  of  the  common 
cold  or  upper  respiratory  infections. 

In  addition  to  the  direct  benefit  of  rapid  symptomatic 
improvement,  Achrocidin  promptly  controls  the  bac- 
terial component  frequently  responsible  for  the  devel- 
opment in  susceptible  individuals  of  sequelae  such  as 
otitis  media,  sinusitis,  adenitis,  and  bronchitis. 

Achrocidin  is  convenient  for  you  to  prescribe — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
three  or  four  times  daily. 


ACHROMYCIN®  Tetracycline  . . 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

^trademark 


For  Pain-Fr<t 


In  “Rheumatisrri 


TEMF 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction  . 

assures  full  potency  and  sta-  ^CEarly  rheumatoid  arthritis  Synovitis 

bility  of  prednisolone.  Rheumatoid  spondylitis  Tenosynovitis 


combine : 


THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


ASPIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (56 

+ 

ANTACID  (0.2  Gm) 


PREDNISOLONE  (1  i 


+ 


Osteoarthritis 
Still’s  disease 
Psoricitic  arthritis 
Bursitis 


Myositis 

Fibrositis 

Neuritis 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 


....  for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

. , . . dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  1-i  TEMPOGEN  Tablets  l.i.d.  or  q.i.d. 
(TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  I tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPLIED:  TEMPOGEN  and  TEMPOGEN  Forte 
— in  bottles  of  100  Multiple  Compressed  Tablets. 
(TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I.  PA. 
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GRADATIONS  OF  ANALGESIA 


‘TABLOID’  ‘EMPIRIN’  COMPOUND^ 

Acetophenetidin  gr.  2V2,  Acetylsalicylic 
Acid  gr.  3V2,  Caffeine  gr.  V2 


^‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr. '/«,  No.  1 (N) 


^‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  'A,  No.  2 (N) 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 
with  CODEINE  PHOSPHATE  gr.  '/r,  No.  3 (N) 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 
with  CODEINE  PHOSPHATE  gr.  1,  No.  4 (N) 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  lU.S.A.)  INC. 
Tuckahoe,  N.  Y. 


I 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 


CAPPEAU^S,  INCo 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 


Delaware  Ave. 
& Dupont  St. 
Dial  OL  6-8537 


Ferris  Rd.  & 
W.  Gilpin  Drive 
Willow  Run 
WY  4-3701 
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Patients  without  primary 
renal  disease,  but  with 
albuminuria  and  high 
nonprotein  nitrogen 
due  to  congestive 
circulatory  changes, 
can  be  adequately 
and  safely  treated 
with  Neohydrin  for 
long  periods  of  time/"* 

*Griffith,  G.  C.;  Dimitroff,  S.  P.,  and  Thorner,  M.  C.: 
Ann.  Int.  Med.  45:7,  1956. 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 
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in  respiratory  allergies 


/ 


all  the  benefits  of  the  “predni-steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 

I 


ROUTINELY  ACHIEVED  WITH 


CoDeltra 


Multiple 

Compressed 


Clinical  evidence'’^-^  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  roulineh/ 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W..  J AM  A. 
160:613  (February  25)  1956.  2.  Margulis, 
H.  M.  et  al.,  J.A.M.A.  158:454  (June  11) 
1955.  3.  Bollet,  A.  J.  it  ul.,  J.A.M  .A. 
158:459  (June  11)  1955. 


(Prednisone  Buffered) 


Co  Bjuleltra' 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  . INC 
PHILADELPHIA  1.  PA. 


*CO-DELTIl.\'  and  ’CO-nVi)KLTU.\'  arc  trademarks  of  Mkio  k A-  ('o  I\c 
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Meal  Planning 

for  the 

■ ab  etic 


Newest  Knox  Brochure 
Aids  Dietary  Management  of  Diabetics 


Protein  Previews 


Exchange  Lu 
Knox  recipes 


Although  more  than  50%  of  diabetics  can  be  man- 
aged with  proper  diet,  continued  success  is  de- 
pendent upon  proper  motivation  of  patients. 
Determination  to  abide  by  dietary  restrictions  is 
also  important  for  the  diabetic  being  managed 
with  insulin. 

The  new  Knox  booklet  “New  Variety  in  Meal 
Planning”  has  been  prepared  to  help  the  physician 
onlist  the  patient’s  enthusiasm  for  dietary  meas- 
utes  and  to  help  maintain  this  enthusiasm.  It 
explains  the  importance  of  diet  to  the  diabetic, 
shows  him  how  to  use  the  newest  dietary  advance 
— Food  Exchange  Lists* — and  then  describes  how 
to  provide  tasty  variety  with  14  pages  of  tested, 
diabetic  recipes. 

“New  Variety  in  Meal  Planning”  makes  no 
attempt  to  prescribe  a system  of  treatment.  It  shows 
how  the  recipes  described  may  be  used  to  good 


advantage  in  practically  any  system  of  diabetic 
management.  If  you  would  like  a supply  for  your 
practice,  use  coupon  below. 

1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by  committees  of  The 
American  Diabetic  Association,  Inc.  and  The  American  Dietetic  Association. 

Knox  Gelatine  Company 
Professional  Serviee  Department  SJ-20 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  Knox 

diabetic  brochure  describing  the  use  of  Food 
Elxchange  Lists. 

YOUR  NAME  AND  ADDRESS 
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the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


$4,500,000  ASSETS 
$23,000,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 
OMAHA  2,  NEBRASKA 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


Baynard  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 
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FRAIM’S  DAIRIES 

SftHce  JfWO 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


^towers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 


Phone  8-4388 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


A Store  for  . . . 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
" P R E M A R I N : 

widely  used 
natureil,  oml 
estrogen 


AYERST  LABORATORIES 


New  York,  N.  V.  • Montreal.  Canada 
5645 
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developed  by  RICE 


FOR  SPECIAL  DIETS 

prescribed  for  patients  who  are  restricted 
to  foods  containing  a minimum  of  fat 
or  salt.  Low  Sodium  Bread  is  specially 
formulated  to  reduce  the  calorie  and 
sodium  content  yet  provide  the  essential 
nutrients  of  enriched  white  bread. 
Analyses  by  three  independent  research 
laboratories  determined  these 
specifications: 

■ 42  milligrams  of  sodium 
per  18.8  gram  slice 

47  calories  per  slice 

LOW  SODIUM  BREAD,  double- 
wrapped  in  aluminum  foil  and  waxed 
paper,  is  delivered  to  the  home  by 
Rice  routemen  and  is  available  at  all 
Rice  Bake  Shops.  Orders  for  home 
dehvery  may  be  placed  by  telephoning 
Mulberry  5-6800  in  Baltimore; 

Olympia  2-1043  in  Wilmington. 

RICE’S  BAKERY 

BALTIMORE  • WILMINGTON 


Trasentine-Fiianobarblta 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


C I B A 

Summit,  N.  J. 


2/2226H 


November.  1956 


Delaware  State  Medical  Journal 


,\lix 


Meat... 

Good  Nutrition  and 

Endocrine  Functioning 

Maintenance  of  homeostasis  attuned  to  health  de- 
volves upon  good  nutrition  and  normal  functioning  of  the  enzyme 
and  endocrine  systems. Conversely,  by  impairing  vital  activities 
of  the  endocrines,  poor  nutrition  can  seriously  disturb  production  of 
hormones  needed  to  regulate  metabolic  processes. 

Intense  and  prolonged  deficiency  in  essential  nutrients  and  food 
energy  depresses  pituitary,  gonadal,  and  other  endocrine  activity, 
leading  to  subnormal  physiologic  states.  Clinical  studies  exposing 
male  volunteer  subjects  to  a semistarvation  diet  produced  symptoms 
resembling  those  of  various  endocrine  dysfunctions.''  Since  the  pitui- 
tary and  other  hormones  are  protein  in  nature,  it  appears  logical  to 
assume  that  protein  nutrition  plays  an  important  part  in  their 
synthesis.^ 

Meat,  by  supplying  valuable  amounts  of  high  quality  protein, 
B v itamins,  essential  minerals,  and  fat  containing  unsaturated  fatty 
acids,  contributes  importantly  to  any  role  that  good  nutrition  may 
play  in  the  maintenance  of  the  endocrines,  their  functioning,  and 
the  production  of  hormones. 

1.  Ralli,  E.  P.,  and  Dumm,  M.  E.;  The  Hormonal  Control  of  Metabolism,  in 
VVohl,  M.  G.:  Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea 
and  Febiger,  1955,  pp.  57-74. 

2.  McHenry,  E.  W.:  Nutrition  and  Endocrine  Function,  Borden’s  Review  of 
Nutrition  Research,  76:17  (Mar. -.Apr.)  1955. 

3.  Ershoff,  B.  H.:  Conditioning  Factors  in  Nutritional  Disease,  Physiol.  Rev. 

28-A07  ()an.)  1948. 

4.  Keys,  A.;  Brozek,  J.;  Henschel,  A.;  Mickelscn,  O.,  and  Taylor,  H.  L.:  The 
Biology  of  Human  Starvation,  Minneapolis,  University  of  Minnesota  Press, 

1950.  ' 

5.  Samuels,  L.  T.:  Progress  in  Clinical  Endocrinology,  New  York,  Grune  and 
Stratton,  1950,  p.  509. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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am^  is  part  of  ever^lln^ 

In  physical  sickness 


In  anxiety 


Trademark 


Supplied : Tablets,  400  mg., 
bottles  of  50. 

Usual  Dose-  1 tablet,  t.i.d. 


anxiety 


MEPROBAMATE 

(2-methyl*2-n*propyl-l,3-propanediol  dicarbamate) 
Licensed  under  U.S. Patent  No.  2,724,720 


Philadelphia!, Pa.  anti-aiixiety  factor  with  muscle-relaxing  action 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


PATRONIZE 

OUR 

ADVERTISERS 


Medical  Education 

Needs  Your 
HELP 

Give  Through  The 

A.  M.  E.  F. 
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...from  Two 
Outstanding  Cases 

RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  AValker  stands  out  in  its  (ievotion  to 
cjuality.  Every  drop  is  made  in  Scotland.  E\er\ 
drop  is  distilled  rvith  the  skill  and  tare  that 
tome  irom  generatitms  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky... 
the  same  high  cjuality  the  world  over. 


BORN  1820... 

STILL  GOING  STRONG 


Johnnie 

^ALKER 


BLENDED  SCOTCH  WHISKY 


The  Gear  Action  Shoe'’^ 
with  pivot  arch 
synchronizing 
with  the 
foot  in 
action 


* Insole  extension  and  wedge  of  inner  corner  of 
heel  where  support  is  most  needed. 

^ The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

* Innersotes  guaranteed  not  to  crack  or  collapse. 

* Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

^ Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

'At  We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

* We  moke  more  shoes  for  polio,  club  feet  and  dis- 
obled  feet  than  any  other  shoe  manufacturer. 

Sencf  for  free  booklet,  "The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  /oca/  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


^^The  mercurial  diuretics 
have  the  justified 
reputation  of  being 
the  most  powerful  and 
consistently  effective 
of  all  diuretic  drugs.'"* 

TABLET 

NEOHYDRIN® 

^Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed.  2,  New  York, 
The  Macmillan  Company,  1955,  p.  847. 
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MONODRAi:»""  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptiy  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

. weli  tolerated  upper  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

EACH  TABLET  CONTAINS;  DOSAGE:  1 OT  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mephobarbital).  trade- 
marks reg.  U.  S.  Pat.  Off. 

^References  and  clinical  trial  supplies  acailable  on  request. 
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nostyn 


-ethylcrotonylurea,  Ames 


the  power  of  gentleness 


for  relief  of  daily  tensions 


• moderates  anxiety  and  tension 

• avoids  depression,  drowsiness,  motor  incoordination 

different! 


• Nostyn  is  a new  drug,  a calmative 

— not  a hypnotic-sedative 

— unrelated  to  any  available  chemopsychotherapeutic  agent 

• no  evidence  of  cumulation  or  habituation 

• does  not  cause  diarrhea  or  gastric  hyperacidity 

• unusually  wide  margin  of  safety  — no  significant  side  effects 
dosage:  150-300  mg.  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets,  bottles  of  48. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 


17656 


'Thorazine^  relieved  this  patient’s 
anxiety,  tension  and  fear  and  made 
it  possible  for  him  to  return  to  work. 


•THORAZINE’  CASE  REPORT 

patient:  Anxiety,  tension,  and  a fear  of  going 
out  alone  made  it  impossible  for  this  36-year- 
old  man  to  work.  After  other  treatments  had 
failed  he  was  given  ‘Thorazine’. 

>*e5/;ow5e.' “On ‘Thorazine’  medication,  100  mg. 
orally,  daily,  his  anxiety  and  apprehension  dis- 
appeared rapidly.  The  patient  was  able  to  go 
out  alone  and  to  work  once  again.  His  mood 
was  actually  gay  and  his  co-workers  were  sur- 
prised at  this  change.  He  was  now  free  from 
care  whereas  before  he  had  been  distressed  by 
the  slightest  difficulty.” 


This  case  report  is  from  the  files  of  a general  practitioner. 


THORAZINE* 


Available  in  ampuls,  tablets  and  syrup  (as  the  hydrochlo- 
ride), and  in  suppositories  (as  the  base). 


Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Thorazine’  should  be  administered  discrimi- 
nately  and,  before  prescribing,  the  physician 
should  be  fully  conversant  with  the  available 
literature. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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Infections  of  the  respiratory  tract  respond  readily  to 


LOTYCIN 


(ERYTHHOMTCIN,  IILIY)T‘ 


safe,  well  tolerated 


QUALITY  j RESEARCH  ^INTEGRH 


r.n 


SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTIC  A( 


NONHEMOLYTIC  MICROCOCCUS  AUREUS 


HEMOLYTIC  MICROCOCCUS  AUREUS 


(363-418  STRAINS) 


CHLOROMYCETIN 

^ ANTIBIOTIC  A 


ESCHERICHIA  COLI 
(478-586  STRAINS) 


(729-776  STRAINS) 


AEROBACTER  AEROGENES 

(153-193  STRAINS) 


OlOA 


CHLOROMYCETIN 

^ ANTIBIOTIC  A 
ANTIBIOTIC  B 
ANTIBIOTIC  C 


greater  antibacterial  efficacy. . . 


Chloromycetin* 

for  today’s  problem  pathogens 


s graph  is  adapted 
n Altemeier,  Cul- 
son,  Sherman,  Cole, 
:un,  & Fultz.^ 


Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 

References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W; 
Elstun,  W,  & Fultz,  C.  T:  j.A.M.A.  157:305  (Jan.  22)  1955.  (2)  Austrian,  R.: 
New  York  J.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delplaia,  E A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.: 
Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & 
Creadick,  R.  N.:  Obst.  6-  Gijnec.  5:365,  1955.  (6)  Kass,  E.  H.;  Am.  ].  Med. 
18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159 
(Apr.  15)  1955. 


PARKE,  DAVIS  & COMPANY 


u 

t 


DETROIT.  MICHIGAN 


of  every( 


In  “Rtieumatis 


THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


combine : 


PREDNISOLONE  (i  | 

+ 

ASPIRIN  {0.3  Gm.) 

+ 

ASCORBIC  ACID  {60 

+ 

ANTACID  {0.2  Gm) , 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


^Early  rheumatoid  arthritis 
Rheumatoid  spondylitis 


Synovitis 
Tenosynovitis  ' 


Osteoarthritis 
Still’s  disease 
Psoriatic  arthritis 
Bursitis 


Myositis 

Fibrositis 

Neuritis 


I 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 


for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  1-i  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
(TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  byl  tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPLIED:  TEMPOGEN andTEMPOGEN Forte 
— in  bottles  of  100  Multiple  Compressed  Tablets. 
{TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  iNC. 
PHILADELPHIA  I.  PA. 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


Viceroy 


For  the  Smoothest  Taste  in  Smoking! 


P n M D A D Cl  FILTERS  IN  YOUR  FILTER  TIP? 

U U lYI  rA  n L ■ (REMEMBER-THE  more  filters  the  smoother  the  TASTE') 


VICEROY’S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT,  SNOW-WHITE,  NATURAL! 


Viceroy 

filter  ^ip 

CIGARETTES 

KING-SIZE 
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Symptomatic 
relief. . .plus! 


Tetracycline-Antihistamine-Analgesic  Compound 


ACHROCIDIN  is  a comprehensive  formula  for  treatment 
of  complications  of  the  common  cold,  particularly  when 
bacterial  sequelae  are  observed  or  expected  from  the 
patient’s  history  or  during  widespread  infections. 

Distressing  symptoms  of  malaise,  headache,  mus- 
cular pain,  mucosal  and  nasal  discharge  are  rapidly 
relieved. 

And  potent  prophylaxis  is  offered  against  other 
diseases,  such  as  otitis  media,  sinusitis,  adenitis,  and 
bronchitis,  to  which  the  patient  may  be  highly  vulner- 
able at  this  time. 


ACHROCIDIN  is  convenient  for  you  to  prescribe  — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
four  times  daily. 

Available  on  prescription  only 


Each  tablet  contains: 

ACHROMYCIN®  Tetracycline  12.5  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  1.50  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets 


DIVISION.  AMERICAN  CYANAMIO  COMPANY,  PEARI-  RIVER. 


N.  Y. 

•■TRADEMARK 


a new  maximmn 
in  therapeutic 
effectiveness 

a new  maxhnuin 
in  protection 
against 
resistance 

a new  maximum 
in  safety  and 
toleration 


multi-spectrum 
synergistically 
strengthened . . . 


nycm 


a new  certainty 

in  antibiotic  therapy, 
particularly  for 
the  90%  of  patients 
treated  at  home 
and  in  the  office 


Superior  control  of  infectious  dis- 
eases through  superior  control  of 
the  changing  microbial  population 
is  now  available  in  a new  formu- 
latian  of  tetracycline,  outstanding 
broad-spectrum  antibiotic,  with 
oleandomycin,  Pfizer-discovered 
new  antimicrobial  agent  which 
controls  resistant  strains.  The  syn- 
ergistic combination  now  brings  to 
antibiotic  therapy:  (1)  a new  fuller 
antimicrobial  spectrum  which  in- 
cludes even  "resistant"  staphylo- 
cocci; (2)  new  superior  protection 
against  emergence  of  new  resist- 
ant strains;  (3)  new  superior  safety 
and  toleration.  "iraccmar* 
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The  Original 
Alseroxylon 


nun 


for  the 
Somatic 
AND 

the  Psychic  Phase  of 


HYFERTKXSIO 


In  addition  to  its  gentle  anti- 
h3^rtensive  action,  Rauwiloid 
provides  psychic  tranquility 
and  overcomes  tachycardia. 
Thus  Rauwiloid  participates 
in  both  the  somatic  and  psychic 
phases  of  therapy  for  hyper- 


tension. Treatment  in  all  types 
of  hypertension  may  begin 
with  Rauwiloid.  80%  of  mild 
labile  hypertensives  require  no 
additional  therapy. 

Dosage  is  definite  and  easy: 
two  2 mg.  tablets  at  bedtime. 
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ROUTINE  I 

CO- ADMIN  I STR  A TION 
MEANS 


Multiple 

Compressed 


All  the  benefits  of  the 
“predni-steroids”  plus 
piKitive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613,  (February 
25,)  1956.  2.  Margolis,  H.  M. 
el  al,  J.A.M.A.  158:454,  (June 
11.)  1955.  3.  BoUet,  A.  J.  et  al, 

J.A.M.A.  158:459,  (June  11.) 

1955. 

•CO-DELTRA'  and  ‘CO-HYDELTRA’  are  the  trademarks  of  Merck  & Co..  IKC. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  S CO  . INC. 
PHILADELPHIA  I.  PA. 
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In  Colds 


• • • Anywhere . . . Any  time . . . 


Neo-Svnephrine 

Prompt  and  Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 


NO  IRRITATION  • NO  SEDATION  • NO  EXCITATION 


‘K’Nasal  Solutions  0.25%,  0.5%  and  1% 


'^‘Nasal  Spray  0.5% 

*^Pediatric  Nasal  Spray  0.25%, 

with  Zephiran®  chloride  1:5000, 
antibacterial  wetting  agent  and  preservative 
for  greater  efficiency 


} 


plastic,  unbreakable 
squeeze  bottle 
leakproof,  delivers 
a fine  mist 


Neo-Synephrine  (brand  of  phenylephrine) 
and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined), 
trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES 


NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 
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elaxes 


botli  mind 


Jor  ihe  average 
paiient  in 
everytiay  practice 


O well  suited  for  prolonged  therapy 

® well  tolerated,  nonaddictive,  essentially  nontoxic 
f no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

0 chemically  unrelated  to  chlorpromazine  or  reserpine 
O does  not  produce  significant  depression 
# orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 

THE  ORIGINAL  MEPROBAMATE 


■ THt  ONIOINAI.  M B-rnuOAM  A I C. 

Miltowii. 


Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 


BY 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


2-m€tkyl-2-Ti‘pTopyl~l,3~propanediol  dicarhamate — U.S.  Patent  2,72^,720 
j supplied:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.<L 
Literature  and  Samples  Available  on  Request 


CM-3706-R2 


THE  MILTOWN  MOLECULE 
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LANOXIN’ 

brand 

DIGOXIN 

formerly  known  as  Digoxin  ‘B.  JV.  & Co.’® 

The  new  name  has  been  adopted 
to  make  easier  for  everyone 

the  distinction  between 

Digoxin  and  Digitoxin. 

Now  sin, pi,  write:  ^ 

to  provide  the  unchanging  safety  and  predictability  afforded  by  tbe 
uniform  potency,  uniform  absorption,  brief  latent  period  and  optimum 
rate  of  elimination  of  this  crystalline  glycoside. 


Tablets:  0.2S  mg.  (white)  and  0.5  mg.  (green) 

Elixir  Pediatric:  0.05  mg.  in  each  cc. 

Ampuls:  0.5  mg.  in  2 cc. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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nil 

nil 
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your  heart 
failure  patients 
should  be  guarded 
against  detrimental 
seesaw  diuresis 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Limiting  dosage  to  once  daily  to  avoid  refractoriness,  or  omitting  alternate  days  to 
circumvent  gastrointestinal  irritation— necessary  with  some  diuretics— results  in  a 
seesaw  of  diuresis  with  fluid  reaccumulation  and  recurrent  strain  on  the  already 
failing  heart. 

With  the  organomercurials,  dosage  is  individualized  and  administered  as  needed, 
to  produce  sustained,  dependable  diuresis. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (I8.3  mg.  or  3-CHUOROMERCURI-2-METHOXY-PROf>YLUREA 
EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 


02SS« 


PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 

The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications: 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


Supplied:  Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


t 

and! 


first 
only 


ataraxic-corticoid 


combining  the  newest,  safest  i the  newest,  most  effective 
tranquilizer,  ATARAX®  * steroid,  STERANE® 


the  symptoms  and  the 
apprehension 


In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 


‘Trademark 


'You  try 
to  scrub  the 
bathtub 
with  your 
back  aching 
morning 
till  nighti” 


"I  don’t  know 
about  bathtubs, 
but  two  days 
ago  I couldn’t 
reach  a 
shelf  higher 
than  that.” 


”1  thought  maybe 
I slept  in  a 
draft.  Never  had 
a stiff  neck 
like  this  before.” 


"That’s  nothing. 

1 went  around 
with  my  arm  in 
a sling  for 
nearly  two  weeks- 
had  to  sleep 
with  a pillow 
at  my  back 
so  I wouldn’t 
roll  over  on  it.” 


'I  thought 
I was  getting 
too  old 

for  high  heels— 
low  heels 
didn’t  help. 

My  leg  hurt 
down  to 
the  ankle.” 


"That’s  funrl 
I’m  on  my 
feet  all  da^j 
but  it  was 
my  arms  tt* 
bothered  n 
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. . . safeguarded  relief  all  the  way  across  th(;| 


Prednisone +Acetylsalicylic  Acid + Aluminum  Hydroxide  + Ascorbic  Aci(L 
Potent  corticosteroid  anti-inflammatory  action  complemented  by  rapic^ 
analgesia;  doubly  protected  with  antacid  and  supplemental  vitamin  0^ 


"Take  it 
from  me, 
you  should 
be  glad 
you  saw  him 
early  in  the 
game  so  he 
could  do 
some  good,” 


"Good  ?— 
why,  he’s 
got  me  doing 
exercises 
I haven’t  done 
in  years.” 


"My  back 
was  so  tight 
J_  couldn’t 
even  get  on 
and  off 
the  bus; 
now  I can 
climb  stairs.” 


pread  of  common  rheumatic  complaints 


Summated,  protective  corticoid-analgesic  therapy 

>IGMAG€N 

corticoid-analgesic  compound  tablets 


• brings  specific,  compiemen- 
tary  benefits  to  the  treatment 
of  muscle,  ligament,  tendon, 
bursa  and  nerve  inflammation 

• for  the  initiation  of  treatment 
of  milder  rheumatic  disease 

• for  continuous  or  intermittent  | 
maintenance  in  more  severe 
rheumatic  involvement 

Bottles  of  100  and  1000. 
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prevents  postpartum  hemorrhage 
speeds  uterine  involution 


'Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 

. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


Supplied: 

Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
uterine  infection. 

dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 
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THE  PHYSICIAN  AND  THE  PATIENT* 

Glenn  M.  VanValkenburgh,  M.D. 

Many  books,  short  stories  and  articles 
about  the  horse  and  buggy  doctor  have  been 
published  in  past  years.  Most  of  them  tell 
of  the  trials,  hardships  and  triumphs  of  an 
early  physician  either  in  America  or  some 
other  country.  These  stories,  biographies  or 
autobiographies,  are  full  of  incidents  re- 
garding a particular  physician  and  his  pa- 
tients. 

Frequently,  I find  incidents  which  I have 
experienced  almost  identically  and,  as  I 
read,  I can  apply  different  names  to  the 
people  about  whom  they  are  writi:en  and 
place  them  in  my  own  memory.  Perhaps  I 
remember  a dark  and  stormy  night  at  so  "e 
isolated  farmhouse  which  I had  reached 
over  an  uncertain,  muddy  road  and  where 
I worked  by  kerosene  lamplight.  Or  it  could 
have  been  in  a brilliantly  lighted  city  hos- 
pital with  all  the  modern  facilities  available. 
Again,  it  may  have  occurred  in  my  office. 
Wherever  it  was,  there  was  the  physician - 
patient  relationship  of  which  I,  as  a phys- 
ician, am  proud  to  be  a part. 

The  other  part  or  person  involved  is  the 
patient.  He  also  remembers  the  visit  of  the 
physician  or  a trip  to  the  office.  He  recalls 
the  familiar  black  bag,  or  the  smell  of  anti- 
septics which  permeated  the  room  as  he  sat 
waiting  his  turn  to  see  the  doctor. 

There  are  varied  emotions  present  in  the 
patient’s  approach  to  the  physician.  The 
small  boy  suspects  that  all  may  not  be  too 
fair  when  parent,  nurse  and  doctor  descend 
on  him  to  treat  a minor  wound  or  inoculate 
him,  telling  him  all  the  while,  “It  won’t 
hurt.”  Is  it  any  wonder  that  when  the  time 
comes  for  the  next  treatment  he  has  to  be 
cajoled  or  propelled  into  the  physician’s 
office?  There  is  the  patient  who  has  a severe 
pain  in  some  part  of  his  anatomy  and  is 
seeking  relief,  fully  convinced  that  he  has 

* Presidential  Address  delivered  to  the  Medical  Society  of 
Delaware,  September  13,  1956. 


one  of  the  most  dreadful  and  incurable  ail- 
ments known.  Some  patients  are  apprehen- 
sive and  tense  and  their  complaints  are 
vague.  They  have  tried  all  the  home  reme- 
dies and  “curbstone”  advice  before  they 
seek  professional  treatment.  Thank  good- 
ness, there  are  also  those  patients  who  come 
with  the  conviction  that  all  will  be  well  after 
they  have  seen  the  doctor. 

People  are  individuals  and  each  has  his 
own  likes,  dislikes  and  reactions  to  situa- 
tions and  to  other  people,  including  his 
physician.  Personalities  are  as  different  as 
faces  and  the'T  general  physical  appearance. 

In  the  days  of  the  horse  and  buggy  doc- 
tor, people  lived  at  a slower  pace  than  they 
do  today.  That  was  as  true  of  the  patient 
as  it  was  of  the  doctor.  Even  in  the  early 
days  of  my  practice  there  was  a certain  de- 
gree of  leisurely  life  which  did  not  match 
the  hustle  and  impatience  of  today’s  pace. 
During  that  period  there  was  usually  suffi- 
cient time  for  a young  physician  to  get  ac- 
quainted with  the  patient’s  problems  and 
conflicts  which  had  a bearing  on  the  diag- 
nosis of  the  complaint  at  hand. 

It  is  in  this  early  period  of  his  profes- 
sional career  that  the  young  physician,  in- 
spired by  his  little  tried  textbook  knowl- 
edge, frequently  is  confronted  with  a grouo 
of  symptoms  which  are  atypical  and  a di- 
agnosis is  baffling.  In  such  instances  he  mav 
wish  for  the  assistance  and  protective 
supervision  which  he  had  in  the  hospital 
during  his  recent  residency.  It  is,  also,  dur- 
ing this  time,  that  a physician  is  made  more 
acutely  aware  of  the  effort  which  he  must 
put  forth  to  gain  the  confidence  of  his  pa- 
tient. The  physician  needs  to  use  kindness, 
sympathy,  gentleness  and  to  be  a good 
listener  to  get  such  confidence.  Such  con- 
fidence and  faith  are  essential  for  the  com- 
fort, peace  of  mind  and  full  recovery  of  the 
patient. 

Recently  a woman  came  into  my  office 
with  her  husband  and  stated,  “My  husband 
has  been  going  from  one  doctor  to  another 
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and  doing  what  nearly  everyone  has  sug- 
gested that  he  do,  but  if  he  just  could  find 
someone  in  whom  he  has  confidence  and 
follow  his  directions  long  enough,  I believe 
he  would  be  all  right.” 

A patient  comes  to  the  physician  because 
he  is  in  distress  of  one  kind  or  another,  from 
headaches  to  fractures.  He  comes  for  relief 
of  this  distress  and,  as  a physician  trained 
in  general  practice  or  in  any  of  the  medical 
specialties,  it  is  his  duty  to  supply  what- 
ever means  he  can  find  to  give  such  relief. 
In  consultation  it  is  necessary  for  the  phys- 
ician to  observe  the  patient  closely  in  order 
to  evaluate  the  symptoms  of  which  he  com- 
plains. 

One  of  my  professors  at  medical  school 
was  a keen  diagnostician  who  prided  him- 
self on  his  diagnosis  by  observation  alone, 
to  be  confirmed  by  examination  and  lab- 
oratory tests  later.  He  would  send  one 
member  of  the  class  to  the  door  of  a ward 
to  see  a patient  in  the  second  or  third  bed 
from  the  door  for  a thirty  second  period  of 
observation.  The  student  reported  to  him 
what  he  had  seen.  Several  such  trips  were 
necessary  before  he  was  satisfied  as  to  the 
findings  though  he  had  been  able  to  see 
these  same  objective  symptoms  and  to 
evaluate  them  quickly.  This  experienced 
physician  was  teaching  us  observation  and 
how  to  place  what  we  saw  in  the  proper 
perspective. 

Few  physicians  would  want  to  rely  on  such 
methods  for  accurate  diagnosis  but  all  are 
keenly  aware  of  outward  appearance,  atti- 
tude and  mood  of  the  patient  as  he  comes 
to  them  for  care.  The  weary  housewife;  the 
worried  executive  or  office  worker;  the  rest- 
less or  lackadaisical  school  child;  and  the 
stooped,  elderly  person  all  have  some  read- 
ily observable  signs  which  are  clues  to  the 
physician  in  arriving  at  a diagnosis.  The 
way  they  walk,  the  way  they  sit  down,  the 
expression  of  pain  or  anxiety  on  their  faces 
or  the  tones  of  their  voices  are  all  signs 
which  are  observed  and  evaluated  in  con- 
nection with  the  subjective  symptoms. 

The  history  of  the  patient  may  have  been 
taken  by  the  office  nurse  but  it  is  never 
complete  without  the  added  information  de- 
rived by  the  physician  from  the  patient 
himself.  If  he  is  allowed  to  talk  freely  with 


sympathetic,  professional  guidance  both  the 
patient  and  physician  can  expect  to  gain 
much  in  their  mutual  relationship. 

The  physician  will  be  able  to  fit  the 
symptoms,  both  objectively  and  subjec- 
tively, to  the  patient  as  related  to  his  per- 
sonal environment.  Such  careful  listening 
and  examination  takes  time  for  both  peo- 
ple. The  patient  may  be  in  less  hurry  than 
the  doctor  and  thus  may  take  up  more  than 
the  allotted  time  to  tell  of  his  complaints. 
This  can  be  exasperating  to  the  physician 
because  he  knows  that  he  has  other  ap- 
pointments and  that  in  his  reception  room 
are  waiting  several  people  who  are  anxious 
to  return  to  their  own  duties.  The  doctor 
also  has  to  try  to  maintain  a schedule  be- 
sides his  office  hours  which  includes  hos- 
pital rounds  and  house  visits,  to  say  nothing 
of  emergencies.  Such  pressures  are  real 
problems  for  both  physician  and  patient. 
Each  individual  is  guilty  of  thinking  of  the 
disruption  of  his  own  plans  for  the  day. 
Everyone  is  affected  by  the  tensions  within 
himself  and  the  pressures  around  him. 

Other  sources  of  misunderstanding  be- 
tween patient  and  physician  are  so-called 
“health”  articles  in  national  magazines.  Re- 
cently, nearly  every  popular  magazine  has 
contained  at  least  one  article  on  a medical 
or  pseudo-medical  subject.  These  articles 
generally  are  written  by  a non-medical 
author  and  are  read  avidly  by  the  general 
public.  They  usually  concern  a new  drug 
and  its  uses,  or  they  may  criticize  the  med- 
ical profession  and  the  high  costs  of  med- 
ical care.  Some  of  them  are  good  but  others 
are  quite  misleading.  All  are  read  by  pa- 
tients who  hope  to  gain  more  knowledge 
about  themselves  and  their  own  physical 
and  emotional  problems.  Everyone  is  in- 
terested in  himself  and  in  living  a long, 
happy  life  as  free  of  pain  or  illness  as  pos- 
sible. Because  of  this  universal  interest, 
physicians  are  frequently  asked  about  the 
contents  of  these  articles.  They  are  asked 
why  such  and  such  a medication  about 
which  the  patient  has  read  would  not  be 
just  the  thing  for  him  or  a friend  or  relative. 
Of  course,  most  of  the  articles  fail  to  im- 
press the  reader  with  the  fact  that  there 
are  definite  indications  and  contraindica- 
tions for  the  use  of  these  medications  even 
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after  an  accurate  diagnosis  has  been  made. 

The  medical  profession  and  allied  pro- 
fessions have  succeeded  in  lengthening  the 
life  span  of  the  average  American  by  many 
years  in  the  past  half  century.  Preventive 
medicine,  improved  sanitary  conditions,  bet- 
ter nutrition,  vaccines,  improved  techniques 
of  surgery  and  anesthesia,  and  new  drugs 
have  aided  in  lengthening  the  life  span. 
Some  diseases  have  been  almost  eradicated 
and  others  have  been  brought  under  con- 
trol. Men  coming  out  of  medical  school 
have  never  seen  a case  of  smallpox,  typhoid 
fever,  diphtheria,  or  even  lobar  pneumonia, 
as  we  knew  it  a few  years  ago. 

Antibiotics,  hormones,  stereoids,  and 
other  new  drugs  have  done  much  for  patient 
and  physician  alike.  Research  laboratories 
are  continuously  working  on  projects  to  in- 
crease knowledge  of  diseases  and  their 
causes.  New  and  more  efficient  medications 
to  prevent  or  treat  diseases  are  constantly 
coming  from  our  laboratories. 

With  this  intense  research  activity  and 
numerous  discoveries  which  have  been  made 
to  alleviate  physical  and  mental  suffering, 
the  fact  remains  that  patient  and  physician 
meet  as  individuals.  The  patient’s  confi- 
dence in  his  physician  is  necessary  for  a 
proper  history,  examination  and  continua- 
tion of  the  prescribed  treatment.  This  is 
true  whether  at  a free  clinic  or  in  the  office 
of  the  specialist.  It  is  an  essential  factor  in 
patient-physician  relationship  for  the  gen- 
eral-practitioner, internist,  surgeon  or  psy- 
chiatrist. He  is  expected  to  merit  this  con- 
fidence and  respect.  He  is  a public  servant 
but  must  be  an  outstanding  citizen.  His 
personal  behavior  should  be  above  reproach 
and  it  is  necessary  that  he  be  sincere  and 
honest  in  all  activities. 

In  order  to  establish  this  confidence  and 
trust  of  his  patient  and  maintain  it  in  his 
professional  work,  he,  as  a physician,  must 
continue  to  strive  toward  a more  complete 
understanding  of  the  whole  patient.  He 
cannot  regard  the  practice  of  medicine 
simply  as  the  treatment  of  disease  by  pre- 
scription of  drugs  or  surgery.  It  is  im- 
portant that  he  remember  to  treat  the  pa- 
tient with  courtesy,  kindness,  sympathy 
and  tact.  Thereby  he  will  be  employing 
the  art  of  medicine  as  well. 


EXTRA-UTERINE  PREGNANCIES* 

Paul  C.  Trickett,  M.D. 

Ectopic  pregnancy  means  gestation  not 
in  the  cavity  of  the  uterus.  The  word 
ectopic  comes  from  the  Greek  words,  “ek” 
and  “tropos”  and  means  “out  of  place”  or 
“displaced”. 

The  site  of  implantation  determines  the 
variety.  Extrauterine  pregnancies  accord- 
ingly are  classified  as  tubal,  ovarian,  and 
abdominal.  The  same  classification  is  ap- 
plied to  ectopic  gestations  but  the  latter 
also  includes  pregnancies  in  the  interstitial 
portion  of  the  tube  and  in  a rudimentary 
horn  of  a bicornate  uterus. 

For  the  purpose  of  brevity  and  simplicity, 
this  paper  will  deal  with  the  more  compact 
term  of  extrauterine  pregnancies,  hence  I 
repeat,  these  are  classified  as  tubal,  ovarian 
and  abdominal. 

I feel  that  presentation  of  the  case  which 
gave  birth  to  this  paper  is  in  order  and  it 
can  best  be  followed  by  discussion  of  the 
topic.  Indeed  the  case  might  set  forth  many 
dangerous  and  diagnostic  points  both  ig- 
nored and  missed.  Although  some  books 
present  these  points  as  being  easy  to  deter- 
mine, they  did  not  look  easy  to  me  at  the 
time. 

A 30  year  old  woman  was  referred  to  my 
service  in  the  Beebe  Hospital  on  March  18, 
1953  by  her  doctor  for  immediate  treat- 
ment and  subsequent  treatment  of  preg- 
nancy. 

Chief  complaint  of  this  patient  on  ad- 
mission was  severe  pain  in  the  lower  ab- 
domen and  vomiting.  Previous  history  ob- 
tained from  patient  and  L.  M.  D.  was  that 
the  patient  was  pregnant  for  the  first  time, 
had  been  married  for  eleven  years  and  had 
practiced  no  birth  control.  Contributory 
past  history  showed  a hospitalization  in 
1947  for  pylorospasms  and  an  episode  of 
vaginal  hemorrhage  in  December,  1952, 
which  was  treated  at  home  and  thought 
possibly  to  be  an  early  complete  abortion. 
Gynecologic  history  revealed  that  the  pa- 
tient had  normal  onset  of  menses  at  age 
thirteen  and  was  regular,  having  her  flow 
every  28  days  but  was  subject  to  excessive 
bleeding  and  cramps  and  flowed  for  seven 

^ Read  before  the  Medical  Society  of  Delaware,  Rehoboth, 
September  14,  1956. 
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days.  The  patient  also  had  a past  history 
of  prolonged  and  heavy  vaginal  discharge, 
with  two  or  three  treatments  for  chronic 
cervicitis. 

The  patient  w'as  admitted  with  a history 
of  being  in  the  third  month  of  pregnancy. 
She  had  developed  nausea  and  vomiting 
during  the  last  48  hours.  The  last  men- 
strual period  had  occurred  in  mid-Decem- 
ber, 1952.  Physical  examinations  revealed 
the  patient  to  be  without  fever  and  com- 
fortable except  for  a state  of  moderate  de- 
hydration and  bouts  of  vomiting.  The  pa- 
tient had  occasional  severe  abdominal 
cramps.  Examination  revealed,  to  the  right 
of  the  umbilicus,  a firm  and  movable  mass. 
The  abdomen  appeared  to  be  distended  and 
tender.  Pelvic  examination  showed  sup- 
ports of  perineal  floor  to  be  good.  A nulli- 
parous  cervix  was  seen  and  there  a moder- 
ate amount  of  cervical  discharge  and  ero- 
sion was  noted.  A Papanicolau  smear  was 
taken  which  came  back  negative.  Further, 
pelvic  examination  revealed  a positive  Chad- 
wick’s sign  and  a positive  Haegar’s  sign. 
The  uterus  was  enlarged  to  the  size  of  a 
two-and-one-half  gestation  and  bimanual 
examination  revealed  a mass  which  appeared 
to  be  connected  to  the  uterus  in  the  upper 
abdomen.  Impression  at  this  time  was: 

1.  Pregnancy,  first  three  months. 

2.  Large  fibroid  tumor. 

3.  Pernicious  vomiting  of  pregnancy. 

The  patient’s  stay  in  the  hospital  was 

uneventful  and  she  was  discharged  on 
March  23,  after  conservative  treatment. 

On  April  1 the  patient  was  readmitted 
with  the  same  complaints  and  while  in  the 
hospital  developed  vaginal  spotting  and  had 
two  or  three  attacks  of  low  abdominal  pains. 
This  is  a danger  point  which  is  often  ig- 
nored or  missed.  At  this  time  she  was 
treated  with  progesterone  and  stilbestrol  for 
both  nausea  and  threatened  abortion.  She 
was  discharged  once  again  on  April  11. 

Subsequently  the  patient  was  followed  in 
my  office,  being  seen  on  April  24,  May  12, 
and  May  27.  On  the  last  date,  her  chief 
complaint  was  the  occurrence  of  vaginal 
bleeding  and  severe  low  abdominal  cramps 
and  pain.  Life  had  been  felt  by  the  patient 
on  April  17,  and  the  fetal  heart  beat  was 


strongly  heard  on  May  27th.  At  this  time 
she  was  given  progesterone  in  the  office  and 
again  started  on  stilbestrol.  This  treatment 
had  been  stopped.  Some  physicians  feel 
that  once  it  is  started  it  should  not  be  stop- 
ped during  pregnancy  until  the  thirty-sixth 
or  thirty-seventh  week.  However,  it  had 
been  stopped.  The  spotting  had  started 
again,  so  therapy  was  resumed. 

The  patient  was  admitted  to  the  hospital 
once  more  on  June  11,  because  of  cramps 
and  general  pain  in  the  abdomen.  Her 
blood  pressure  had  fluctuated  from  150/90 
to  145/78  throughout  the  pregnancy  and 
the  total  weight  gained  to  this  date  was 
approximately  three  pounds.  She  was  dis- 
charged again  on  June  16th  and  seen  in 
the  office  on  June  29th  and  July  28th.  Dur- 
ing this  time  she  gained  fifteen  pounds  and 
felt  the  best  of  any  period  of  the  pregnancy. 
On  August  6 the  patient  was  admitted 
again  because  of  elevation  in  blood  pressure 
up  to  170  100  and  because  of  spots  before 
the  eyes.  During  this  admission  the  pelvis 
was  measured  and  the  x-ray  report  was  as 
follows: 

“There  is  a single  intra-uterine  pregnancy 
in  the  R.O.T.  position.  The  fetal  head  lies 
above  the  pelvic  inlet  and  the  uterus  is 
flexed  anteriorly.  The  fibroid  tumor  is  not 
demonstrated  on  this  examination.  The 
high  position  of  the  fetal  head  may  be  due 
to  the  fibroid  tumor.  The  fetus  has  the  ap- 
pearance of  a seven  or  eight  month  period 
of  gestation.” 

At  that  time,  it  was  my  opinion  that  there 
was  a fibroid  tumor  low  in  the  abdomen. 
Instead  of  being  behind,  it  seemed  to  have 
rotated  or  dropped.  As  the  uterus  had  en- 
larged it  had  pushed  down  into  the  pelvis. 
I was  certain  when  I saw  the  x-rays  and 
examined  her  that  she  would  not  be  able  to 
have  the  baby  normally.  I began  to  plan 
for  a section. 

The  patient  was  discharged  on  August 
13  with  a blood  pressure  count  of  132/68. 
She  was  seen  in  the  office  on  August  18  and 
August  25.  She  was  admitted  to  the  hos- 
pital on  August  31  for  Caesarean  section 
on  September  1.  The  diagnosis  was  near 
term  pregnancy  with  uterine  fibroid  tumor 
making  delivery  impossible. 
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Total  weight  gained  in  the  38  weeks  of 
pregnancy  was  16  pounds  and  although  the 
pregnancy  had  been  agrorated,  it  was  felt 
that  the  patient  was  in  excellent  condition 
with  a blood  pressure  count  of  128/72  and 
a hemoglobin  of  13  grans  or  84%.  During 
the  last  two  months  of  pregnancy,  she  could 
feel  the  fetal  movements  strongly.  When  I 
felt  the  abdomen  I could  move  the  baby 
quite  strongly.  This  was  another  point 
that  was  either  ignored  or  missed. 

On  September  1 the  patient  was  taken  to 
the  operating  room.  An  incision  was  made 
for  a Caesarean  section.  When  the  peri- 
toneum was  opened  a large,  white,  shining 
mass  was  noted  which,  at  first,  was  thought 
to  be  a large  ovarian  cyst.  Dr.  James 
Beebe,  Jr.,  was  operating  with  me  at  the 
time,  and  I think  both  of  us  were  surprised 
when  we  saw  the  mass.  Upon  palpation  the 
mass  was  found  to  contain  small,  irregular 
parts  and  a tentative  diagnosis  of  intra- 
abdominal pregnancy  was  made.  The  uterus 
was  found  to  lie  inferior  and  anterior  to  the 
mass  and  was  enlarged  to  about  the  size  of 
a two-and-one-half  to  three  months  gesta- 
tion. It  was  soft  and  boggy. 

The  intra-abdominal  sac  was  opened  and 
the  amniotic  fluid  removed.  The  baby  was 
delivered  by  means  of  breach  presentation. 
It  cried  immediately  and  appeared  to  be 
normal.  The  cord  was  clamped  and  cut  and 
following  removal  of  the  baby  the  cord  was 
carefully  explored  to  the  placental  attach- 
ment. The  placenta  was  seen  to  be  at- 
tached to  numerous  loops  of  small  bowel 
and  to  the  sigmoid  colon.  Care  was  taken 
not  to  dislodge  any  of  the  placenta.  We  de- 
cided the  best  thing  to  do  was  to  leave  the 
placenta  in.  I believe  she  would  have  con- 
tinued to  bleed  had  I taken  it  out.  The 
cord  was  ligated  as  close  to  the  placenta  as 
possible  with  a suture  ligature  and  a 
hand  tie.  The  operation  was  completed 
without  difficulty  and  baby  and  mother 
rested  satisfactorily  and  were  discharged  on 
the  18th  day  in  good  condition. 

Frequent  periodic  checkups  have  been 
made  on  both  mother  and  baby  during  the 
last  three  years  and  it  is  pleasing  to  note 
that  the  baby  has  developed  normally.  The 
mother  has  done  well  with  the  exception  of 
frequent  attacks  of  colitis  and  vague  ab- 


dominal discomforts.  She  has  had  numer- 
ous abdominal  x-rays  and  barium  studies 
which  have  revealed  a calcifing  mass  in  the 
lower  abdomen  which  probably  has  loops 
of  bowel  going  through  it.  This  mass  is 
getting  progressively  smaller  and  denser. 

A review  of  literature  by  this  observer 
has  failed  to  produce  any  similar  cases  in 
the  annuals  of  Delaware  medical  history 
where  a full  term  abdominal  pregnancy  was 
delivered  and  both  baby  and  mother  lived. 
Indeed,  the  last  case  that  I was  able  to  dis- 
cover on  record  occurred  in  Stanford,  Con- 
necticut in  the  spring  of  1949.  By  co-inci- 
dence, Dr.  R.  A.  Gandie  was  a friend  of 
mine,  and  I have  not  been  able  to  find  any 
other  records.  This  case  was  reported  in 
the  Connecticut  State  Journal  of  1950. 

Everyone  should  recognize  the  danger 
signals  ignored  in  this  case.  It  was  this 
postpartum  recognition  that  caused  my  re- 
view on  the  subject  of  extra-uterine  preg- 
nancies. 

The  lobulated  mass  of  the  placenta  is  al- 
ready calicfying  along  the  edges.  All  the 
literature  specifies  that  it  does  not,  but  it 
does.  It  has  decreased  half  its  size  already, 
six  months  later,  but  it  is  still  lobulated 
and  large. 

Finally,  it  is  beginning  to  lose  some  of 
its  lobular  appearance.  On  pelvic  examina- 
tion I can  feel  it.  I cannot  feel  it  on  rectal 
or  abdominal  examination.  It  feels  like  a 
lemon  on  pelvic  examination,  yet  it  is  not 
that  thick.  It  is  narrow.  I am  beginning  to 
doubt  whether  it  actually  has  any  bowel  in 
it.  At  first  I was  certain  it  did.  I was  look- 
ing for  an  abdominal  surgeon  to  remove  it, 
but  could  not  find  one  who  would  consent. 

Implantations  in  the  tube  are  much  more 
frequent  than  other  extra-uterine  pregnan- 
cies and  occur  about  once  in  every  300 
pregnancies.  Tubal  pregnancies  are  most 
frequently  ampullar,  outer  one-third;  some- 
what less  often  isthmal,  middle  one-third 
of  the  tube  and  rarely  interstitial,  inner  or 
proximal  one-third  of  the  tube. 

When  diagnosis  is  made  there  is  no  ex- 
pectant treatment.  Immediate  laporotomy 
is  indicated  whether  it  is  before,  at  the  time 
of  or  immediately  after  rupture  or  abortion. 
Shock  and  collapse  do  not  contraindicate 
surgery. 
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Expectant  treatment  yields  well  over 
50%  mortality  but  surgical  treatment  or 
intervention  less  than  4%.  Therefore, 
prompt  and  accurate  diagnosis  is  important. 
One  should  be  alert  to,  and  cognizant  with, 
the  follow’ing  symptoms  and  history; 

(a)  History  of  pelvic  inflammation,  ster- 
ility (especially  one-child  type),  previous 
pelvic  operations,  and  previous  ectopic  preg- 
nancies (one  in  eight  repeats — one  in  two 
has  normal  pregnancies). 

(b)  Pelvic  pain  associated  with  early 
signs  of  pregnancy — missed  period;  missed 
period  followed  by  spotting,  nausea,  tender 
breasts;  frequency  in  urination  and  occa- 
sionally rectal  tenesmus.  This  condition  is 
important  also  if  associated  with  the  early 
physical  signs  of  pregnancy. 

(c)  Increased  pelvic  pain — often  sudden, 
intense  and  in  the  region  of  the  ovaries — 
followed  by  syncope  and  collapse. 

It  is  not  my  purpose  here  to  go  into  a 
lecture  on  diagnosis  but  given  a case  of  a 
female  of  childbearing  age  with  an  attack 
of  abdominal  pain,  always  consider  possi- 
bility of  ruptured  ectopic  pregnancy  re- 
gardless of  the  patient’s  social  or  marital 
status.  Then  proceed  and  rule  out: 

(1)  Threatened  intrauterine  abortion; 

(2)  Ovarian  cyst  with  twisted  pedicle; 

(3)  Pelvic  inflammatory  disease; 

(4)  Acute  appendicitis  and 

(5)  Perforated  duodenal  or  gastric  ulcer. 

Unfortunately,  unruptured  ectopic  preg- 
nancies usually  are  not  suspected  by  either 
the  patient  or  the  physician  prior  to  hem- 
orrhage. Lack  of  signs  of  hemorrhage  in 
the  case  just  presented  possibly  made  the 
diagnosis  more  difficult. 

In  rare  cases,  fertilization  takes  place  in 
the  ruptured  graafran  follicle  before  the 
ovum  is  expelled.  In  true  ovarian  pregnan- 
cies, therefore,  the  ovum  is  surrounded  by 
ovarian  tissue,  and  the  fallopian  tubes  show 
no  evidence  of  extrauterine  gestation.  Such 
pregnancies  continue  longer  than  the  aver- 
age tubal  pregnancies.  A small  number  are 
recorded  as  having  gone  to  term. 

The  symptoms  and  treatment  are  similar 
to  those  of  tubal  and  abdominal  pregnancy. 

Primary  abdominal  pregnancies  are  so 
rare  that  only  a few  cases  have  been  re- 


corded. Secondary  abdominal  pregnancies 
are  more  common  and  follow  rupture  or 
abortion  of  a tubal,  ovarian  or  secondary 
ligamentous  pregnancy. 

Vaginal  bleeding  at  the  time  of  the  pri- 
mary rupture  occurs  in  about  one-third  of 
all  cases  even  though  the  ovum  continues 
to  live.  Fetal  movements  often  are  painful 
to  the  mother  and  are  easily  palpated 
through  the  abdominal  wall.  Although  all 
articles  and  texts  said  it  was  easy,  I did  not 
find  it  so  in  the  case  presented. 

There  is  no  greater  obstetrical  hazard 
than  a live  placenta  outside  the  uterine 
cavity.  If  the  fetus  is  alive  laporotomy  is 
indicated  as  soon  as  the  diagnosis  is  made. 
The  child  has  but  one  chance  in  100  of 
surviving  to  term  and  then  only  one  chance 
in  ten  of  being  normal. 

If  the  case  is  near  term  and/or  viability 
and  the  patient  insists  upon  expectant  treat- 
ment for  the  sake  of  a living  child,  the  pa- 
tient must  submit  to  immediate  hospitaliza- 
tion. The  best  time  to  operate  for  the 
mother  is  at  once  (generally  the  sixth  to 
seventh  months  when  diagnosis  is  made) 
and  for  the  child  in  the  thirty-sixth  to 
thirty-eighth  week.  My  case  w'as  in  the 
thirty-eighth  week. 

Recommended  procedure  is  to  leave  the 
placenta  in  and  since  this  is  safe,  most 
physicians  no  longer  wait  following  the 
death  of  the  fetus.  However,  operate  at 
once  and  then  watch  carefully  with  pro- 
longed observation.  The  general  rule  is  that 
the  placenta  sloughs  out  gradually  but  here 
we  have  shown  a case  of  a slowly  calcifing 
placenta. 

In  summary:  I have  presented  a case  of 
an  extra-uterine  pregnancy  of  38  week  ges- 
tation from  which  a living  mother  and  in- 
fant resulted.  The  case  shows  how  the  pla- 
centa which  was  left  has  slowly  calicified. 
Following  this  case  presentation  a review 
of  extra-uterine  pregnancies  was  made  in  an 
effort  to  determne  how  better  diagnosis  or 
diagnostic  techniques  could  have  warned  me 
of  this  case. 

Finally,  it  is  pointed  out,  however,  that 
if  this  diagnosis  had  been  made  two  or  three 
months,  or  even  five  months  prior  to  sur- 
gery that  the  family  probably  would  not 
have  a three  year  old  daughter  today. 
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President  Van  Valkenburgh:  Thank 
you  very  much,  Doctor.  We  now  will  have 
a discussion  of  Dr.  Trickett’s  paper  by  Dr. 
Giles. 

Dr.  J.  a.  Giles,  Jr.  (Wilmington);  Mr. 
President: 

Dr.  Trickett  has  presented  an  interesting 
paper  and  certainly  a most  unusual  case.  I 
am  sure  most  of  us  here  have  never  seen 
such  a case  of  advanced  abdominal  preg- 
nancy and  probably  never  will. 

Considering  the  high  fetal  mortality, 
which  is  approximately  75%  or  more,  as 
well  as  the  high  percentage  of  fetal  ab- 
normalities, he  was  fortunate  to  obtain  a 
normal  living  child. 

My  discussion  will  be  limited  to  advanced 
abdominal  pregnancies  only.  Tubal  and 
ovarian  implantations  will  not  be  consid- 
ered. 

We  can  classify  an  advanced  abdominal 
pregnancy  as  one  of  28  weeks  or  more.  Few 
cases  of  37  weeks  or  more  have  been  re- 
ported. There  is  no  way  to  estimate  ac- 
curately the  incidence  of  this  condition,  but 
I would  say  one  in  ten  to  twelve  thousand 
viable  deliveries  are  made.  It  is  more 
prevalent  in  the  colored  race  with  a ratio  of 
sixteen  to  one.  The  only  logical  explanation 
of  this  ratio  is  perhaps  the  fact  that  colored 
people  are  slower  to  seek  medical  advice. 
Also  the  incidence  of  pelvic  inflammatory 
disease  is  considerably  higher. 

Dr.  Charlwood  of  South  Africa  has  re- 
ported 52  cases  occurring  in  teaching  insti- 
tutions in  twenty  years,  all  in  Bantu 
women.  Therefore  it  is  not  a rare  condi- 
tion among  this  race. 

The  diagnosis  is  seldom  made  before  fetal 
death.  Generally  speaking,  the  diagnosis 
should  be  considered  when  there  is  a history 
of  bleeding  early  in  pregnancy  associated 
with  acute  abdominal  pain;  late  in  preg- 
nancy if  there  are  vague  abdominal  symp- 
toms and  signs  suggestive  of  intestinal  ob- 
struction. Practically  all  these  patients 
have  intermittent  attacks  of  generalized 
abdominal  pain  which  at  times  is  acute. 
This  is  associated  with  nausea  and  vomit- 
ing. Vaginal  bleeding  is  not  always  present. 

The  uterus  is  palpable  separately  and  is 
usually  the  size  of  a three  months  preg- 
nancy. Often  it  is  assumed,  as  in  this  par- 


ticular case,  to  be  a subservus  fibroid  tumor. 
On  palpation  of  the  abdomen,  the  fetal 
parts  are  more  clearly  felt  and  are  higher. 
The  heart  sounds  louder  than  normal. 

The  cervix  may  help  considerably  with 
the  diagnosis.  The  cervix  is  usually  longer 
and  firmer,  the  external  os  is  closed  and 
has  no  effacement.  The  position  of  the 
cervix  is  under  the  symphysis  or  high 
against  the  sacrum. 

X-rays  help.  Films  will  show  that  the 
fetus  has  no  surrounding  uterine  shadow 
and  is  placed  high  above  the  symphysis. 
Often  it  is  in  a transverse  position. 

These  signs  and  symptoms  lead  one  to 
think  that  the  diagnosis  is  easy,  but  be- 
cause of  the  rarity  of  the  condition  it  may 
not  be  considered  at  all.  The  x-ray  diag- 
nosis is  often  made  when  the  films  are  re- 
viewed following  a clinical  diagnosis  at  the 
operating  table. 

I,  personally,  have  had  no  experience  with 
this  condition. 

Elective  Caesarean  section  is  done  when 
on  abdominal  and  vaginal  examination  a 
mass  is  felt  which  obstructs  the  birth  canal, 
making  vaginal  delivery  impossible.  This 
mass  may  be  diagnosed  as  a fibroid  tumor 
or  ovarian  cyst.  At  operation  it  may  be 
found  to  be  an  enlarged  uterus,  associated 
with  an  abdominal  pregnancy. 

I feel  there  could  be  no  improvement  in 
the  obstetrical  judgment  in  the  case  pre- 
sented. On  the  basis  of  a fibroid  tumor  or 
an  ovarian  cyst,  elective  Caesarean  section 
was  the  procedure  of  choice. 

On  pelvic  examination  a lithopedion  can 
be  mistaken  for  a fibroid  tumor  or  cyst,  but 
the  diagnosis  can  be  verified  by  x-ray. 

As  to  management.  Dr.  Trickett  stated 
immediate  laporotomy  is  indicated  as  soon 
as  the  diagnosis  is  made.  In  rare  instances, 
33  to  35  weeks,  when  there  is  a chance  of  a 
normal  baby,  operation  may  be  delayed  if 
the  patient  is  hospitalized.  All  cases,  as  he 
stated,  should  be  operated  between  the  36th 
and  the  38th  week. 

The  post-operative  course  is  smoother  if 
the  placenta  is  removed,  but  this  is  seldom 
possible.  Removal  of  all  or  part  of  the 
placenta  should  not  be  attempted  unless 
the  operator  feels  there  is  no  chance  of 
hemorrhage.  The  placenta  is  usually  ah- 
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sorbed  in  a few  months  with  little  difficulty. 

The  case  presented  is  even  more  unusual 
because  of  the  residual  calcification  of  the 
placenta.  Conservative  treatment  is  still 
the  one  of  choice,  unless  there  are  definite 
signs  of  real  intestinal  obstruction  develop- 
ing. 

Thank  you,  sir. 

President  Van  Valkenburgh:  Thank 
you.  Dr.  Giles.  Is  there  any  more  discus- 
sion here? 

Dr.  George  H.  Garrison:  Dr.  Van  Val- 
kenburgh, ladies  and  gentlemen: 

I think  Dr.  Trickett  is  to  be  compli- 
mented on  his  handling  of  the  case. 
Throughout  his  discussion  he  pointed  out 
the  fact  of  his  error  of  diagnosis  and  stressed 
the  fact  that  it  was  not  until  he  did  a 
Caesarean  section  that  he  was  sure  it  was 
abdominal  pregnancy.  I do  not  know  any- 
one who  has  been  sure  in  the  past  because 
the  condition  certainly  is  diagnosed  in  ad- 
vance. 

I have  seen  only  one  case  of  this  type  in 
which  there  was  also  a viable  baby  and 
mother.  It  was  at  the  Margaret  Hague 
Maternity  Hospital,  a number  of  years  ago 
— it  could  have  been  as  far  back  as  1946. 
I am  not  positive  of  the  year. 

The  interesting  thing,  I think,  about  ec- 
topic pregnancies  is  that  many  physicians 
keep  a high  index  of  suspicion.  As  a result 
of  a high  index  of  suspicion  many  cases  are 
mis-diagnosed.  I am  positive  that  many 
people  are  operated  on  for  supposed  ectopic 
pregnancy  who  do  not  have  it.  But  it  is 
only  with  this  high  index  of  suspicion  that 
the  ectopic  pregnancies  are  discovered. 

After  most  ectopic  pregnancies  rupture 
they  are  easily  diagnosed — not  the  ab- 
dominal, particularly,  but  the  tubal  preg- 
nancies— because  the  patient  will  go  into 
profound  shock  and  develop  rebound  ten- 
derness and  shoulder  pains.  To  diagnose 
the  ectopic  pregnancy  before  the  actual 
rupture  or  mass  of  bleeding  takes  place  is 
difficult. 

An  interesting  quotation  I heard  once  is 
certainly  worth  remembering:  “All  preg- 
nancies start  as  hemorrhagic  phenomenas; 
hemorrhage  at  the  start  of  the  pregnancy 
and  hemorrhage  at  the  termination  of  the 
pregnancy.  The  question  is  the  degree  of 


hemorrhage  and  its  location.”  When  the 
trophoblast  becomes  implanted  outside  the 
uterus  cavity,  a laporotomy  for  the  cure  of 
the  condition  becomes  necessary. 

A few  years  ago  Dr.  Lull  of  Philadelphia 
wrote  a paper  on  the  treatment  of  the  pla- 
centa in  cases  of  abdominal  pregnancy.  He 
bad  a series  of  five  or  six  cases,  which 
pointed  out  that,  in  years  past,  when  an 
attempt  was  made  to  remove  the  placenta, 
about  100%  of  the  people  died.  In  most 
cases  when  left  in  and  tied  off  it  was  com- 
pletely absorbed  with  no  subsequent 
trouble.  I think  there  was  one  case  in  which 
infection  occurred,  and  an  abscess  had  to 
be  drained.  However,  in  one  or  two  of  the 
cases  of  a series  of  five  or  six,  when  the  ab- 
domen was  opened  years  later  for  another 
condition,  no  residual  of  the  placenta  or 
adhesions  were  found.  This  may  suggest 
the  fact  that  perhaps  amniotic  fluid  in  the 
peroneal  cavity  does  prevent  adhesions, 
though  I am  not  sure  of  that. 

Dr.  Trickett  said  he  left  the  placenta  in, 
which  was  not  only  a wise  choice  but,  I am 
sure,  one  based  on  his  past  experience.  He 
said  if  he  had  not  left  the  placenta  in,  the 
patient  would  have  continued  to  bleed.  I 
am  sure  she  probably  would  have  died.  I 
think  he  could  have  finished  it  on  Septem- 
ber 1 without  any  additional  trouble  at  all. 

I am  sure  many  physicians  have  had 
more  experience  than  I have.  I have  seen 
only  one,  and  it  was  not  my  case.  There  is 
a great  deal  of  difference  between  seeing  a 
case  and  being  the  doctor  on  the  case.  See- 
ing the  case  is  interesting,  but  managing  the 
case  is  an  additional  strain  that  Dr.  Trickett 
faced,  and  I think  he  handled  it  well. 

Thank  you  very  much. 

President  Van  Valkenburgh:  Thank 
you.  Dr.  Garrison.  Are  there  any  other  re- 
marks or  questions  that  you  would  like  to 
ask  the  discussers  or  Dr.  Trickett? 

President  Van  Valkenburgh:  Dr. 

Trickett,  do  you  have  anything  further  to 
add? 

Dr.  Trickett:  No,  sir.  I appreciate  the 
discussion  very  much. 

President  Van  Valkenburgh:  Thank 
you,  gentlemen.  The  next  paper  will  be, 
“The  Use  of  Obstetrical  Forceps  for  the 
General  Practitioner,”  by  Dr.  Rennie,  from 
Wilmington. 
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USE  OF  OBSTETRICAL  FORCEPS  FOR 
THE  GENERAL  PRACTITIONER* 

S.  W.  Rennie,  M.D. 

It  seems  to  me  that  forceps  should  have 
been  developed  before  1600,  the  date  at 
which  Peter  Chamberlen  is  known  to  have 
invented  this  instrument.  He  kept  it  a fam- 
ily secret  and  it  was  not  until  three  genera- 
tions later  that  Hugh  Chamberlen  sold  it  to 
the  Medico-Pharmaceutical  College  of  Am- 
sterdam. However,  there  is  good  evidence 
that  he  sold  only  one  half — one  blade  of  the 
instrument.  In  1813  several  of  the  original 
sets  were  found  in  the  attic  of  the  old 
Chamberlen  home. 

Further  improvements  were  made  by 
Palfyn,  Dusee,  Lenset  and  Smellie  which 
have  resulted  in  today’s  instruments.  Sev- 
eral special  instruments  have  since  been  in- 
troduced for  specific  types  of  deliveries, 
namely,  the  Kielland,  the  Burton,  the  Piper 
and  a number  of  types  of  axis  traction.  The 
classical  instruments  are  the  Elliot,  the 
Simpson  and  the  Solid  Blade  of  Tucker  Mc- 
Lane.  Although  there  is  a tendency  to  use 
only  one  or  two,  further  knowledge  should 
make  all  these  instruments  available  for  the 
physician  doing  obstetrics. 

I shall  mention  in  developing  this  paper 
a few  places  where  special  and  classical  in- 
struments may  be  best  employed.  I feel  that 
the  use  of  forceps  has  reduced  infant  mor- 
tality and  dropped  the  morbidity  rate  in 
obstetrics.  This  is,  with  definite  care,  the 
proper  application  and  adheres  absolutely 
to  definite  prerequisites. 

The  purpose  of  the  use  of  forceps  is  to 
apply  traction  to  the  infant’s  head  and  in 
many  cases  to  act  as  a rotator.  Never  should 
they  be  used  as  a compressor  as  was  done 
in  Tarnier’s  time.  Because  Caesarian  sec- 
tion was  usually  fatal  Tarnier  applied  his 
axis  traction  plus  a screw  in  the  shank  for 
compression.  Today  some  compression  may 
be  made  in  many  cases  but  not  enough  to 
create  fetal  damage. 

At  one  time  it  was  taught  that  the  use  of 
a single  type  of  forcep  would  enable  the 
operator  to  become  versatile  in  difficult  de- 
liveries. However,  I believe  that  several 
types  of  forceps  can  be  of  use  and  should 

* Read  before  the  Medical  Society  of  Delaware,  Rehoboth, 

September  14,  1956. 


be  available.  The  operator  should  become 
adept  at  using  various  ones  with  ease  and 
in  certain  cases  one  forcep  will  have  certain 
advantages  over  another,  making  the  ma- 
neuver easier  and  safer. 

The  cephalic  application,  that  is,  the 
blades  equally  placed  over  the  sides  of  the 
baby’s  head  is  the  one  which  should  always 
be  made. 

There  are  several  prerequisites  which,  if 
not  fulfilled,  will  change  the  outcome  of 
cases  requiring  forceps: 

1.  The  cervix  must  be  dilated  or  di- 
latable. An  anterior  lip  might  still  be 
felt  but  can  easily  be  pushed  behind 
the  presenting  part.  If  the  cervix  is 
not  dilated  laceration  and  pressure  on 
the  head  with  intercranial  hemorrhage 
may  result.  Should  delivery  become 
necessary  before  dilation  is  complete, 
manual  dilation  might  be  done.  If  this 
is  not  feasable  Duhrssen’s  incisions  at 
three  points  should  be  employed  be- 
fore traction  is  applied. 

2.  Correct  diagnosis  of  position  and  sta- 
tion of  the  head  is  important.  This  is 
achieved  by  palpating  the  sagittal  and 
lambdoidal  sutures  and  the  fontanels, 
or  occasionally  by  the  palpation  of  one 
ear.  Frequently  the  fontanels  are  dis- 
torted by  pressure  making  it  necessary 
to  feel  the  suture  lines.  Three  suture 
lines  radiate  from  the  posterior  fon- 
tanel and  four  from  the  anterior  fon- 
tanel. The  one  vertex  presentation 
where  difficulty  in  diagnosis  might 
arise  is  that  of  asynclitism.  Posterior 
asynclitism  presents  an  inverted  “u” 
because  the  posterior  parietal  bone  is 
presenting,  making  the  cranial  sagittal 
and  lambdoidal  sutures  form  this  in- 
verted “u.”  The  anterior  asynclitism 
presents  a regular  “u”  on  palpation. 
One  might  think  this  parietal  bone  to 
be  the  occiput.  Such  case  usually  oc- 
curs in  a flat  pelvis.  For  these  simple 
reasons  a definite  category  should  be 
made  for  each  patient’s  pelvis  and 
measurements  with  other  pertinent  in- 
formation such  as  Rh  factor,  serology, 
general  condition  and  past  history 
should  be  sent  to  the  hospital  by  the 
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physician’s  office  at  least  a month  be- 
for  the  expected  date  of  confinement. 

3.  The  third  prerequisite  is  ruptured 
membranes.  If  an  unruptured  sac  is 
held  between  forceps  and  head,  trac- 
tion might  cause  placental  separation 
and  fetal  anoxia. 

4.  The  fourth  requirement  is  an  empty 
bladder  and  rectum.  This  situation  de- 
creases possible  injury  to  these  struc- 
tures. 

5.  There  must  be  no  or  very  little  dis- 
proportion. If  disproportion  is  suffi- 
cient to  cause  difficulty,  it  should  be 
recognized  late  in  pregnancy  or  early 
in  labor  so  that  a Caesarian  can  be 
planned.  If  recognized  during  labor  a 
Caesarian  should  be  done  as  soon  as 
possible,  preferably  a low  cervical  type 
with  the  use  of  antibiotics.  There  is  a 
place  for  extraperitoneal  Caesarian 
section  but  the  indications  are  fast  be- 
coming less  and  less  with  the  judicial 
use  of  antibiotics  in  cases  of  ruptured 
membranes. 

With  these  few  essential  requirements 
present,  I would  like  to  enumerate  some  in- 
dications for  forcep  operations.  These  may 
be  maternal,  fetal  or  both.  To  quickly  dis- 
miss a subject,  I think  that  outlet  forceps 
with  adequate  episiotomy  in  prima-gravida 
or  multi-para  is  an  excellent  procedure  and 
the  well-being  and  physical  end  result  is 
better  for  the  mother  than  allowing  her  to 
push  the  baby  through  and  tear  the  per- 
ineum. The  value  of  this  procedure  has 
been  shown  in  18  months’  follow-up  studies 
— midline  episiotomies  with  outlet  forceps 
gave  the  best  results  in  1000  cases. 

To  return  to  maternal  indications  which 
include  the  following: 

1.  The  physical  condition  of  the  mother 
may  make  it  advisable  to  lessen  the 
second  stage  of  labor.  This  condition 
may  be  intercurrent  diseases,  i.e.: 
heart  disease,  toxemia,  tuberculosis 
and  renal  diseases;  or  an  attempt  to 
deliver  a patient  who  has  previously 
had  a Caesarian,  which  is  not  my 
practice.  I might  add,  I am  sensitized 
against  the  procedure. 

2.  The  mother  may  be  exhausted.  This 
condition  is  determined  by  pulse,  tem- 


perature and  blood  pressure.  It  may 
be  accompanied  by  acquiring  second- 
ary inertia  which  may  be  caused  by 
rigidity  of  the  cervix,  lack  of  muscle 
tone  producing  a desultory  type  labor, 
dehydration  and  lack  of  sleep  or  by 
malposition  with  moderate  dispropor- 
tion causing  a transverse  or  posterior 
arrest.  Also  the  maternal  soft  tissues 
may  be  too  firm  with  a rigid  perineum 
or  a scarred,  hard  cervix  or  vagina. 
The  present  day  method  of  employing 
analgesics  and  anesthetics  may  cause 
a prolonged  second  stage  labor.  There- 
fore, I feel  that  if  the  head  fails  to 
advance  one  hour  in  a low  position  or 
two  hours  at  higher  levels,  forceps 
should  be  employed  providing  the  pa- 
tient has  definitely  been  having  satis- 
factory contractions  to  that  point. 

Fetal  indications  are  as  follows: 

1.  Fetal  distress  may  be  evidenced  by 
changes  in  fetal  heart  rate.  Such  rate 
fluctuating  between  160  and  90  with 
some  irregularity  suggests  difficulty 
with  the  baby.  Passage  of  meconium 
in  a vertex  position  suggests  some  as- 
phyxia. Many  times  oxygen  given  to 
the  mother  for  10  minutes  before  de- 
livery, rather  than  to  hasten  and 
create  more  difficulty  and  injury  to  the 
baby,  will  be  invaluable  to  prevent 
fetal  brain  damage.  This  diagnosis  of 
fetal  distress  is  one  which  a nurse 
should  be  trained  to  make  and  she 
should  be  alert  to  recognize  the  condi- 
tion if  it  is  present. 

2.  Prolapse  of  the  umbilical  cord  is  also 
an  indication  for  delivery.  If  the  pre- 
requisites are  present,  the  forceps  are 
indicated.  If  not,  revision  should  be 
considered.  Occasionally  replacement 
of  the  cord  and  Caesarian  is  the 
method  of  choice. 

The  application  of  forceps  is  classified  as: 

1.  High — at  the  plane  of  inlet. 

2.  Mid — at  the  plane  of  greatest  pelvic 
diameter. 

3.  Low  mid — at  the  plane  of  least  pelvic 
dimension. 

4.  Low  or  outlet. 

We  will  eliminate  a floating  head  by  say- 
ing it  is  a contraindication — absolutely.  The 
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choice  is  Caesarian. 

Low  Forceps — This  application  is  the 
most  simple.  The  head  is  anterior  and  is 
beneath  the  pubis.  A cephalic  application 
is  done.  The  pelvic  curve  of  the  forceps  will 
parallel  that  of  the  sacrum.  It  is  wise  al- 
ways before  application  is  made  in  any  for- 
cep  delivery  first  to  hold  the  forceps,  articu- 
lated, in  front  of  the  patient  in  the  position 
they  finally  will  be  after  application.  I 
usually  insert  the  lower  blade  first  because 
that  is  the  easiest  and  correct  cephalic  ap- 
plication to  be  made.  The  second  blade  can 
then  be  made  to  articulate  with  the  first. 
As  a check  each  blade  should  be  equidistant 
from  each  lambdoidal  suture;  the  posterior 
fontanel  one  finger  above  the  plane  of  the 
shanks  and  the  sagettal  suture  at  right  angle 
to  the  shanks.  When  traction  is  begun,  a 
finger  tip  is  placed  on  the  occiput  to  ob- 
serve the  descent  of  the  head  and  note  any 
slipping  of  the  blades. 

Episiotomies  are  routine  on  all  prima- 
gravidas  and  usually  are  done  on  multi- 
paras. I prefer  a mid-line  episiotomy  be- 
cause it  is  more  anatomical.  However,  a 
mesolateral  is  excellent  if  it  is  done  early, 
extensively,  and  with  good  clean  repair. 

A Mid  or  Low-Mid  application  of  forceps 
is  made  in  a similar  way  except  that  at  this 
stage  rotation  is  not  complete.  Therefore, 
diagnosis  of  position  of  the  head  and  cor- 
rect application  of  forceps  are  more  difficult. 

Since  many  a vertex  presentation  begins 
as  an  occiput  posterior,  this  condition  might 
still  persist.  Pomeroy  and  Danforth  advo- 
cate manual  rotation  to  overcorrect  after 
which  the  proper  forcep  should  be  applied. 
Simpson  recommends  the  same  procedure 
if  the  head  is  well  moulded,  or  Elliott — if 
the  head  is  round. 

If  this  is  impossible,  the  Scanzoni  maneu- 
ver, with  some  modification,  is  done.  I pre- 
fer this.  The  first  forcep  to  be  used  is  the 
solid  blade  Tucker  McLane.  It  is  as  an 
LOA  in  an  ROP,  and  as  an  ROA  in  an  LOP 
position.  The  blades  are  locked  and  the 
head  is  not  pulled  down  but  is  pushed  back 
up  the  birth  canal.  The  handles  are  then 
moved  to  one  thigh  or  the  other,  flexing 
the  baby’s  head.  Next  the  handles  are 
swung  in  an  arc,  thus  causing  the  blade 
points  to  move  in  a very  small  arc  and 


avoiding  injury  by  laceration.  The  head  is 
then  in  anterior  position. 

The  lower  Tucker  McLane  blade  is  re- 
moved and  replaced  with  the  proper  Elliott 
or  Simpson  blade  as  for  an  anterior  posi- 
tion. The  second  Tucker  McLane  is  then 
removed  and  the  second  Elliott  or  Simpson 
blade  is  applied.  A check  at  three  points  is 
made,  Lambdoidal  suture,  Saggital  suture, 
and  the  distance  of  the  posterior  fontanelle 
from  the  lock  of  the  blades. 

Traction  is  then  applied  to  follow  the 
proper  mechanism  of  labor  which  is  down- 
ward until  the  occiput  is  under  the  pubis, 
when  extension  delivers  the  head.  Around 
the  forcep  lock  I usually  use  a folded  towel 
which  acts  as  an  axis  traction.  Instead  one 
might  use  Bills’  handle  which  will  fit  any 
classical  forcep. 

Some  Obstetricians  prefer  a special  for- 
cept;  the  Kielland  forcep,  which  has  no 
pelvic  curve  and  therefore  need  not  be  re- 
applied. 

High  Forceps  is  application  to  the  head 
which  has  not  yet  passed  the  superior  strait. 
Therefore,  with  a contracted  pelvis  this  op- 
eration is  contraindicated. 

If  proper  application  can  be  made,  axis 
traction  in  some  form  is  necessary  to  pull 
downward,  and  at  this  level  only  axis  trac- 
tion can  accomplish  this  maneuver.  There 
are  many  developments  in  axis  traction  for- 
ceps. Dewees  are  the  most  common.  How- 
ever, the  handle  of  Bills’  can  be  applied  to 
other  forceps.  The  folded  towel  or  the 
Dennen  forcep  with  a curve  in  the  shank 
can  produce  this  type  of  pull. 

Diagnosis,  proper  application,  and  con- 
stant observation  as  to  slipping,  etc.,  is 
mandatory. 

We  then  come  to  the  Special  Forceps. 
The  Kielland  forcep  has  no  pelvic  curve. 
It  also  has  a sliding  lock  which  enables  the 
blades  to  be  placed  in  the  Cephalic  appli- 
cation although  the  head  be  in  a mid,  or 
high,  transverse  arrest. 

In  1915  Kielland  showed  that  if  with  the 
wandering  maneuver  of  blades  application 
could  not  be  made,  the  anterior  blade  should 
be  applied  first  in  a spoon-like  fashion  and 
should  enter  the  uterine  cavity  beneath  the 
pubis  where  it  can  be  turned  to  fit  the  head. 
On  the  shank  is  a dot  or  an  arrow  which 
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shows  the  way  to  turn  the  blade.  It  is  then 
pulled  outward  to  fix  itself  along  the  side 
of  the  child’s  head  anteriorly.  The  posterior 
blade  is  then  applied  and  fixed.  Rotation 
and  traction  can  be  made  with  this  forcep. 

If  however,  the  pelvis  is  flat  Kielland’s 
forceps  are  not  to  be  used.  Bartons  forceps 
which  have  a hinged  anterior  blade  are  ap- 
plied. They  enable  the  operator  to  use  trac- 
tion and  to  pull  the  transverse  head  down 
to  low  pelvis  before  turning  anterior.  If  an 
attempt  should  be  made  to  turn  before  this 
is  done,  with  a flat  pelvis  and  a high  trans- 
verse arrest,  the  parietal  bone  of  the  baby 
would  be  fractured  on  the  pubis  of  the 
mother. 

The  Piper  after-coming  head  forceps 
should  always  be  at  hand  with  a Breech 
delivery.  Should  slipping  occur,  reapply  the 
blades  above  the  baby’s  back  instead  of  be- 
neath the  abdomen  if  there  is  much  flexion 
of  the  head. 

I usually  employ  the  towel  around  the 
locks  of  the  classical  blades  to  create  some 
axis  traction  in  nearly  all  deliveries. 

Summary 

1.  Forceps  can  be  used  routinely  by  gen- 
eral practitioners  who  do  a large  num- 
ber of  deliveries. 

2.  Forceps  can  cut  down  on  maternal  and 
infant  morbidity. 

3.  Forceps  require  proper  selection  and  ac- 
curate cephalic  application. 

4.  Traction  should  follow  the  mechanism 
of  labor  in  the  axis  of  the  birth  canal. 

5.  Correct  diagnosis  of  vertex  must  be 
made. 

6.  A check  after  application  has  been  made 
is  imperative. 

7.  Special  forceps  make  special  maneuvers 
easier. 

8.  Kielland  forceps  are  a wonderful  ad- 
junct to  the  delivery  room  armamena- 
trium,  especially  for  posterior  and 
transverse  positions. 

9.  Barton  forceps  are  a must  in  case  of  a 
flat  pelvis  with  a transverse  presenta- 
tion. 

10.  Manual  rotation  of  posterior  position 
should  be  attempted. 

11.  Scanzoni  maneuver  with  Bills’  modifi- 
cator  is  an  excellent  procedure  for  a 
posterior  position. 


12.  Piper  forceps  are  used  for  after-coming 
heads.  Kielland  forceps  may  be  substi- 
tuted. 

13.  Kielland  forceps  are  best  for  a face  pre- 
sentation with  the  chin  posterior. 

14.  For  the  general  practitioner  who  does 
only  an  occasional  obstetrical  delivery, 
the  use  of  low  or  outlet  forceps  should 
be  as  far  as  he  needs  to  go  in  operative 
technique.  But  for  the  general  practi- 
tioner who  does  a greater  percentage  of 
his  work  in  obstetrics,  perhaps  50% 
obstetrics,  operative  vaginal  deliveries 
should  hold  no  fear  and  he  should  be 
versatile  in  all  types  of  deliveries.  He 
also  should  be  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecolo- 
gists, attend  their  meetings  and  learn 
newer  techniques. 

Consultation  should  be  mandatory  in  dif- 
ficult cases. 

In  our  hospital  the  following  cases  must 
have  consultation: 

1.  Primagravida  with  ruptured  mem- 
brances,  for  24  hours. 

2.  Multipara  with  ruptured  membrances, 
for  12  hours. 

3.  Abnormal  presentation  of  any  kind. 

4.  Multiple  pregnancies. 

5.  Toxic  cases. 

6.  Any  other  major  medical  complication. 

7.  Severe  vaginal  bleeding. 

Conclusion 

I have  used  excerpts  from  many  texts 
and  have  attempted  to  present  their  high- 
lights. 

I suggest  that  physicians  who  do  much 
obstetrics  should  buy  and  read  the  book, 
“Forcep  Deliveries”,  by  Dr.  Dennen.  This 
book  has  large  print,  is  easily  read,  and  is 
all  meat. 

I would  also  like  to  say  that  we  who 
specialize  welcome  the  general  man  who 
does  obstetrics.  However,  we  all  should  ask 
for  help  at  times  because  it  is  much  easier 
to  do  an  operation  with  an  assistant,  and 
sometimes  a suggestion  is  a wonderful  help. 
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Dr.  Garrison:  I would  only  say  “Amen”. 

I think  it  is  an  excellent  and  complete 
paper  and  I would  like  to  add  one  thing. 
I think  forceps  often  are  used  too  frequently 
in  cases  where  there  is  no  maternal  distress 
or  anything  wrong  with  the  fetus;  perhaps 
only  for  the  obstetrician  to  get  home  more 
quickly.  I do  not  think  it  is  necessary  to 
compress  a head  because  forceps  are  not 
supposed  to  do  this.  They  do  it  to  a limited 
degree.  The  blood  vessels  in  the  fetal  head 
are  very  fragile  as  we  all  know,  and  it  would 
be  pathetic  to  have  a child  perhaps  ten 
years  old  remain  in  the  first  grade  because 
of  some  injury  from  the  forceps. 

The  second  thought  I can  think  of  worth 
contributing  which  differs  from  Dr.  Rennie, 
is  that  I like  the  Kielland  forceps  and  I 
think  they  may  be  used  in  the  flat  pelvis. 
I do  not  like  the  Burton  forceps  for  one 
particular  reason;  the  hinged  anterior  blade. 
When  one  has  traction  with  the  Burton  for- 
ceps the  blade  floats  in  mid-air  and  depends 
for  stability  on  resting  against  the  sym- 
physis and  the  bladder.  When  traction  is 
applied  it  is  the  only  thing  which  holds  the 
blade  against  the  head,  and  I think  some- 
times one  can  injure  the  bladder  badly  in 
this  way.  The  difference  is  not  a major  one 
— I suppose  it  depends  on  what  method  one 
is  accustomed  to  employing. 

But  the  paper  as  a whole  was  certainly 
excellent,  and  I enjoyed  all  of  it. 

President  Van  Valkenburgh:  Thank 
you.  Are  there  any  other  questions  in  re- 
gard to  Dr.  Rennie’s  paper? 

Dr.  Thomas:  For  one  who  does  obstet- 
rics extensively,  I think  there  is  a feeling  of 
security  in  case  of  trouble  with  any  forceps, 
besides  the  outlet  forceps  and  the  low-mid 
forceps,  to  have  consultation  all  the  time. 
Afterward  it  is  possible  to  tell  the  father 
that  he  had  someone  else  to  be  present,  be- 
sides not  exposing  the  fetus  to  the  danger 
of  becoming  a ten-year-old  baby  in  the  first 
grade.  I mean  that  truthfully. 

President  Van  Valkenburgh:  Does 
anyone  else  have  any  questions? 


Dr.  L.  L.  Fitchett  (Sussex  County):  I 
would  like  to  ask  a question.  Is  there  any 
place  in  obstetrics  for  using  gloves  on  the 
blades?  I never  have  used  them,  but  they 
are  available.  Are  they  u.sed  at  all  in  Wil- 
mington? 

Dr.  Rennie:  I believe  one  or  two  pairs 
were  purchased.  There  is  a special  rubber 
gadget  that  someone  invented.  They  did 
not  seem  to  be  necessary  at  all.  I think  a 
few  physicians  used  them  and  found  it  was 
not  necessary  to  use  them  at  all.  Some  felt 
that  they  got  in  the  way,  and  when  they  are 
sterilized,  they  tear  easily.  They  also  slip, 
and  it  requires  another  maneuver  to  put 
them  on.  Therefore,  it  was  decided  they 
were  not  necessary. 

TRAUMATIC  ACCIDENTS* 

George  0.  Eaton,  M.D.** 

First  I should  like  to  express  my  sincere 
appreciation  of  being  invited  to  be  with  you 
at  this  meeting.  Delaware  is  beginning  to 
be  a sort  of  second  home  to  me,  and  my 
younger  son  and  I are  grateful  patients  of 
the  staff  of  the  Beebe  Hospital.  Therefore, 
I don’t  feel  that  I am  on  a lecture  platform. 
I feel  that  I am  talking  to  friends. 

The  subject  of  this  talk  might  better  be 
named,  “Fracture  Problems  and  Problem 
Fractures.”  The  traumatic  injuries  to  the 
chest,  abdomen  and  head  are  so  far  out  of 
my  field  that  I certainly  am  not  qualified 
to  discuss  them.  I wish  to  discuss  six  gen- 
eral principles  in  the  management  of  frac- 
tures which  are  too  seldom  emphasized, 
and  which  I believe  tend  to  add  to  the  sur- 
geon’s knowledge  after  he  has  been  through 
sad  experiences  from  lack  of  experience. 

The  first  point,  and  possibly  the  most 
important  point,  is  the  necessity  of  a care- 
ful examination  of  the  patient  who  has  one 
major  fracture — particularly  in  the  case  of 
an  automobile  accident.  If  a patient  (and 
it  is  increasingly  true  if  he  is  a passenger 
rather  than  the  driver)  is  involved  in  a col- 
lision, he  may  injure  his  knee,  or  fracture 
his  thigh. 

One  patient,  a 26-year-old  man,  was  in 
an  accident  in  North  Carolina  and  sustained 
a fracture  of  the  shaft  of  the  femur.  He  was 
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treated  for  some  seven  or  eight  weeks  in 
traction,  but  the  fracture  would  not  reduce. 
He  was  then  posted  and  an  open  reduction 
and  plating  was  done  of  the  fracture.  It 
was  not  until  four  months  later  that  it  was 
discovered  that  he  also  had  a fractured  dis- 
location of  the  same  hip,  which  was  un- 
doubtedly the  reason  that  the  femur  would 
not  line  up  in  traction.  This  condition  could 
have  been  recognized  early  if  an  x-ray  had 
been  taken  in  the  area. 

Another  patient  was  referred  from  Mil- 
ford to  Baltimore  for  further  treatment. 
He  w^as  a truck  driver,  33  years  of  age.  He 
had  an  extensive  fracture  of  the  pelvis,  plus 
a dislocation  of  the  hip,  and  a fracture  of 
the  shaft  of  the  femur.  In  this  instance  the 
double  injury  was  recognized  and  treat- 
ment was  directed  accordingly.  The  treat- 
ment used  was  double-plating  the  fracture 
of  the  femur  in  order  to  obtain  a lever  with 
which  to  reduce  the  dislocated  hip. 

This  case  illustrates  the  fact  that  the 
head-on  collision  which  produces  a fracture 
in  the  knee  or  the  shaft  of  the  femur  fre- 
quently causes  a fracture  or  dislocation  or 
both  in  the  region  of  the  pelvis  and  hip.  It 
is  of  the  utmost  importance  to  the  welfare 
of  the  patient  that  the  condition  be  dis- 
covered immediately. 

I have  a patient  who  was  treated  in  a 
hospital  in  West  Virginia  for  a fracture  of 
the  patella.  The  patient  told  me  that  he 
kept  telling  his  doctors  that  his  hip  was  dis- 
jointed, but  he  w’as  treated  for  the  fractured 
patella.  An  open  reduction  was  done.  He 
convalesced  for  four  months  before  he  could 
persuade  them  to  take  an  x-ray  of  the  pel- 
vis. As  he  had  believed,  the  hip  w'as  dis- 
located and  the  end  result  was  far  from 
satisfactory  because  of  the  fact  that  the 
second  injury  was  not  recognized  early  in 
the  game. 

A 42-year-old  woman  who  was  unusually 
stout  w'as  injured  near  Frederick.  At  her 
request  she  was  transferred  within  a day  or 
two  from  the  Frederick  Hospital  to  Balti- 
more. I received  a message  that  this  pa- 
tient was  being  sent  to  me  wdth  a fracture 
of  the  shaft  of  the  femur.  I left  word  at  the 
hospital  to  the  effect  that  when  the  patient 
was  admitted  I w'anted  an  x-ray  of  the 
femur. 


The  technician  asked,  “What  part  of  the 
femur?” 

I replied,  “I  don’t  know.  No  one  told  me. 
X-ray  the  entire  femur.” 

Because  of  that  action,  it  was  discovered 
that  there  also  was  a fracture  of  the  base  of 
the  neck  of  the  femur,  in  addition  to  the 
fracture  of  the  shaft.  It  would  have  escaped 
notice  entirely,  I believe,  if  an  x-ray  had 
not  been  taken  of  the  entire  femur,  because 
the  symptoms  of  a fracture  of  the  shaft  of 
the  femur.  It  could  easily  have  been  missed 
in  a stout  patient,  and  lack  of  early  recog- 
nition would  have  militated  against  a good 
result. 

A boy  fractured  the  shaft  of  the  humerus 
in  the  surf  at  Ocean  City.  He  was  taken  to 
Salisbury  (this  accident  happened  a good 
many  years  ago)  and  at  the  hospital  an  ex- 
cellent reduction  of  a transverse  fracture  of 
the  shaft  of  the  humerus  was  obtained.  The 
boy  was  placed  in  a shoulder  spica  cast  and 
because  his  home  was  in  Baltimore  he  was 
transferred  there  where  he  came  under  my 
care.  Since  the  reduction  was  excellent  and 
was  maintained  in  the  shoulder  spica,  we 
elected  to  wait  until  eight  weeks  passed. 
When  the  cast  was  removed  there  was  an 
obvious  injury  in  the  region  of  the  elbow. 
It  developed  that  the  patient  had  a dis- 
placed fracture  of  the  olecranon  in  addition 
to  the  fracture  of  the  shaft  of  the  humerus. 
It  is  interesting  to  note  that  the  boy’s 
mother  took  the  attitude  that  the  doctor 
should  have  recognized  both  fractures,  and 
threatened  legal  action.  The  insurance  car- 
rier for  the  doctor  in  Salisbury  agreed  to 
pay  further  expenses,  which  settled  the  legal 
angle  of  the  case.  However,  the  insurance 
carrier  recognized  a possible  fault  in  man- 
agement by  the  original  doctor  since  he  did 
not  recognize  a double  fracture.  Anyone 
who  has  had  a similar  experience  knows 
how  easy  it  is  to  fail  to  recognize  a double 
injury,  and  it  may  well  be  tremendously 
important  to  the  patient. 

The  next  point  I would  like  to  make  is 
that  if  a dislocation  of  a joint  accompanies 
a fracture  of  a bone  and  the  surgeon  has  to 
choose  between  treating  the  dislocation  or 
treating  the  fracture,  he  should  consider  the 
dislocation  the  more  important  of  the  two 
injuries  and  be  certain  to  reduce  the  dis- 
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location.  For  example,  a 17  or  18-year-old 
girl  sustained  a fracture  of  the  pelvis  plus 
a fracture  of  the  femoral  shaft,  plus  a dis- 
location of  the  hip  on  the  same  side.  It 
was  a service  case.  There  were  several  con- 
sultations and  several  opinions  were  given 
as  to  how  the  patient  should  be  managed. 
The  procedure  used  was  to  treat  the  frac- 
ture of  the  pelvis  first.  The  patient  was  left 
with  a permanent  sciatic  palsy,  which  I be- 
lieve was  due  to  the  fact  that  the  disloca- 
tion was  not  reduced  promptly. 

In  a case  of  a severe  injury  to  an  arm 
there  was  a fracture  of  the  shaft,  a fracture 
of  the  cervical  neck  and  a dislocation  of  the 
humeral  head. 

The  reduction  of  a dislocation  depends 
upon  leverage  of  the  arm,  and  in  this  case 
the  surgeon  elected  to  do  an  open  reduction 
and  screw  fixation  of  the  humerus  at  the 
shaft.  He  then  openly  reduced  the  fracture 
dislocation  of  the  shoulder  at  the  same  time. 
Undoubtedly  it  was  the  only  way  that  the 
case  could  have  been  properly  managed. 

The  end  result  was  not  good  in  that  the 
patient  developed  a moderately  severe 
aseptic  necrosis  of  the  humeral  head,  but 
that  condition  was  caused  from  severe  in- 
jury to  the  bone  rather  than  the  type  of 
treatment  used. 

In  ankle  fractures  there  frequently  may 
be  found  an  associated  dislocation  of  the 
ankle.  It  is  of  tremendous  importance  to 
correct  the  dislocation  early.  The  fracture 
usually  is  amenable  to  open  reduction,  but 
a dislocation  that  becomes  chronic  and  de- 
pends on  open  reduction  is  seldom  a good 
result. 

The  capsule  of  a joint  is  composed  essen- 
tially of  fibrous  tissue.  If  it  is  stretched  in 
one  direction  and  relaxed  in  another,  it  will 
contract  where  the  capsule  is  loose  and 
block  later  manipulations.  Therefore,  if 
there  is  a combination  injury,  it  is  indi- 
cated that  the  dislocation  be  controlled  by 
whatever  method  is  elected  first;  then  a de- 
cision be  made  as  to  how  the  fracture  will 
be  managed. 

The  next  point  I wish  to  make — and  pos- 
sibly it  is  not  as  well  appreciated  as  it 
should  be — is  that  if  one  is  treating  a com- 
pound fracture  and  he  needs  an  open  re- 
duction to  get  reduction  of  the  displacement 


he  should  not  wait  long  because  of  fear  of 
infection.  The  basis  for  such  philosophy  is 
that  if  the  fracture  is  going  to  be  infected, 
it  is  better  for  the  patient  to  have  a fracture 
infected  in  good  position  than  in  malposi- 
tion and  displacement.  I think  this  point 
may  be  obvious,  but  it  seems  to  me  that  it 
is  not  appreciated  and  should  be  a fixed 
principle  of  action. 

Concerning  the  question  of  manipulative 
reductions,  I should  like  to  stress  that 
manipulative  reductions  call  for  skill  but 
not  for  strength.  There  is  no  question  that 
the  sooner  a patient  can  be  subjected  to 
reduction  of  a dislocation  or  a fracture,  the 
better  off  that  patient  is.  But  the  reduction 
should  not  be  violent;  it  should  not  depend 
on  brute  strength;  and  it  should  not  be  re- 
peated frequently.  Reduction  of  any  dis- 
location may  be  blocked  by  interposed  soft 
tissue.  Violence  will  add  to  the  damage  and 
may  cause  permanent  disability. 

A good  illustration  of  this  condition  is 
the  long  head  of  the  biceps  drawn  like  a 
bow-string  across  the  glenoid  and  prevent- 
ing the  reduction  of  a dislocation  of  the 
shoulder.  It  is  not  observed  often,  but  it 
does  happen.  If  one  or  two  attempts  at 
reduction  with  good  relaxation  are  unsuc- 
cessful, the  operator  should  stop  and  make 
a careful  examination  to  determine  what  is 
blocking  the  reduction. 

The  same  thing  is  true  in  the  case  of  dis- 
location of  the  hip.  Occasionally  the  sciatic 
nerve  is  caught  over  the  femoral  neck  and 
repeated  attempts  at  reduction  will  trauma- 
tize the  sciatic  nerve  and  v/ill  not  lead  to  a 
successful  reduction. 

A woman  from  Washington  had  a dis- 
location of  the  mid-tarsis,  and  the  foot  was 
manipulated  at  least  twice  without  any  ap- 
preciable gain  in  reduction  of  the  displace- 
ment. Traction  with  Kirshner  wire  was 
applied  but  that  also  was  completely  un- 
successful in  reducing  the  displacement.  At 
open  reduction  I found  that  the  peroneus 
longus  tendon  was  caught  in  between  the 
tarsis  and  metatarsis,  and  the  displacement 
could  not  be  reduced  until  the  tendon  was 
lifted  out.  As  soon  as  this  was  done  the 
reduction  was  simple. 

A condition  labeled  in  the  books  as  an 
irreducible  dislocation  of  the  thumb  is  not 
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very  common,  but  is  unforgettable.  It  is  a 
hyperextension  injury,  in  which  the  distal 
end  of  the  first  metacarpal  is  forced  through 
the  capsule  and  is  locked  there  by  getting 
under  the  tendons.  Manipulation  will  not 
reduce  the  dislocation  as  a rule  and  open 
reduction  is  the  only  way  the  dislocation 
can  be  treated  properly. 

With  that  type  of  injury  I believe  that 
one  attempt  at  manipulative  reduction  un- 
der good  relaxing  anesthesia  is  sufficient.  If 
it  does  not  reduce,  the  patient  will  be  bet- 
ter off  put  on  an  open  reduction.  It  is  irre- 
ducible by  closed  reduction. 

The  question  of  the  estimation  of  suffi- 
cient union  to  discard  support  is  one  of  the 
most  difficult.  With  some  fractures  a 
follow-up  x-ray  may  show  abundant  callus 
but  if  the  fracture  is  unsupported  angula- 
tion and  deformity  can  reoccur.  In  other 
cases  the  fracture  seems  firm,  but  the  x-ray 
shows  little  or  no  callus. 

I recommend  that  the  surgeon  depend  on 
his  clinical  judgment  rather  than  on  x-rays 
for  evidence  of  union.  I cannot  stress  this 
point  too  strongly.  I have  been  wrong  sev- 
eral times,  and  from  my  experience  I have 
found  that  if  stress  can  be  put  on  the  frac- 
ture line  without  pain  or  apparent  motion, 
the  fracture  probably  is  ready  to  be  left  out 
of  plaster.  If  pain  or  motion  are  apparent 
at  the  fracture  site,  the  fracture  is  not 
ready.  It  is  better  to  immobilize  too  long 
than  not  long  enough. 

The  last  point  of  our  general  principles 
is  the  necessity  of  being  cautious  about  the 
prognosis  given  the  patient  or  family.  Cases 
which  seems  to  be  difficult  frequently  turn 
out  well.  The  reverse  is  equally  true.  Mas- 
sive pulmonary  emboli  often  wall  compli- 
cate a condition  following  open  reductions 
of  leg  and  thigh  fractures.  In  such  case  a 
good  prognosis  on  admission  would  have 
been  erroneous.  Fibrous  ankylosis  of  joints 
adjacent  to  a fracture  may  cause  a per- 
manent disability.  This  would  be  hard  to 
explain  to  a patient  if  he  had  been  told  that 
he  should  get  well. 

A patient  45  years  of  age  received  a frac- 
ture through  the  neck  of  the  femur  from  a 
fall  w^hile  ice  skating.  The  treatment  used 
was  conservative.  This  happened  about 
1940,  before  nailing  of  hips  was  well  estab- 


lished. He  was  treated  by  a spica  cast  and 
everything  was  done  to  insure  the  best  pos- 
sible result. 

Eight  years  later  he  had  an  advanced 
aseptic  necrosis  of  the  femoral  head  which 
was  not  evident  until  three  years  after  the 
injury.  It  has  been  a source  of  severe  pain 
and  limp.  However,  at  the  time  of  the  orig- 
inal fracture,  his  age  and  activity  would 
suggest  an  excellent  prognosis. 

A 17-year-old  girl  had  an  intertrochan- 
teric fracture  with  satisfactory  reduction 
and  conservative  management.  It  was 
treated  in  Russell  Hamilton  traction.  In 
spite  of  her  youth,  good  reduction  and  the 
distance  of  the  fracture  from  the  femoral 
head,  she  developed  a severe  aseptic  ne- 
crosis of  the  femoral  head.  Because  of  cases 
like  these  I repeat  that  I think  it  is  good 
management  to  encourage  both  patient  and 
family  to  adopt  an  attitude  of  “wait  and 
see”. 

Wire  fixation  in  fractures  of  the  fingers 
and  metacarpals  or  metatarsals  is  a decided 
and  recent  advance.  We  are  satisfied  that 
putting  Kirshner  wires  through  joints  in 
order  to  transfix  a bone  causes  no  damage 
to  that  joint. 

With  wrist  fractures  it  is  important  to 
restore  all  angles  and  relationships  if  a func- 
tional wrist  is  to  be  the  result.  I don’t 
mean  to  imply  that  restoration  of  all  angles 
promises  a good  result,  but  it  is  important. 
The  impacted  fracture  which  has  a disrup- 
tion of  the  radio-ulnar  joint  frequently 
leads  to  a permanently  painful  wrist  joint 
which  may  call  for  added  surgery.  In  a 
badly  comminuted  fracture  the  addition  of 
skeletal  traction  to  the  thumb  is  a help  in 
maintaining  reduction. 

The  hanging  cast  is  an  easy  way  to  treat 
some  fractures  but  it  is  fraught  with  prob- 
lems. It  is  one  of  many  methods  which  can 
be  used  in  fractures  of  the  humerus. 

The  Dunlap  traction  is  an  excellent 
method  to  be  used  for  a super-condylar 
fracture  in  a child.  The  routine  is  much 
the  same  as  when  a good  reduction  can- 
not be  achieved  by  one  manipulation.  If 
circulation  is  in  jeopardy,  treatment  should 
be  made  by  Dunlap  traction.  This  method 
of  treatment  is  preferable  to  open  reduction. 
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A patient  in  Baltimore  was  involved  in  a 
severe  automobile  accident  resulting  in  a 
fracture  of  the  base  of  the  skull.  Anesthesia 
was  impractical  in  regard  to  the  manage- 
ment of  the  arm  fracture.  Some  17  frag- 
ments were  found  in  the  fractured  humerus. 
Management  of  the  patient  was  carried  out 
by  Magnesson  splints  and  a minimum 
amount  of  treatment  was  required.  Pres- 
sure dressings  were  removed  and  the  arm 
re-wrapped  as  the  swelling  and  hematoma 
disappeared. 

The  Magnesson  splint  is  not  the  only 
good  commercial  splint  made  for  treatment 
of  fractures  but  it  is  a u=:eful  piece  of  ap- 
paratus in  fractural  work. 

I recommend  strongly  that  the  mechan- 
ical support  and  traction  be  used  rather 
than  to  have  an  assistant  hold  a broken  leg 
whde  the  cast  is  applied.  This  traction  in 
two  directions  will  prevent  posterior  sag- 
ging. There  will  be  no  worry  about  the 
assistant  varying  in  the  degree  of  pull  he  is 
putting  on  the  leg.  It  is  possible  to  set  a 
fracture  single-handed  under  local  anes- 
thetic if  one  chooses. 

For  uncomplicated  fractures  of  the  fe- 
moral shaft  the  medullary  nailing  probably 
is  the  best  method  of  treatment  available. 
It  has  been  proved  valuable  and  when  used 
by  a physician  with  good  training  and  ade- 
quate facilities  it  offers  a satisfactory  and 
comm.endable  way  to  m.anage  a fracture  of 
the  shaft  of  the  femur. 

Dr.  Haines  from  Clarksburg,  West  Vir- 
ginia, has  brought  out  his  own  apparatus 
which  bears  his  name.  I believe  the  Stater 
is  more  widely  used.  I mention  this  only 
to  illustrate  equipment  which  has  been 
abandoned  in  most  places  for  acute  frac- 
ture treatment.  It  is  not  thought  to  be  as 
good  a way  to  treat  fresh  fractures  as  other 
methods  available. 

Many  physicians  have  been  interested  in 
using  double-slotted  plates  in  order  to 
avoid  prolonged  immobilization  of  a femur 
in  either  traction  or  in  spica  cast.  The 
method  is  acceptable  but  I think  we  have 
better  methods  now,  notably  the  medullary 
nailing. 

A method  of  treatment  which  does  not 
have  the  popularity  which  it  deserves  is  the 
so-called  ninety-ninety-ninety  traction.  In 


my  training  days  we  used  it  a great  deal 
for  subtrochanteric  fractures  of  the  femur 
with  better  results  than  any  method  I know. 
The  patient  can  sit  up  in  bed  as  much  as  is 
desired.  Therefore  it  is  good  for  use  with 
elderly  people.  There  is  a minimum  of  ap 
paratus  and  a minimum  of  gear  to  get  out 
of  place. 

A simple  apparatus  was  designed  by  Dr. 
Moore  in  Philadelphia.  I am  sure  he  is  well 
known.  I am  fond  of  the  apparatus.  It  is 
a simple  piece  of  scrap  iron  which  is  easy  to 
make  and  incorporate  into  a plaster  cast. 
It  is  used  for  central  dislocations  of  the  hip. 
I use  skeletal  fixation,  perhaps  a half  of  a 
Haines  unit,  in  order  to  get  the  traction  on 
the  bone.  This  method  is  efficient  for  re- 
ducing a central  dislocation  of  the  hip. 

Fracture  work  and  methods  of  treatment 
are  still  controversial  in  some  fields,  and  I 
think  that  the  best  test  of  a method  is 
whether  a physician  would  want  it  used  on 
himself.  The  measures  I have  recommended 
would  fit  in  that  category.  From  what  I 
have  seen  I think  they  are  good  treatments 
for  fractures  and  I take  pleasure  in  recom- 
mending them  to  you. 

Thank  you  very  much. 

Dr.  Bailey  (Wilmington):  Mr.  President 
and  members: 

Dr.  Eaton  has  given  his  usual  clear  and 
concise  presentation  and,  as  Dr.  Garrison 
said,  about  the  only  thing  I can  say  is 
“Amen”.  I do  knovv^  that  the  principles 
which  he  has  presented  are  fundamental. 
If  a physician  adheres  to  them,  his  problems 
and  troubles  will  be  reduced  to  a minimum. 
If  he  veers  from  them,  he  is  apt  to  get  into 
trouble. 

Commenting  on  Dr.  Eaton’s  concept  of 
union,  I would  like  to  add  a definition 
which  I learned  from  my  old  boss.  Dr. 
Mather  Cleveland.  His  concept  was  that 
whether  or  not  union  exists  depends  on 
whose  patient  it  is.  If  a fracture  is  a little 
reluctant  to  unite  and  it  is  your  patient,  it 
is  delayed  union.  If  it  is  somebody  else’s 
patient,  it  is  non-union. 

Without  appearing  to  present  another 
paper  following  Dr.  Eaton’s  paper,  but  be- 
cause he  did  talk  on  fracture  problems,  I 
would  like  to  add  the  problem  of  adequate 
soft  tissue  coverage  in  the  treatment  of 
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fractures.  What  I am  about  to  present  has 
been  a joint  effort  on  the  part  of  Dr.  Metz- 
ger and  myself. 

The  first  patient  is  a boy  in  his  teens  who 
was  admitted  to  the  Delaware  Hospital  in 
January,  1955,  following  an  automobile 
accident.  The  initial  x-ray  was  a shock  and 
additional  x-rays  showed  a part  of  the  arm 
to  be  detached,  a severe  compound,  trans- 
verse, somewhat  comminuted  fracture  just 
above  the  middle  of  the  shaft  of  the  right 
humerus.  There  was  extensive  soft  tissue 
swelling  at  the  time  of  admission  and  sev- 
eral concomitant  injuries  demanded  pri- 
ority. Definitive  treatment  was  delayed  for 
approximately  13  days  at  which  time  de- 
bridement was  used.  It  was  found  that  the 
anterior  compartment  of  his  arm  had  under- 
gone extensive  necrosis,  necessitating  the  re- 
moval of  most  of  the  biceps  brachia,  a por- 
tion of  the  brachialis,  a portion  of  the 
coracobrachialis,  and  a portion  of  the  outer 
head  of  the  triceps. 

The  proximal  fragment  was  impaled  in 
the  tendon  of  the  pectoralis  major.  Since 
I agree  completely  with  Dr.  Eaton  that  it  is 
better  to  have  a potentially  infected  frac- 
ture, or  an  infected  fracture  in  good  posi- 
tion— I elected  to  insert  the  intermedullary 
nail  and  wire  the  loose  fragments  into  place. 
J'  V’fo.z  markedly  unstable  v/ithcut  this.  It 
was  allowed  to  granulate,  and  about  a 
month  later  I consulted  Dr.  Metzger,  who 
at  that  time  elected  to  put  on  several  split- 
thickness grafts  and  do  a rotary  full-thick- 
ness graft,  to  cover  the  defect  left  by  this 
debridement.  The  post-operative  healing 
was  not  good.  There  was  always  a bleb  or 
blister,  and  subsequent  sequestrectomy 
was  carried  out  about  four  months  later. 
A month  after  that  a combination  full- 
thickness skin  graft,  combination  flap  and 
bone  graft  was  made. 

This  combination  bone  graft  and  skin 
graft  was  done  on  November  7,  1955.  X- 
rays  in  January,  1956  showed  the  original 
defect  caused  by  loss  of  the  fragment  filled 
in  with  the  ileac  chips  approaching  even  in 
the  seven  weeks  a dull  texture.  I think  this 
happened  because  it  was  adequately  nour- 
ished. In  Dr.  Eaton’s  closing  comments  I 
would  like  him  to  comment  on  this  com- 
bination full-thickness  flap  graft  combined 


with  bone  grafting. 

Dr.  Metzger  and  I thought  that  we  had 
not  too  much  to  lose.  We  certainly  did  not 
have  the  danger  of  going  back  through  the 
area  which  had  been  grafted  and  losing 
skin  which  had  originally  been  placed  there. 
It  resolved  that  this  boy  had  enough  left  in 
his  arm  to  get  a reasonable  result. 

Another  patient  suffered  a severe  com- 
pound comminuted  fracture  of  the  tibia  in 
March,  1955.  I saw  him  in  April,  1955,  at 
which  time  debridement  for  extensive  soft 
tissue  and  bone  injury  was  carried  out,  ne- 
cessitating the  removal  of  a large  amount  of 
bone  and  soft  tissue.  This  was  allowed  to 
granulate  for  approximately  a month  at 
which  time  we  again  elected  to  do  some 
plastic  surgery.  The  tibia  was  visible,  cov- 
ered by  some  granulation.  There  was  a 
large  area  of  poor,  soft  tissue  and  loss  of 
tibial  bone. 

The  cross  leg  flap  graft  covered  it  well. 
It  was  subsequently  divided  at  about  three 
weeks,  and  later  developed  a small  draining 
sinus.  This  time  we  did  not  do  the  com- 
bination flap  graft  and  bone  graft.  (Sik-e- 
skruk-toemy?)  was  carried  out  in  September 
and  approximately  six  months  later  bone 
grafting  of  the  original  tibial  defect  was 
performed  in  October,  1955.  X-rays  in  Jan- 
uary showed  remarkable  filling  of  the  orig- 
inal defect,  again  because  the  bone  had  ade- 
quate nourishment.  X-rays  in  July,  1956 
are  of  the  same  appearance  except  that  the 
bone  is  more  adult  in  form.  The  patient  is 
wearing  a long  leg  brace  for  immobilization 
and  has  been  weight-bearing  on  it  since 
April.  I think  he  probably  needs  additional 
bone.  I am  afraid  that  if  he  were  allowed 
to  bear  weight  without  immobilization  he 
might  develop  a stress  or  strain  fracture. 

Anyone  who  deals  with  bones  is  aware 
that  unless  they  are  adequately  covered, 
protected  and  nourished,  they  do  not  unite 
readily  and  often  do  not  unite  at  all. 

Thank  you. 

Dr.  James:  Mr.  President,  fellow  mem- 
bers: 

You  have  just  heard  two  experts  this 
morning.  My  proper  place  is  in  the  “Amen” 
corner. 

It  has  been  a treat  to  have  the  privilege 
of  listening  to  this  paper  and  discussion  by 
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these  two  men,  but  I should  like  to  tell  you, 
and  of  course  you  are  well  aware  of  the 
fact,  that  all  serious  injuries  do  not  occur 
in  the  centers  where  experts  are  available. 
However,  in  Milford  and  throughout  the 
lower  section  of  Delaware  I think  we  have 
good  x-ray  men.  They  encourage  phys- 
icians to  take  multiple  x-rays  of  injured 
cases  trying  to  find  all  the  damage  that  has 
been  done.  I would  like  to  stress  the  point 
that  Dr.  Eaton  made,  that  frequently  when 
the  physician  sees  the  injured  patient,  the 
obvious  injury  causing  the  serious  trouble 
and  shock,  frequently  is  not  the  only  one. 

In  the  past  year  I can  remember  several 
serious  cases.  One  was  a compound  dislo- 
cated ankle,  and  in  addition  to  a few  super- 
ficial cuts  around  his  face,  the  boy  also  had 
a dislocation  of  the  hip. 

Another  case  I remember  had  a fracture 
of  the  lower  leg,  a severe  injury  to  the  chest, 
with  multiple  rib  fractures,  and  severe  con- 
tusions of  the  breast.  Again  there  was  a 
dislocated  hip.  I recall  that  when  the  lacer- 
ations were  closed  and  after  the  obvious 
deformity,  which  was  a compound  fracture 
in  the  lower  leg  was  treated  the  anesthetist 
told  me  the  girl  was  unable  to  give  complete 
relaxation  for  work  on  the  hip.  I post- 
poned doing  anything  to  the  hip  until  two 
days  later,  when  he  thought  that  her  vas- 
cular system  was  well  established  and  the 
shock  overcome  so  that  we  could  get  com- 
plete relaxation. 

I was  called  out  about  four  hours  after 
we  finished.  She  had  gone  into  shock,  and 
I had  to  do  a cut-down  to  get  blood  going. 
By  postponing  our  work  on  the  dislocated 
hip  we  had  no  difficulty  at  the  end  of  48 
hours,  and  she  had  good  result  with  no 
trouble  from  the  hip. 

It  has  been  my  experience  that  it  is  much 
easier  whenever  I can  to  find  a dislocated 
hip  at  once  and  treat  it  immediately.  It 
also  is  important  to  get  complete  relaxation. 
With  modern  drugs  the  anesthetists  use 
now  which  cause  the  patient  to  sleep 
quietly,  I find  I get  better  results  if  I wait 
until  the  patient  is  in  condition  to  have  a 
spinal.  Then  I wait  until  I know  the  spinal 
is  in  effect,  that  the  muscles  are  completely 
relaxed,  and  I do  not  have  to  use  so  much 
force. 


I teach  a class  of  nurses  at  the  school  and 
one  of  the  subjects  which  comes  up  is  burns. 
I suppose  all  teachers  as  they  get  older  de- 
velop a special  theory  they  like  to  stress. 
When  discussing  burns,  I ask  the  nurses, 
“What  is  the  best  treatment  for  burns?” 
Of  course,  I get  a number  of  answers.  There 
are  many  text  books  written  on  the  subject. 
However,  I tell  them  that  the  best  treat- 
ment is  prevention. 

I was  called  on  a Saturday  evening  to  see 
an  old  colored  man.  The  resident  told  me 
he  was  seriously  injured  with  a cut  elbow. 
It  was  difficult  to  get  his  blood  pressure  and 
fluids  were  being  injected.  He  had  a severe 
laceration  of  the  right  elbow  with  one  nerve 
exposed  and  better  identified  than  in  any 
place  I had  ever  seen  except  a text  book. 
Exploring  the  wound  a little  later,  I found 
that  the  median  nerve  was  completely  cut. 
We  treated  it  as  shock,  and  by  means  of 
taking  x-rays  right  on  the  stretcher  I was 
able  to  find  that  the  man  had  multiple 
fractures  of  the  ribs.  He  had  nine  fractures 
on  one  side,  three  fractures  on  the  other, 
and  among  the  fractured  ribs  the  first  rib 
on  each  side  was  fractured.  I do  not  know 
how  a first  rib  can  be  fractured  without  the 
clavicle  being  fractured.  However,  there  was 
no  damage  done  to  the  lungs.  I did  not  do 
anything  until  shock  had  been  treated  and 
it  was  safe  to  take  him  to  the  operating 
room.  We  closed  the  wound  in  the  right 
arm  without  moving  him  from  the  stretcher. 
We  did  not  try  to  attempt  repair  on  the 
median  nerve  because  shock  did  not  per- 
mit. There  is  one  observation  which  I made, 
and  would  like  to  call  to  your  attention — 
particularly  to  the  orthopedic  surgeons. 
His  clothes  were  wet  and  had  sand  in  them. 
There  was  sand  in  his  hair,  but  he  was  for- 
tunate enough  not  to  have  a head  injury. 

I asked  him  what  had  happened  to  him. 
He  whispered  that  he  was  thrown  from  a 
car  and  landed  in  a mud  hole.  It  has  been 
my  personal  experience,  in  checking  these 
multiple  injuries  and  watching  the  ones 
which  are  brought  in  dead,  that  there  has 
been  a high  percentage  of  patients  who  have 
been  thrown  from  a car — 30%  to  50%.  I 
think  in  consideration  of  that  factor  doctors 
should  keep  in  mind  the  benefits  which 
might  be  derived  from  the  use  of  safety 
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straps  in  their  cars.  Not  only  that,  I think 
they  should  consider  seriously  the  example 
set  for  the  public  if  they  used  them. 

I asked  what  happened  to  the  driver  of 
the  car  in  which  the  man  was  injured.  He 
was  sitting  in  the  hall  with  a scratch  on  his 
nose.  He  had  remained  in  the  car. 

Thank  you. 

President  Van  Valkenburgh:  Thank 
you.  Dr.  James. 

Dr.  Eaton,  do  you  have  anything  to  add 
in  the  way  of  summation? 

Dr.  Eaton;  I have  little  to  add  except 
to  endorse  Dr.  Bailey’s  philosophy  of  soft 
tissue  coverage  over  delayed  or  non-union 
of  bones.  My  experience  has  been  that  a 
thick  flap  of  skin  and  subcutaneous  tissue 
over  a non-union  will  facilitate  a union 
without  further  bone  surgery.  Dr.  Bailey’s 
philosophy  of  doing  them  both  at  one  time 
has  merit  in  that  it  may  well  cut  down  time 
which  is  taken  up  in  the  total  convalescence. 

Dr.  James,  I do  not  know  whether  you 
want  me  to  answer  your  question  concern- 
ing why  a first  rib  was  broken  and  a clavicle 
was  not.  My  opinion  is  that  because  the 
first  rib  is  attached  to  the  sternum  and  the 
clavicle  is  only  a joint  with  the  sternum, 
there  was  pressure  on  the  sternum  which 
broke  the  first  rib. 

Thank  you  very  much. 


PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

(Continued  from  November  Issue) 

If  that  is  the  case,  perhaps  that  could  be  cor- 
rected by  better  liaison  between  the  AMEF  and 
the  medical  schools. 

President  Van  Valkenburgh:  I don’t  think 
they  have  the  right  understanding.  That  is  sup- 
posed to  go  direct  to  the  medical  schools  and  be 
credited  to  the  AMEF. 

Dr.  J.  R.  Fox  (Dover) : There  is  a good  deal 
of  severe  criticism  from  our  own  medical  schools 
to  that  type  of  contribution  and  a good  deal  of 
resistance  to  it. 

Dr.  McGuire:  I can  say  this.  Dr.  Fox,  that  if 
you  label  your  contribution  to  the  AMEF  to  just 
the  Jefferson  Medical  School,  Jefferson  Medical 
School  will  receive  it  and  you  will  receive  ac- 
knowledgment from  your  Dean. 

Dr.  Beebe:  Why  won’t  the  medical  schools  ac- 
cept it  that  way?  I wrote  directly  to  my  repre- 
sentative and  asked  him  if  I contributed  directly 
to  the  AMEF,  with  the  stipulation  that  it  go  to 
Jefferson,  would  that  be  all  right?  And  he  wrote 
back  and  said,  “Absolutely  not,”  that  my  class 
would  not  receive  any  credit  at  all  if  I contributed 
directly  to  the  AMEF. 


Dr.  McGuire:  This  is  contrary  to  the  fact,  as  I 
am  apprised  of  it.  Now,  there  are  many  people 
who  are  using  the  idea  that  they  are  contributing 
to  — and  I am  not  saying  that  any  individual 
here  is  involved  in  this  — contributing  to  their 
medical  schools  directly.  I believe  it  is  next  Octo- 
ber, Dr.  Fox,  October  or  February,  we  will  get  a 
record  of  all  the  men  in  this  State  who  have  made 
individual  contributions  to  their  medical  schools 
direct.  Now,  this  is  a national  organization  set  up 
by  the  American  Medical  Association  and  the 
American  colleges  of  medicine  of  this  country. 
There  is  nothing  specious  about  it  at  all,  and 
you  are  still  entitled  to  make  and  should  make 
a contribution  to  your  own  school.  All  this  So- 
ciety asked  last  year  I think  was  $25  from  each 
member,  and  we  got  36%.  Now,  it  is  not  taxation 
at  all;  it  is  a contribution. 

Dr.  J.  R.  Fox  (Dover):  Don’t  accept  my  re- 
marks as  derogatory.  I did  not  mean  that.  I felt 
that  the  whole  solution,  or  at  least  an  easing  of 
the  number  of  participants  and  an  elevation  of 
the  percentage  of  participants  could  be  very  easily 
achieved  if  there  was  better  liaison  on  a national 
level  between  medical  schools  and  the  AM  A.  I 
know  a lot  of  people  who  directly  contributed  to 
medical  schools  that  the  AMA  did  not  hear  about. 

Now,  if  the  medical  schools  and  the  AMA  can 
get  together  so  there  would  be  an  immediate 
transmission  of  names  contributing  directly  to 
medical  schools  and  they  would  appear  on  the 
AMA  files,  then  I think  a lot  of  these  problems 
would  be  avoided. 

As  Dr.  Beebe  pointed  out,  the  class  repre- 
sentatives for  our  particular  group  are  very  much 
opposed,  and  even  the  Dean  in  private  conversa- 
tion is  opposed  to  receiving  funds  through  the 
AMEF  because  of  the  delay,  or  whatever  criti- 
cisms they  have.  But  I feel  sure  that  the  per- 
centage of  contributors  in  the  State  of  Delaware 
would  be  elevated  considerably  if  some  sort  of 
liaison  could  be  worked  out  between  medical 
schools  and  the  AMEF. 

Dr.  John  W.  Alden  (Wilmington) : Mr.  Chair- 
man, I would  like  to  say  something. 

President  Van  Valkenburgh:  Dr.  Alden. 

Dr.  Alden:  I feel  this  is  an  important  thing. 
There  was  one  question  I wanted  to  ask  and  then 
I would  like  to  make  some  remarks  about  the  col- 
lection of  funds. 

I have  never  served  on  any  committee  for  this, 
and  I made  my  contribution  through  the  AMEF 
and  directed  it  to  my  medical  school,  which  I 
think  many  of  us  do.  Will  somebody  tell  me  if 
this  figure  of  36%  includes  people  who  contrib- 
uted directly  to  their  own  medical  school? 

Dr.  Bailey:  No. 

Dr.  McGuire:  No. 

President  Van  Valkenburgh:  It  is  not  in- 
cluded. 

Dr.  Alden:  My  other  comment  about  this  is 
that  every  year  the  members  who  are  delegates 
hear  roughly  this  same  discussion,  that  not 
enough  of  us  are  contributing  yearly  to  the 
AMEF.  Then  once  or  twice  a year  perhaps  at 
the  County  Medical  Society  the  chairman  of  the 
Committee  on  the  county  basis  will  make  some 
comment  and  urge  the  members  to  participate  in 
this  program. 

Would  it  not  be  better  to  do  this  the  way  the 
professionals  do  and  have  a drive  in  which  the 
whole  thing  is  concentrated  in  a period  of  perhaps 
(Continued  on  Page  354) 
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THERE’S  NOTHING  WRONG  BUT  . . . 

All  of  us  have  been  guilty  at  one  time  or 
another  of  telling  a patient,  “There’s  noth- 
ing wrong — but  don’t  climb  stairs”  or 
“There’s  nothing  wrong — but  take  this 
medicine.” 

Such  statements  are  ridiculous  and  con- 
fusing. 

Surveys  of  public  attitude  have  shown 
that  inadequate  discussion  of  the  patient’s 
condition  by  the  physician  is  a top-ranking 
complaint. 

The  ability  to  inform  a patient  that  noth- 
ing is  wrong  is  one  of  the  most  satisfying 
rewards  a physician  can  receive  in  the  prac- 
tice of  medicine.  Let  us  spend  more  time  in 
exercising  this  privilege:  we  will  become 
better  doctors  and  our  patients  will  be  more 
appreciative. 


rial  * 

THE  BUSINESS  OF  PRACTICING  MEDICINE 

The  New  Castle  County  Medical  Society 
was  privileged  in  November  to  hear  an  ex- 
pert speak  on  the  above  subject. 

Our  observer  reports  that  the  speaker  de- 
veloped the  thesis  that  if  the  private  prac- 
tice of  medicine,  as  we  know  it,  is  to  be 
continued,  the  medical  profession  must  pre- 
serve the  means  of  paying  the  cost  of  treat- 
ment and  hospital  care.  To  this  end  phys- 
icians must  support  and  encourage  the 
development  and  operation  of  voluntary 
group  prepayment  plans. 

Doctors  must  keep  abreast  of  the  times, 
medically  and  otherwise.  Sound  business 
practices  must  be  used.  These  include, 
among  other  items  a clean,  attractively  dec- 
orated, comfortably  furnished  set  of  offices, 
which  will  display  without  fail  a variety  of 
current  periodicals. 

It  was  stated  that  the  physician’s  prac- 
tice should  be  “in  balance,”  which  is  to  say 
that  the  volume  should  be  “right”  as  should 
his  fees,  his  collections,  his  overhead  and 
the  mangement  of  his  patients. 

The  volume  is  “right”  when  the  number 
of  patients  does  not  exceed  that  for  which 
he  can  properly  care.  Such  care  must  be 
reckoned  in  terms  of  his  physical  and  men- 
tal ability  as  well  as  his  professional  in- 
terests. 

The  fee  is  “right”  when  it  is  paid  cheer- 
fully. It  should  be  neither  too  low  nor  too 
high.  How  is  this  problem  solved?  By 
frank  and  honest  discussion  with  the  pa- 
tient of  the  considerations,  which  leads  to 
setting  the  fee  before  rendering  the  service. 

In  one  way  or  another,  bad  collections 
reflect  bad  management  on  the  part  of  the 
doctor.  Collections  and  overhead  should  be 
in  balance. 

Economy  means  wise  spending.  This  in- 
cludes the  employment  of  a competent  sec- 
retary with  pleasing  personality,  the  instal- 
lation of  a double  entry  system  of  book- 
keeping, daily  deposits  of  collections  and 
the  service  of  an  accountant  to  fill  out  in- 
come tax  returns. 
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Also,  every  doctor  should  realize  that 
public  and  human  relations  begin  at  the 
entrance  to  his  waiting  room.  They  necessi- 
tate understanding  people.  Patients  need 
the  personal  attention  of  the  doctor.  They 
have  a right  to  know  what  to  expect  as  a 
result  of  their  visits  to  the  doctor,  the  lab- 
oratory and  the  hospital.  They  need  to  be 
told  why  tests  are  necessary  and  why 
charges  are  what  they  are. 

So  far  as  the  patient  is  concerned  the 
cost  of  medical  care  is  a loss.  He  must  be 
helped  to  understand  that,  in  truth,  he  is 
trying  to  buy  health. 

WOMAN’S  AUXILIARY 

I am  happy  to  have  this  opportunity  to 
greet  you,  as  Auxiliary  members,  a privi- 
lege we  share,  and  to  tell  you  some  of  the 
highlights  of  our  program  for  the  year. 
Basic  plans  were  offered  at  the  Thirteenth 
Annual  Fall  Conference  for  State  Presi- 
dents and  Presidents-Elect  in  Chicago  on 
October  1-2-3.  I will  attempt  to  explain 
how  they  apply  to  our  State  Auxiliary  and 
the  manner  in  which,  I trust,  they  may 
reach  a successful  conclusion. 

The  primary  project  is  Health  Education 
and  our  National  Theme  for  this  year  is 
“Health  Is  Our  Greatest  Heritage”.  We 
must  exercise  every  effort  in  our  own  com- 
munities to  preserve  this  heritage  by  offer- 
ing constructive  plans  for  better  health  and 
living. 

We  can  serve  individually  by  partici- 
pating in  the  health  activities  of  our  local 
schools,  of  P.T.A.’s,  and  other  related 
groups,  and  by  maintaining  a close  contact 
and  a sincere  interest  in  the  schools  our 
children  attend. 

Then  too,  there  is  no  better  way  to  pro- 
mote health  education  than  by  the  sale  of 
“Today’s  Health”.  This  is  the  only  authen- 
tic health  magazine  published  for  the  laity, 
containing  truthful  medical  facts.  “Opera- 
tion Christmas  Supplies”  is  ready  and 
awaiting  your  order.  Why  not  order  a gift 
subscription  for  your  own  and  for  your 
husband’s  family?  You  can  bet  they’ll  en- 
joy it — twelve  months  of  the  year — and 
will  want  to  renew  the  subscriptions  them- 
selves. Would  it  not  be  nice  to  have  our 
Auxiliary  honored  at  the  1957  meeting  in 
New  York  City?  Mrs.  Allan  Cruchley  will 
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appreciate  your  assistance  in  obtaining  this 
goal. 

Last  year,  the  National  Auxiliary  gave 
$106,000  to  the  American  Medical  Educa- 
tion Foundation.  This  year,  our  quota  is 
$140,000.  An  easy  way,  for  each  of  us,  to 
raise  our  share  is  to  use  the  new  “In  Me- 
moriam”  cards  and  the  “In  Appreciation” 
cards.  These  may  be  obtained  from  our 
A.M.E.F.  Chairman,  Mrs.  Roger  Murray, 
613  West  10th  Street,  Wilmington,  Del- 
aware. 

The  Nurse  Recruitment  Committee  has 
been  changed  this  year  to  “Recruitment”  as 
we  want  to  encourage  young  people  to  study 
other  fields  allied  to  medicine,  such  as  Medi- 
cal Technology,  Medical  Social  Service, 
Physical  and  Occupational  Therapy.  The 
need  for  nurses  is  as  old  as  pain  and  this 
Committee  attempts  to  alleviate,  to  a de- 
gree, this  shortage  and,  at  the  same  time, 
offers  financial  assistance  to  many  worthy 
young  girls. 

Mental  illness  is  one  of  our  major  health 
problems.  This  year,  we  are  placing  em- 
phasis on  psychiatric  problems  in  children, 
as  part  of  our  Mental  Health  Program.  It 
is  rewarding  to  me  to  observe  how  this 
country  is  rapidly  becoming  Mental  Health 
conscious.  Almost  daily,  we  read  articles 
relating  to  this  problem.  We  often  are 
privileged  to  attend  forums  and  panel  dis- 
cussions aimed  at  focusing  public  attention 
on  this  subject.  Mrs.  Richard  Comegys  is 
our  very  capable  Chairman  and  you  will 
hear  of  her  plans  early  in  the  new  year. 

Civil  Defense  continues  in  importance — 
it  is  a way  of  life.  We  must  be  prepared  for 
all  kinds  of  disasters.  The  more  informed 
and  the  greater  our  skill,  the  better  pre- 
pared we  will  be  to  meet  any  situation.  If 
an  atomic  attack  comes  it  will  call  for  a 
national  community  effort,  it  will  be  your 
efforts,  as  well  as  mine.  Just  this  week 
several  of  our  members  received  a word 
picture  of  a Post  Attack  Situation,  as  well 
as  a preview  of  Mr.  Disaster,  at  the  Disaster 
Institute  held  at  the  Wilmington  Armory. 

What  was  your  specialty  before  mar- 
riage? Whatever  you  did,  the  Civil  Defense 
Chairman  of  Delaware  can  find  a spot  for 
your  volunteer  service.  Why  not  call, 
register  and,  as  physicians’  wives,  show  your 
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interest  in  helping  in  your  respective  com- 
munities? 

The  Bulletin  has  had  a face  lifting  and  I 
know  you  will  approve  the  change.  Mrs. 
Joseph  Davolos  is  striving  to  increase  sub- 
scriptions to  our  National  Publication.  I 
hope  all  County  Officers,  State  Committee 
Chairmen,  as  well  as  many  members  will 
subscribe.  To  be  an  interested  Auxiliary 
Member,  you  must  be  an  informed  member 
and  there  is  no  better  way  of  receiving  in- 
formation than  by  subscribing  to  and  read- 
ing The  Bulletin.  Let  each  of  us  be  a com- 
mittee of  one  and  when  traveling  on  official 
business  carry  a sample  copy  to  help  stimu- 
late interest. 

This  year,  we  have  a new  committee — 
Safety.  Our  moral  obligation  to  prevent 
accidents  to  ourselves  and  to  others  tran- 
scends any  other  motivation.  We  must  work 
together  in  a spirit  of  good  will  to  prevent 
accidents  of  all  types.  No  matter  how  ex- 
tensive the  destruction  of  materials  in  an 
accident  may  be,  materials  can  be  replaced. 
Dead  and  maimed  human  beings,  their 
skills  and  their  intelligence  cannot  be  re- 
placed. 

This  does  not  cover  all  our  Committee 
Chairmanships,  but  they  will  be  included 
in  subsequent  issues.  I would  enjoy  hearing 
the  projects  and  accomplishments  of  our 
County  Auxiliaries,  and  any  new  ideas 
would  be  greatly  appreciated.  If  you  have 
a problem — and  who  hasn’t — be  sure  to 
contact  me  and  I will  attempt  to  aid  you  in 
working  out  a solution.  Listed  below  are 
your  officers  and  committee  chairmen  for 
the  ensuing  year: 

President 

Mrs.  H.  T.  McGuire,  New  Castle 
Vice-President 

Mrs.  Lawrence  Fitchett,  Milford 
President-Elect 

Mrs.  Roger  Thomas,  Wilmington 
Recording  Secretary 

Mrs.  William  Reardon,  Wilmington 
Corresponding  Secretary 

Mrs.  S.  W.  Bartoshesky,  Wilmington 
Treasurer 

Mrs.  Harold  Laggner,  Smyrna 
A.M.E.F. 

Mrs.  Roger  Murray,  Wilmington 
Archives 


Mrs.  Charles  Levy,  Wilmington 
Bulletin 

Mrs.  Joseph  Davolos,  Wilmington 
Civil  Defense 

Mrs.  Otokar  Poliak,  Dover 
Finance 

Mrs.  Morris  Harwitz,  Wilmington 
Hospitality 

Mrs.  Peter  Olivere,  Wilmington 
Legislation 

Mrs.  Alliston  Morris,  Wilmington 
Mental  Health 

Mrs.  Richard  Comegys,  Clayton 
Organization 

Mrs.  Roger  Thomas,  Wilmington 
Parliamentarian 

Mrs.  Douglas  Gay,  Hockessin 
Press  and  Publicity 

Mrs.  Frank  Skura,  Wilmington 
Program 

Mrs.  J.  M.  Barsky,  Sr. 

Public  Relations 

Mrs.  Harold  Mercer,  Dover 
Revisions 

Mrs.  Glenn  Van  Valkenburgh, 
Georgetown 
Recruitment 

Mrs.  George  Eriksen,  Wilmington 
Today’s  Health 

Mrs.  Allan  Cruchley,  Middletown 
Safety 

Mrs.  Martin  Pennington,  Wilmington 
Signed 

Mrs.  H.  T.  McGuire 

ANNOUNCEMENT 

The  Ninth  Annual  Clinical  Conference  of 
the  Staff  and  Society  of  Ex-Residents  of 
Wills  Eye  Hospital  will  be  held  at  the  hos- 
pital on  February  8 and  9,  1957.  The  Con- 
ference this  year  will  be  of  special  interest 
since  it  will  be  an  important  feature  in  com- 
memorating the  125th  anniversary  of  the 
founding  of  the  hospital. 

The  Bedell  Lecture  will  be  delivered  by 
Dr.  John  M.  McLean  of  New  York  City, 
on  the  subject  of  “Management  of  the  Pri- 
mary Glaucomas.” 

The  program  will  also  include  scientific 
papers  by  members  of  the  staff  and  ex- 
residents of  the  hospital,  technical  exhibits 
and  a color  television  program  sponsored  by 
Smith,  Kline,  and  French  Laboratories 
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which  will  present  ocular  surgery,  case 
presentations  and  demonstrations  of  pro- 
cedures and  techniques. 

On  Friday  evening,  February  8,  there  will 
be  an  informal  reception  and  supper  for  the 
ophthalmologists  and  their  wives.  On  com- 
pletion of  the  two-day  program,  the  Wills 
Eye  Hospital  Society  will  hold  its  annual 
meeting  and  dinner  at  the  Union  League. 
Philadelphia,  on  Saturday,  February  9, 
1957  at  6:30  P.M. 

Prior  to  the  conference  there  also  will 
be  a meeting  preceded  by  dinner,  of  the 
Ophthalmological  Section  of  the  College  of 
Physicians  in  Philadelphia  on  Thursday 
evening,  February  7,  1957,  at  which  Dr. 
James  H.  Allen  of  New  Orleans  will  be  the 
guest  speaker.  All  ophthalmologists  are  in- 
vited. 

BOOK  REVIEW 

Dermatology.  By  Donald  M.  Pillsbury.  M.A.. 
D.Sc.  (Hon.),  M.D.;  Professor  and  Director  of 
Department  of  Dermatology;  Walter  B.  Shelly. 
M.D.,  Ph.D.,  Associate  Professor  of  Dermatology; 
and  Albert  M.  Kligman,  M.D.,  Ph.D.,  Associate 
Professor  of  Dermatology,  University  of  Pennsyl- 
vania School  of  Medicine.  Cloth.  $20.  Pp.  1331. 
with  564  illustrations.  W.  B.  Saunders  Company. 
West  Washington  Square.  Philadelphia  5,  1956. 

Here,  at  last,  is  a textbook  with  an  ap- 
proach that  is  so  novel  and  refreshing  that 
it  might  well  serve  as  a model  for  texts  in 
all  branches  of  medicine.  It  is  obvious  that 
when  this  book  was  written  no  older  book 
was  at  the  elbow  of  the  authors.  For  it  is  a 
brave  and  successful  attempt  to  break 
through  the  babel  of  dermatologic  termi- 
nology, the  fallacies  of  injudicious  therapy, 
and  the  loose  thinking  that  has  for  so  long 
been  associated  with  the  pathogenesis  of 
many  skin  diseases. 

The  book  begins  with  the  anatomy, 
physiology,  and  chemistry  of  the  skin  and 
its  appendages.  Much  of  this  material  rep- 
resents the  results  of  research  done  by  the 
authors  themselves.  Each  chapter  could 
well  serve  as  a monograph  on  the  subject 
which  it  describes.  The  remaining  sections 
are  devoted  to  allergy,  principles  of  diag- 
nosis, therapy,  and  finally  the  clinical  dis- 
cussion of  the  various  skin  diseases. 

The  pictures  are  superb  and  almost  all  of 
them  are  of  patients  whom  the  authors  have 
observed  personally  within  the  past  ten 
years.  Similarly  the  clinical  discussions  are 


based  almost  entirely  on  the  experience  of 
the  authors  and  are  characterized  by  an 
honesty  and  objectivity  that  is  indeed  rare 
in  medical  texts.  The  bibliography  is  simpli- 
fied by  including  only  one  or  a few  key  ref- 
erences to  the  subject  matter  in  each  chap- 
ter. Finally,  the  text  is  written  in  an  in- 
formal manner  that  makes  its  reading  more 
like  listening  to  an  informative  and  stimu- 
lating lecture. 

L.  K. 


PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

(Continued  from  Page  350) 

two  w'eeks?  You  get  this  little  card  from  the 
.\MEF  — I generally  stick  it  to  my  check  book. 
But  I could  just  as  well  lose  it  at  my  desk  in  the 
hospital  and  forget  to  make  a contribution.  But 
if  it  were  done  on  a concentrated  basis,  I had  a 
notion  we  would  have  a chance  of  reaching  more 
of  our  members  than  at  the  present  time,  being 
done  on  a piecemeal  basis. 

Dr.  Bailey:  Have  you  ever  walked  into  some- 
one’s office  and  asked  him  for  money? 

Dr.  Alden:  I know  it  is  tough,  but  the  Red 
Cross  collects  money  that  way,  also  the  Cancer 
Society  — all  the  people  who  really  know  how  to 
collect  money  are  doing  it  that  way.  I think  we 
have  something. 

Dr.  Cannon  : I want  to  say  one  thing.  This 
■AMEF  contribution  should  he  over  and  above 
what  you  ordinarily  give  to  your  medical  school 
because  if  you  only  divert  what  you  give  to  your 
medical  school  as  an  AMEF  contribution,  the 
.4MEF  is  not  adding  one  penny  to  what  the 
medical  schools  are  trying  to  get.  And  this  should 
be  in  addition  to  what  you  have  committed  your- 
self to  your  medical  school  or  your  class.  And 
if  it  isn't  in  addition  to  that,  I don’t  think  it  is 
worth  anything. 

Dr.  Bailey:  I think  we  are  losing  sight  of  one 
thing  that  Dr.  McGuire  stressed,  and  that  is  being 
behind  what  we  say,  being  consistent  with  what 
we  argue  about.  If  we  give  100%  to  this  thing, 
and  it  can  come  out  in  figures  that  the  doctors 
are  contributing  100%,  we  have  something  to  back 
up  our  argument.  I think  that  is  very  important. 

Dr.  McGuire:  I would  just  like  to  make  this 
comment,  that  a large  part  of  the  AMEF  funds 
now  are  coming  from  the  pharmaceutical  industry, 
the  steel  industry,  and  the  automotive  industry, 
all  of  which  you  very  well  know  is  either  tax  de- 
ductible to  them  or  added  to  the  product  which 
you  and  I buy.  Oil  companies,  shipping  com- 
panies, are  giving  to  this  thing.  And  they  are 
saying,  as  a matter  of  fact  — I didn’t  see  this  or 
hear  it  — but  I was  told  that  they  had  some  peo- 
ple at  the  Chicago  meeting  asking  to  kindly  pass 
the  word  around  that  they  do  not  like  the  dis- 
parity between  wbat  industry  and  finance  and 
commerce  are  giving  as  to  what  the  doctors’  con- 
tribution is. 

There  is  no  question  of  the  need  of  medical 
schools.  That  is  absolute.  This  is  a thing  — it 
was  voted  down.  13,  23,  to  give  money  to  the  Uni- 
versity of  Mississippi  who  cannot  pay  for  the 
bricks  they  have  already  laid.  So  there  is  a kind 
of  fix  for  you. 

But  this  thing,  the  contribution  you  make  as  an 
alumnus  of  Jefferson  Medical  School,  is  apart 
from  this.  It  is  a devotion  to  Jefferson.  This  is  a 
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devotion  to  American  medicine,  American  sta- 
bility, American  constitutional  government,  and 
so  on. 

All  of  us  alumni  — I gave  a little  bit  to  the 
University  at  Pittsburgh.  But  that  is  a senti- 
mental thing.  This  is  a practical  thing,  and  it 
transcends,  as  Dr.  Cannon  says,  the  other. 

I will  not  say  any  more,  but  I am  sure  Dr. 
Murray,  who  was  at  the  Chicago  meeting,  can 
give  you  the  real  dope. 

Dr.  Murray:  I don’t  know  that  I can  add  any- 
thing. 

Dr.  J.  L.  Fox  (Sussex  County):  I had  a little 
experience  trying  to  collect  for  the  AMEF  in 
Sussex  County,  and  I met  with  considerable  op- 
position. 

I also  realize  it  is  our  duty  to  contribute  to 
this  AMEF,  and  the  medical  schools  have  had 
considerable  difficulty.  For  instance,  at  Jefferson 
you  do  not  get  any  credit  on  your  class  contri- 
bution. I believe  the  medical  school  gets  a lump 
sum  from  the  AMEF,  which  is  a total  of  all  the 
contributions.  But  the  individual  contributions 
and  the  classes  are  not  broken  down. 

I would  suggest  that  the  secretaries  of  the 
County  Medical  Society  be  requested  to  send  out 
a voluntary  assessment  and  mail  it  at  the  same 
time  they  mail  the  dues.  However,  I feel  if  we 
put  a compulsory  assessment  on  the  dues  and 
raise  the  official  dues  of  the  State  Medical  So- 
ciety, I believe  that  will  meet  with  considerable 
opposition  because  the  AMEF,  as  I see  it,  is  a 
voluntary  contribution,  and  although  we  feel  the 
responsibility,  I do  not  feel  that  the  State  Med- 
ical Society  should  dictate  whether  we  give  or 
whether  we  do  not  give.  I think  we  should  keep 
it  on  a voluntary  basis,  and  by  collecting  it 
through  the  Secretary -Treasurer  of  our  County 
Medical  Societies,  I think  possibly  we  might  in- 
crease our  percentage  of  collections  considerably. 

Dr.  R.  W.  Murr.ay  (Wilmington) : I think  prob- 
ably everything  has  been  said  which  can  be  said. 
I think  the  gentlemen  are  wrong  when  they  talk 
about  Jefferson  Medical  College.  If  you  look  in 
your  Alumni  bulletin  you  will  see  the  list  of  con- 
tributions by  each  member  of  each  class,  and 
alongside  some  names  you  will  see  an  asterisk  or 
mark  of  some  kind,  and  you  look  at  the  bottom 
of  the  page  and  you  will  find  that  means  that 
individual  has  contributed  both  to  the  American 
Medical  Education  Fund  and  also  to  the  Jeffer- 
son Alumni  fund. 

I think  Dr.  Beebe’s  class  representative  is  in 
error  when  he  told  him  that  wasn’t  the  case. 

I am  very  much  in  favor  of  the  appointment  of 
a committee,  and  I think  the  thing  ought  to  be 
discussed  at  County  Medical  meetings  where  you 
have  a much  larger  group  to  talk  the  thing  over. 
I think  I personally  would  be  in  favor  of  raising 
the  dues  so  that  everybody  makes  an  equal  con- 
tribution to  the  Medical  Education  Fund. 

Dr.  J.  W.  Howard  (New  Castle  County) : There 
is  one  point  that  has  not  been  discussed,  and  I 
suspect  that  it  is  a very  poignant  factor  in  the 
background,  though  I think  that  the  time  is  com- 
ing that  the  medical  schools  are  getting  together 
with  the  AMEF. 

I have  had  an  occasion  to  talk  with  several 
representatives  of  the  medical  school,  and  the  one 
opposition  that  I find  they  are  making  to  an 
assessment  on  a county-level  basis  is  that  it  will 
stereotype  the  contributions  of  individual  members 
who  have  in  the  past  given  more  to  their  medical 
school. 

I think  the  suggestion  made  earlier  by  one  of 
the  discussers  that  as  time  clears,  this  relation- 
ship between  the  medical  schools  and  the  AMEF 


will  disappear.  But  that  is  one  of  the  fears  of 
several  medical  schools,  that  if  we  adopt  a certain 
figure  of  $25,  when  someone  in  the  past  has  been 
giving  $100,  he  might  not  do  that. 

Dr.  Bailey:  Who  said  that? 

Dr.  Howard:  I have  talked  with  the  Assistant 
Dean  at  Penn. 

President  Van  Valkenburgh:  Is  there  any 
other  discussion? 

Dr.  McGuire:  The  only  comment  I can  make 
on  that  is,  this  is  sort  of  an  illegitimate  child  of 
the  medical  school.  And  if  that  is  so,  he  is  deny- 
ing his  progeny. 

Dr.  Howard:  I think  the  whole  thing  is  chang- 
ing. But  that  is  one  of  their  thoughts,  they  are 
afraid  they  are  going  to  lose  something. 

Dr.  McGuire:  The  relationship  should  be  good 
because  it  originated  there. 

Dr.  Howard:  They  want  us  to  contribute  both 
ways. 

Dr.  McGuire:  It  originated  in  the  House. 

President  Van  Valkenburgh:  They  give  you 
credit,  as  Dr.  Murray  has  said,  because  that  has 
happened  in  my  individual  case. 

Dr.  Italo  Charamella  (Wilmington) : In  my 
case,  too. 

President  Van  Valkenburgh:  But  it  should 
be  in  addition  to,  and  I think  Dr.  Beebe  is  cor- 
rect, and  if  they  did  not  give  him  credit  for  his 
class  contribution  — they  would  give  him  credit 
for  what  he  had  given. 

Dr.  Bailey:  Could  I say  one  more  thing?  I 
attended  this  Chicago  meeting  of  the  AMEF 
about  three  years  ago  on  a so-called  national  level, 
and  their  greatest  recommendation  was  unified 
assessment,  not  voluntary  assessment,  but  just 
added  to  the  state  society  dues.  That  was  the 
Utopia,  and  anything  under  that  they  hoped  they 
could  get.  It  is  a matter  of  putting  money  where 
your  mouth  is.  If  you  can  talk  with  a physician 
and  he  can  say,  “We  are  giving  100%  — not 
necessarily  one  thousand  million  dollars,  or  any- 
thing like  that,  but  that  the  medical  profession  is 
behind  this  thing  100%,  industry,  commerce,  and 
so  forth  are  going  to  give  and  give  much  more 
freely  and  more. 

President  Van  Valkenburgh:  Is  there  any 
other  discussion? 

Dr.  R.  W.  Frelick  (Wilmington) : The  dis- 
cussion as  to  the  credit  the  individuals  will  get 
for  giving  to  the  Fund  and  to  the  medical  schools, 
it  seems  to  me  you  have  to  discuss  also  the  credit 
that  the  AMEF  should  have  to  present  to  in- 
dustry, that  so  many  people  give  either  through 
them  or  to  the  medical  schools. 

It  is  certainly  agreed  that  something  has  to  be 
worked  out  on  a national  level.  For  example, 
people  who  are  giving  to  the  medical  schools  in- 
dividually, this  should  mean  as  much  to  industry 
as  if  they  are  giving  to  AMEF.  It  looks  as  though 
there  is  going  to  have  to  be  some  stabilization  of 
credits  so  that  industry  really  knows  how  much 
is  being  given,  so  that  the  credit  thing  works  both 
ways. 

President  Van  Valkenburgh  : I think  you  have 
a point  there.  There  is  a resolution.  Dr.  Cannon, 
isn’t  there? 

Dr.  Cannon:  There  is  a motion  on  the  floor  to 
appoint  a committee  to  study  the  matter  of  in- 
creasing dues  to  cover  AMEF  contributions.  That 
motion  was  made  by  Dr.  McGuire  and  seconded 
by  Dr.  Bailey. 

(The  motion  was  carried.) 

President  Van  Valkenburgh:  The  Represen- 
tative to  the  Delaware  Academy  of  Medicine. 
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Report  of  the  Representative  to  the 
Delaware  Academy  of  Medicine 

As  in  the  past  years,  the  Academy  continued  to 
render  a valuable  service  to  the  medical  profes- 
sion as  well  as  the  lay  public  and  the  community. 

In  the  fall  of  1955  the  Wilmington  Council  of 
Churches,  in  cooperation  with  the  Academy,  con- 
ducted an  Institute  on  Pastoral  Care.  Three  of  the 
four  meetings  were  held  at  the  Academy. 

One  of  the  most  important  happenings  has  been 
the  Medico-Legal  Symposium  on  April  8th  spon- 
sored by  the  Medical  Society  of  Delaware,  the 
Delaware  Bar  Association  and  the  Acaderny.  The 
meeting  was  held  at  the  Hotel  Du  Pont  with  over 
200  in  attendance,  approximately  two  thirds  of 
whom  were  from  the  medical  profession.  A reso- 
lution was  adopted  at  the  close  of  this  meeting 
calling  for  a joint  standing  committee  to  be 
creat^  by  the  Medical  Society  of  Delaware  and 
the  Bar  Association.  This  committee  already  has 
prepared  a draft  for  an  “Interprofessional  Code 
of  Conduct  and  Practice”  to  be  adopted  by  the 
two  respective  organizations. 

The  Public  Health  Forums  were  continued,  as 
in  the  past,  as  a joint  enterprise  with  the  Acad- 
emy. ttie  News- Journal  Company,  the  Welfare 
Council  of  Delaware,  and  the  Group  Hospital 
Serv'ice. 

The  Academy  was  one  of  the  co-sponsors  of  a 
most  successful  Delaware  Science  Fair  held  at  the 
Tower  Hill  School. 

On  April  21st  the  Academy  was  the  co-sponsor 
with  the  Alfred  I.  Du  Pont  Institute  of  a Sym- 
posium on  Fractures  and  Trauma  arranged  for 
the  Delaware  Chapter,  American  Academy  of 
General  Practice. 

One  of  the  most  pressing  problems  is  the  need 
for  a larger  meeting  hall  and  additional  rooms  for 
offices.  We  have  outgrown  our  present  facilities 
in  the  present  Academy  building  in  more  ways 
than  one.  With  over  300  members  of  the  County 
Society  and  only  100  seats  in  the  meeting  room, 
there  is  standing  room  only  for  the  well-attended 
meeting.  A Building  Committee,  with  a former 
Academy  president.  Gerald  Beatty,  as  chairman, 
is  now  hard  at  work.  The  Academy’s  architect, 
Mr.  Albert  Kruse,  has  submitted  the  first  set  of 
preliminary  drawings  on  an  auditorium  addition 
to  the  present  building.  For  the  new  building  it 
will  be  necessary  to  acquire  additional  land,  either 
from  the  Bancroft  Company  or  the  city.  It  is 
hoped  that  the  building  program  will  be  a reality 
sometime  during  the  coming  year. 

The  Library  collections  now  have  over  1200 
textbooks,  among  which  a considerable  number 
are  late  editions.  Nearly  200  periodicals  are  cur- 
rently received. 

The  professional  membership  of  the  Academy 
is  262  members  (227  physicians  and  35  dentists). 

Respectfully  submitted, 

W.  O.  L.aMotte.  Sr.,  M.D. 

President  Van  Valkenburgh:  Any  discussion 
on  the  report  of  the  Representative  to  the  Del- 
aware Academy  of  Medicine?  Is  there  a motion 
to  accept  and  approve  the  report? 

(A  motion  was  made,  seconded  and  carried  to 
approve  the  report  of  the  Representative  to  the 
Delaware  Academy  of  Medicine.) 

President  Van  Valkenburgh:  There  was  a 
new  committee  listed  here,  as  mentioned  in  this 
report,  and  I had  mentioned  it  and  so  had  Mr. 
Morris,  the  Medico-Legal  Committee,  which  was 
appointed  in  regard  to  this  symposium.  Dr.  Wash- 
burn is  chairman  of  that  committee,  and  I recog- 
nize Dr.  Washburn. 


September  11,  1956. 

To  the  President  and  Fellows  of  the 
Medical  Society  of  Delaware: 

On  Sunday,  April  8,  1956,  the  Delaware  Acad- 
emy of  Medicine  sponsored  a meeting  to  which 
were  invdted  all  members  of  the  Medical  Society 
of  Delaware,  The  Delaware  Bar  Association  and 
the  American  Academy  of  General  Practice,  Del- 
aware Chapter. 

The  meeting  was  held  in  the  Hotel  Du  Pont  in 
Wilmington  and  was  supported  financially  by  the 
sponsoring  organizations.  The  Medical  Society  of 
Delaware  and  the  Delaware  Bar  Association. 

The  objectives  of  that  meeting  were:  To  estab- 
lish friendly  relations  between  the  individual 
members  of  the  medical  and  legal  professions,  to 
invite  authoritative  speakers  to  present  their 
views  on  problems  confronting  the  professions  in 
the  discharge  of  their  obligations  to  society,  with 
particular  regard  to  medico-legal  matters,  and 
finally,  to  bring  about  the  adoption  of  a code  of 
ethics  for  the  guidance  of  members  of  the  respec- 
tive professions  in  their  dealings  one  with  the 
other. 

The  addresses  delivered  at  that  meeting  were 
published  in  the  June  1956  issue  of  the  Delaware 
State  Medical  Journal. 

Your  special  committee  on  medico-legal  co- 
operation was  appointed  by  President  Van  Valken- 
burgh  for  the  purpose  of  implementing  the  objec- 
tives mentioned  herein. 

Several  joint  meeting  have  been  held  by  our 
committee  and  that  representing  the  Delaware 
Bar  Association.  As  a result  of  those  meetings, 
the  committee  is  of  the  opinion  that  we  should 
continue  our  efforts,  not  only  to  bring  the  mem- 
bers of  the  medical  and  legal  professions  together 
so  that  we  will  in  truth  know  one  another,  but 
also  bold  joint  meetings  so  that  the  members  of 
each  profession  will  become  familiar  with  the 
guiding  principles  of  the  other  profession. 

Accordingly  your  committee  recommends  that: 

a.  It  be  the  policy  of  the  Medical  Society  of 
Delaware  to  cultivate  closer  relations  with  the 
Delaware  Bar  Association. 

b.  That  either  the  committee  on  Medical  Serv- 
ices and  Public  Relations  or  a special  committee 
on  medico-legal  cooperation  be  appointed  to  pro- 
mote the  objectives  mentioned  in  this  report  by 
arranging  for  joint  meetings  of  the  medical  and 
legal  professions  in  each  of  the  counties. 

c.  That  the  sum  of  $300.00  be  appropriated  to 
the  use  of  the  committee  for  actual  expenditures 
necessary  in  the  discharge  of  its  mission. 

d.  The  committee  submits  herewith  a proposed 
code  or  guide  for  the  conduct  of  the  members  of 
the  Medical  Society  of  Delaware  and  of  the  Del- 
aware Bar  Association. 

Since  this  code  or  guide  has  been  amended  in 
some  respects  since  it  was  distributed  to  the  mem- 
bership of  our  Society,  your  committee  recom- 
mends that  it  be  published  in  the  Delaware  State 
Medical  Journal  and  that  the  Medical  Council  be 
authorized  to  adopt  the  code  as  an  official  publi- 
cation of  the  Medical  Society  of  Delaware  unless 
the  members  express  in  writing  to  the  President 
of  the  Society,  their  disapproval  of  such  action — 
in  which  case,  the  President  is  requested  to  call  a 
special  meeting  of  the  House  of  Delegates  to  con- 
sider the  questions  presented. 

e.  We  wish  to  record  our  indebtedness  to  the 
Wisconsin  State  Medical  Society  and  to  the  medi- 
cal and  legal  professions  of  Cincinnati  for  their 
pioneer  work  in  this  field  and  upon  which  we  have 
drawn  heavily  in  the  preparation  of  our  proposed 
code  or  guide. 
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f.  And  finally,  we  wish  to  express  our  deep  ap- 
preciation to  those  committee  members  of  the 
Delaware  Bar  Association  who  participated  in  this 
project  and,  particularly  to  the  Hon.  Daniel  L. 
Herrmann,  Judge  of  the  Superior  Court  of  Del- 
aware, without  whose  wise  guidance  and  kindly 
enthusiasm,  our  efforts  would  have  been  infinitely 
more  difficult. 

Respectfully  submitted, 

J.  Leland  Fox 
Philip  D.  Gordy 
Walter  H.  Lee 
J.  Stiles  McDaniel,  Jr. 

Roger  W.  Murry 

Martin  B.  Pennington 

S.  S.  Bjornson,  Committee  Advisor 

Victor  D.  Washburn,  Chairman 

Dr.  Washburn:  Mr.  President,  there  are  two 
points  to  which  I would  like  to  refer.  One  is  that 
already  we  have  adopted  a budget  appropriating 
$300.  I would  not  presume  to  say  how  that  carne 
about,  but  it  was  accomplished.  But  the  Commit- 
tee has  presented  a suggestion,  an  alternative  way. 
That  proposal  was  that  either  the  Committee  on 
Public  Relations,  or  the  Medical  Services  and 
Public  Relations,  be  assigned  the  task  of  carrying 
this  out  or  that  a special  committee  be  appointed. 

The  basis  of  that  recommendation  was  that 
when  I was  President  of  this  Society  we  made  an 
effort — in  fact,  in  other  administrations  we  have 
made  an  effort  from  time  to  time  to  limit  the 
number  of  committees.  We  have  a great  many 
committees.  The  Committee  therefore  leaves  to 
the  judgment  of  the  House  of  Delegates  as  to 
whether,  first,  will  they  accept  the  report  and 
concur  on  its  recommendations;  and,  secondly, 
will  the  House  decide  whether  it  shall  go  to  an 
already  existing  committee  or  another  special 
committee  be  appointed. 

There  is  one  other  point,  and  that  is  this:  We 
are  submitting  a proposed  code  of  conduct.  As  a 
matter  of  fact,  it  is  not  only  different  from  that 
which  was  distributed,  and  in  some  parts  of  that 
which  was  distributed  it  was  illegible  on  one  or 
two  pages,  but  as  a matter  of  fact  even  the  sub- 
committee which  has  been  working  with  the  Bar 
Association  actually  considered  that  even  this  re- 
port will  bear  some  polishing.  And  this  proposal 
that  we  submitted  and  that  it  be  published  allows 
the  Committee  a little  more  time  to  shine  it  up 
before  it  is  actually  agreed  upon  and  distributed 
for  the  action  of  the  Society. 

That  is  why  we  are  proposing  it  as  it  is,  that 
the  members  of  the  Society  be  given  the  privilege 
of  studying  the  proposed  document  before  it  is 
actually  adopted,  and  that  the  authority  then  be 
vested  in  the  Council  to  adopt  it  if  that  appears 
that  it  has  then  met  with  the  approval  of  the 
Society. 

President  Van  Valkenburgh:  Do  I under- 
stand that  the  report  is  to  be  printed  in  the 
Journal? 

Dr.  Washburn:  Yes. 

President  Van  Valkenburgh:  Of  the  proposed 
code,  is  to  be  printed  in  the  Journal,  and  then  the 
members  are  to  either  write  approval  or,  if  they 
have  any  criticism 

Dr.  Washburn:  Silence  gives  consent.  If  there 
are  enough  of  those  who  feel  that  it  is  not  correct, 
then  of  course  the  Council  will  not  adopt  it. 

President  Van  Valkenburgh:  The  Council  has 
discussed  this  matter.  Dr.  Washburn,  as  you 
know. 

Dr.  Washburn:  So  that  the  first  matter  is, 
does  the  House  accept  the  report?  And  secondly, 
does  the  House  delegate  it  to  an  existing  com- 
mittee or  to  a new  one? 
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President  Van  Valkenburgh:  Thank  you  very 
much. 

From  the  Floor:  I move  the  acceptance  of 
this  report. 

(The  motion  was  seconded.) 

President  Van  Valkenburgh:  With  the  rec- 
ommendations? 

From  the  Floor:  With  the  recommendations. 

President  Van  Valkenburgh:  Is  there  discus- 
sion? 

Dr.  Cannon:  There  is  an  area  of  question  in 
the  report  regarding  whether  this  recommendation 
shall  include  a separate  committee  or  whether  it 
shall  be  included  in  the  Medical  Services  Com- 
mittee, and  on  that  regard  I would  like  to  say 
something. 

It  would  seem  to  me  that  the  work  of  this 
Committee  is  extremely  important  and  the  Medi- 
cal Services  Committee  is  a busy  committee. 
Would  it  not  be  advisable  to  continue  the  Medico- 
Legal  Committee  as  a separate  committee  until 
the  major  part  of  the  work  of  that  Committee  has 
been  completed,  and  then  perhaps  as  time  goes 
on  the  Medico-Legal  Committee  can  be  incor- 
porated in  the  Medical  Services  Committee  as  a 
sub-committee  rather  than  a separate  committee 
after  the  intensive  character  of  its  work  has  been 
completed.  So  that  I think  it  should  be  a separate 
committee  now,  and  later  perhaps  be  absorbed  in 
the  Medical  Services  Committee. 

President  Van  Valkenburgh:  Is  there  dis- 
cussion of  Dr.  Cannon’s  proposal? 

Dr.  Murray:  Mr.  President,  Dr.  Cannon’s  pro- 
posal makes  sense.  We  had  a total  of  13  letters 
from  lawyers  raising  objections  to  portions  of  this 
code,  and  some  of  them  were  quite  lengthy.  Now, 
for  the  code  to  be  of  any  real  value,  it  has  to  be 
approved  by  the  Bar  Association  as  well  as  the 
Medical  Association.  It  seems  to  me  that  the 
present  committee  ought  to  continue  until  this 
work  of  getting  the  code  in  final  form  and  ap- 
proved by  both  the  Medical  Society  and  the  Bar 
Association  is  completed.  I think  that  is  the  way 
it  ought  to  be  done. 

After  that — I thoroughly  agree  that  we  have 
too  many  committees,  and  after  that  work  is  done, 
then  I think  the  committee  could  well  be  dis- 
banded. 

President  Van  Valkenburgh:  Is  there  any 
other  discussion? 

Dr.  Washburn:  Has  the  motion  been  seconded? 

President  Van  Valkenburgh:  Yes,  it  has  been 
seconded. 

Dr.  Washburn:  Then  that  motion  was  to  ac- 
cept. 

Dr.  Cannon  : With  an  amendment. 

President  Van  Valkenburgh:  To  accept  the 
report,  with  an  amendment.  Those  in  favor  of 
accepting  Dr.  Washburn’s  report  will  please  say 
“aye”. 

(The  motion  to  accept  the  report  of  the  Medico- 
Legal  Committee  was  carried.) 

President  Van  Valkenburgh:  Does  that  mean 
the  continuation  of  the  present  Committee? 

Dr.  Cannon  : That  is  up  to  you. 

President  Van  Valkenburgh:  All  right.  There 
is  a separate  committee  now.  Is  it  necessary  to 
make  a separate  motion? 

Dr.  Levy:  Mr.  Chairman,  just  to  clear  the  rec- 
ord, I,  too,  agree  with  the  previous  speakers. 
Norm  Cannon  and  Roger  Murray  that  the  present 
Committee  should  be  a separate  and  distinct  com- 
mittee, and  I move  therefore  that  we  continue 
with  a distinct  and  separate  committee  as  has 
been  active  in  the  past  year.  I move  that  that 
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committee  be  a special  committee  at  the  present 
time. 

(The  motion  was  seconded.) 

President  Van  Valkenburgh:  It  has  been 
moved  and  seconded  that  the  present  committee 
be  a special  committee. 

Dr.  Washburn:  That  the  committee  be  con- 
tinued. Then  you  can  appoint  anyone  you  like. 

President  Van  Valkenburgh:  That  the  com- 
mittee be  continued.  Those  in  favor  say  “aye”. 

(The  motion  was  carried.) 

President  Van  Valkenburgh:  We  will  now 
have  the  report  of  the  Committee  on  Nomina- 
tions. 

July  30,  1956 

The  Nominating  Committee,  appointed  by  Dr. 
Van  Valkenburgh,  respectively  submits  to  the 
Council  and  to  the  House  of  Delegates,  the  fol- 
lowing nominations  for  the  year  1957  as  follows: 

Vice-President  Dr.  Oscar  N.  Stern 

Treasurer Dr.  Charles  Levy 

Secretary Dr.  Norman  L.  Cannon 

Delegate  to  the  A.M.A.  . Dr.  H.  Thomas  McGuire 

Alternate  Delegate  Dr.  Leslie  M.  Dobson 

Representative  to  the  Delaware  Academy 

of  Medicine  Dr.  Victor  D.  Washburn 

Committee  on  Scientific 

Work  Dr.  Norman  L.  Cannon 

Dr.  J.  R.  Elliott 
Dr.  James  F.  Flanders 

Committee  on  Medical 

Education  Dr.  Lewis  B.  Flinn 

Dr.  Lawrence  L.  Fitchett 
Dr.  G.  B.  Heckler 
Committee  on  Public  Laws  . Dr.  J.  Robert  Fox 

Dr.  Daniel  J.  Preston 
Dr.  J.  S.  McDaniel,  Sr. 
Dr.  W.  O.  LaMotte,  Jr. 

Dr.  James  Beebe,  Jr. 

Committee  on  the  Budget  Dr.  Charles  Levy 

Dr.  M.  A.  Tarumianz 
Dr.  Thomas  H.  Pennock 
Dr.  Felix  Mick 
Dr.  Harold  J.  Laggner 

Committee  on  Publication  Dr.  Clagett 

Dr.  Norman  L.  Cannon 
Dr.  M.  A.  Tarumianz 
Respectfully  submitted. 

Dr.  Lewis  B.  Flinn,  Chairman 
Dr.  C.  L.  Munson 
Dr.  R.  D.  Sanders 
Dr.  R.  R.  Layton,  Jr. 

Dr.  L.  M.  Dobson 
Dr.  j.  L.  Fox 

Dr.  Alden  : I move  that  the  report  be  accepted 
as  read. 

(The  motion  was  seconded.) 

President  Van  Valkenburgh:  It  has  been 
moved  and  seconded  that  the  report  be  accepted 
as  read  and  the  nominations  for  officers  be  ac- 
cepted. Those  in  favor  give  the  usual  sign. 

(The  motion  was  carried.) 

President  Van  Valkenburgh:  The  Secretary 
will  cast  the  ballot. 

(The  Secretary  cast  the  ballot  for  the  election 
of  officers.) 

President  Van  Valkenburgh:  At  this  time  we 
will  rise  for  a minute  of  silence  while  I read  the 
names  of  those  members  who  have  died  in  the 
past  year. 

(The  assembly  then  rose  while  President  Van 
Valkenburgh  read  the  names  of  the  deceased  mem- 
bers of  the  Society.) 

President  Van  Valkenburgh:  We  have  some 
resolutions  on  which  we  would  like  the  action  of 


the  House  of  Delegates.  Mr.  Morris  will  read 
them. 

Mr.  Morris:  The  first  resolution  comes  from 
the  Delaware  State  Dental  Society,  and  it  is  with 
regard  to  fluoridation  of  community  water  sup- 
plies. 

WHEREAS,  the  fluoridation  of  community  water 
supplies  has  been  demonstrated  in  three  recently 
completed  10  year  studies  to  reduce  the  incidence 
of  dental  decay  among  children  by  approximately 
60%,  and 

WHEREAS,  the  complete  safety  of  fluoridation 
has  been  repeatedly  demonstrated  in  extensive 
scientific  research,  and 

WHEREAS,  fluoridation  has  been  recommended 
and  endorsed  by  all  major  national  health  or- 
ganizations of  the  United  States  including  the 
American  Medical  Association,  the  American 
Dental  Association,  the  National  Research  Coun- 
cil, the  Association  of  State  and  Territorial  Health 
Officers  and  many  others,  and 
WHEREAS,  the  community  of  Newark  has  al- 
ready demonstrated  that  the  fluoridation  of  the 
municipal  water  supply  can  be  accomplished 
safely,  efficiently,  and  inexpensively,  be  it  there- 
fore 

RESOLVED,  that  the  Medical  Society  of  Del- 
aware hereby  reaffirms  its  endorsement  and  ap- 
proval of  fluoridation  of  community  water  sup- 
plies and  urges  that  fluoridation  be  adopted  in  all 
communities  in  the  State  of  Delaware  as  rapidly 
as  local  conditions  will  permit,  and  be  it  further 
RESOLVED,  that  a copy  of  this  resolution  be 
forwarded  to  the  Honorable  J.  Caleb  Boggs,  Gov- 
ernor of  the  State  of  Delaware;  to  Floyd  I.  Hud- 
son, M.D.,  Executive  Secretary  of  the  Delaware 
State  Board  of  Health;  and  to  each  community 
with  a municipal  water  supply  system. 

President  Van  Valkenburgh:  Is  there  a dis- 
cussion on  this  resolution? 

(No  response.) 

Dr.  Beebe:  I move  that  the  resolution  be 

adopted. 

(The  motion  was  seconded  and  carried  approv- 
ing the  resolution  of  the  Delaware  State  Dental 
Society.) 

President  Van  Valkenburgh:  We  will  now 
have  the  next  resolution. 

Mr.  Morris:  This  is  a letter  to  the  Medical 
Society  of  Delaware  from  Dr.  Howard  on  behalf 
of  the  Pathology  Society  of  the  State  of  Delaware. 
I would  like  to  submit  the  following  information 
and  recommendation  for  action  by  the  House  of 
Delegates.  The  letter  is  as  follows: 

September  6,  1956 

During  the  last  year  the  Pathology  Society  of 
the  State  of  Delaware  has  been  in  communication 
with  the  State  Board  of  Health  regarding  State 
Board  of  Health  approval  of  laboratory  tests  run 
in  non-physician  supervised  laboratories.  This 
discussion  arose  following  the  State  Board  of 
Health’s  approval  of  a technician  run  private 
laboratory  for  the  performance  of  Pre-marital 
Serology.  The  technician,  although  originally 
trained  in  an  approved  hospital  school  of  tech- 
nology, had  his  A.M.A.  Registry  Certification 
withdrawn  when  the  Registry  Board  found  that 
he  was  running  a laboratory  without  the  super- 
vision of  a licensed  physician. 

It  was  pointed  out  to  the  State  Board  of  Health 
that  once  an  unsupervised  laboratory  is  approved, 
for  one  minor  test,  that  often  advertising  is  utilized 
to  suggest  that  the  organization  has  been  approved 
for  all  types  of  tests. 

In  order  to  preserve  the  integrity  and  the  ethical 
responsibilities  of  laboratory  medicine,  as  prac- 
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ticed  in  the  State  of  Delaware,  the  House  of  Dele- 
gates of  the  Medical  Society  of  Delaware  recom- 
mended to  the  State  Board  of  Health  that  “State 
Board  of  Health  approval  for  the  performance  of 
any  laboratory  procedure,  being  a part  of  the 
practice  of  medicine,  be  made  only  to  a labora- 
tory under  the  direction  of  a licensed  physician.” 

As  physicians  we  are  not  interested  in  inter- 
fering with  the  laboratory  work  of  any  lay  tech- 
nicians, but  we  do  feel  that  State  Board  of  Health 
approval  should  only  be  directed  to  those  labora- 
tories supervised  by  licensed  physicians,  who  are, 
therefore,  answerable  to  the  Medical  Society  of 
Delaware  and  to  the  State  Board  of  Medical 
Licensure. 

Respectfully, 

John  W.  Howard,  M.D. 

President 

Delaware  State  Pathological  Society 

Dr.  Washburn:  May  I ask  a question  through 
you,  Mr.  President? 

President  Van  Valkenburgh:  Yes. 

Dr.  Washburn:  Dr.  Howard,  did  you  discuss 
this  matter  with  Floyd  Hudson  directly,  in  per- 
son, you  or  your  committee,  do  you  remember? 

Dr.  Howard:  The  first  invitation  to  discuss  this 
matter  has  been  to  meet  with  the  Board  on  the 
28th  of  this  month,  but  in  the  meantime  there 
have  been  numerous  discussions  with  the  Presi- 
dent of  the  Board  and  others  and  innumerable 
letters. 

Dr  Washburn:  I may  say,  Mr.  President,  that 
I ask  that  question  because  I did  discuss  this  mat- 
ter with  Floyd  Hudson — I guess  I have  discussed 
it  with  you,  that  is,  vou  and  I have  talked  about 
it — and  I talked  to  Floyd,  and  as  I remember  it. 
his  defense  was  that  it  was  a matter  that  involved 
Federal  funds,  or  Federal  regulations,  and  that  he 
really  did  not  have  in  his  power  to  refrain  from 
approving  them.  But  if  you  are  going  to  discuss 
it,  that  matter  will  be  brought  up  in  the  future. 

Dr.  Howard:  That  was  never  presented  to  us 
in  the  form  of  any  letter.  I have  letters  from  Dr. 
Hudson  and  he  iust  internrets  the  Delaware  law 
which  gives  the  Board  of  Health  complete  author- 
itv  to  approve.  In  other  words,  the  Board  of 
Health  approves  it. 

Dr.  Washburn:  I do  not  say  dogmatically  he 
made  such  a statement.  That  is  just  my  recollec- 
tion. If  you  are  going  to  have  a meeting,  that 
answers  it. 

Dr.  Alden:  I move  the  adoption  of  this  resolu- 
tion. 

(The  motion  was  seconded  and  carried  to  adopt 
the  resolution  presented  by  Dr.  Howard.) 

Dr.  Cannon  : Now,  there  were  certain  changes 
in  the  by-laws  by  the  Council,  and  this  requires 
action  by  the  House  of  Delegates  at  two  meetings, 
which  poses  a problem  because  this  is  the  only 
meeting  of  the  House  of  Delegates,  and  it  was 
thought  that  possibly  a second  reading  could  be 
had  just  prior  to  the  election  of  a President  to- 
morrow if  enough  members  of  the  House  of  Dele- 
gates or  the  Society  are  present,  and  I think  that 
would  be  consistent  with  the  by-laws. 

The  first  change  recommended  by  the  Council 
to  the  House  of  Delegates  was  that  the  by-laws 
be  amended  to  permit  the  immediate  past  Presi- 
dent of  the  State  Society  and  the  President-elect 
to  be  ex-officio  members  of  the  Council. 

That  is  the  first  one. 

President  Van  Valkenburgh:  Suppose  we  take 
them  one  at  a time.  Is  there  a discussion  on  that 
proposed  change  in  the  by-laws? 

(No  response.) 


President  Van  Valkenburgh:  Is  there  a mo- 
tion to  adopt  the  change  in  the  by-laws  as  read 
by  Dr.  Cannon? 

Dr.  Marvil:  I so  move  that  it  be  adopted. 

Dr.  Washbiirn:  Mr.  President,  if  you  will  ex- 
cuse me.  The  procedure  is,  the  House  of  Dele- 
gates may  amend  these  by-laws  at  any  annual 
session  by  unanimous  consent  provided  the  motion 
or  resolution  to  amend  was  introduced  the  day 
before  the  amendment  was  adopted,  and  provided 
further  that  at  least  25  members  of  the  House  are 
Iiresent  and  voting  when  the  amendment  is 
adopted. 

So  you  talk  about  it  tonight,  and  if  you  have 
got  25  people  tomorrow,  you  put  it  across. 

President  Van  Valkenburgh:  Well,  I didn’t 
know  whether  it  had  to  be  approved  twice  or  not. 

Dr.  Washburn:  No.  You  propose  it  at  this 
time. 

President  Van  Valkenburgh  : Very  well.  That 
is  one  proposal. 

Dr.  C.annon:  The  second  one:  The  Council 
recommends  that  the  by-laws  be  changed  with 
regard  to  its  fiscal  policy  allowing  for  the  pay- 
ment of  half  of  the  annual  dues  for  those  mem- 
bers whose  membership  begins  July  1.  This  will 
conform  to  County  and  AM  A dues  arrange- 
ments and  represents  a change  from  the  April  30 
date  now  in  effect  for  the  State  Society. 

The  Council  recommends  that  this  change  be 
adopted. 

Dr.  Washburn:  When  you  do  bring  it  up,  you 
are  going  to  say  such  and  such  a section  is 
amended  by  reading  it? 

Dr.  Cannon:  We  will  have  to  find  out  which 
section  it  is. 

President  Van  Valkenburgh:  Is  there  another 
one? 

Dr.  Cannon:  Did  we  approve  the  Editorial 
Board? 

President  Van  Valkenburgh:  Yes,  we  did. 

Dr.  Cannon:  Then  there  is  the  matter  of  de- 
pendent medical  care.  May  I speak  on  that  for  a 
minute? 

President  Van  Valkenburgh:  Yes,  that  should 
be  brought  up.  I do  not  know  how  much  time 

Dr.  Cannon:  We  are  running  late. 

President  Van  Valkenburgh:  We  are  running 
a little  late. 

Dr.  Cannon:  Briefly,  I went  to  a meeting  in 
Chicago  representing  the  Society  on  the  imple- 
mentation of  the  Dependents  Medical  Care  Act 
which  was  signed  into  law  this  summer,  and  the 
State  Society  had  no  policy  on  this  matter,  and  it 
involved  three  things. 

One  was  that  the  State  Society,  or  the  County 
Societies — preferably  the  State  Society — go  on 
record  approving  a home-town  type  care  pro- 
gram as  called  for  under  this  law.  This  applies 
to  dependents  of  men  in  the  uniformed  services. 
Having  so  approved  such  a program,  the  Society 
has  to  determine  a fee  schedule  which  will  be 
acceptable  to  all  the  doctors  taking  care  of  these 
patients.  This  fee  schedule  is  a fixed  fee  schedule, 
so-called  service  type  contract.  I don’t  like  to  use 
that  word,  but  it  means  that  the  fee  designated  in 
the  schedule  represents  the  entire  fee  that  will  be 
paid  for  the  services,  and  the  doctor  will  not  be 
permitted  to  charge  additional  fees  for  that  same 
service. 

These  fee  schedules  have  already  been  dis- 
tributed to  the  counties  and  letters  have  been 
written,  and  it  is  hoped  that  the  State  Society 
will  work  out  a uniform  fee  schedule  for  the  en- 
tire State. 
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Thirdly,  the  State,  preferably  the  State,  has  to 
designate  a fiscal  agent  to  handle  the  billing.  The 
Department  of  Defense  has  designated  the  Army 
as  the  negotiating  agent,  but  we  will  have  to  desig- 
nate either  the  State  Society,  as  in  some  States 
they  have  done,  to  act  as  a fiscal  agent  to  handle 
the  mechanics  of  billing,  or  Blue  Shield,  or  an 
insurance  agency  to  handle  the  matter  of  the 
billing. 

Now.  nothing  can  be  done  until  a fee  schedule 
is  arranged  and  until  we  designate  a fiscal  agent, 
and  it  is  imperative  that  it  be  done  soon  because 
the  law  is  effective  December  8 of  this  year. 

So  I think  that  first  the  House  of  Delegates 
should  go  on  record  as  appro\'ing  a home-town 
care  program  as  called  for  by  this  law.  and  sec- 
ondly possibly  empower  the  Council  to  act  for  the 
House  of  Delegates  when  the  fee  schedules  have 
been  compiled  by  the  county  committees.  And 
thirdly,  either  decide  now  which  fiscal  agent  is 
desired  by  the  State  Society  or  submit  to  the 
recommendations  of  the  Council  after  hearing 
from  the  County  Societies. 

The  fiscal  agent  merely  handles  the  billing,  so 
that  your  bill  would  go  into  a designated  agency 
which  would  send  you  a check,  and  the  agency 
would  charge  the  Government  the  amount  paid 
to  the  doctor,  plus  a percentage  for  the  mechanics, 
secretarial  work,  paper,  and  so  forth. 

Presidext  V.ax  V.alkexburgh:  Is  there  a dis- 
cussion of  this? 

Dr.  McGuire:  Mr.  President,  it  would  seem 
adrisable  for  the  Council  under  the  guidance  of 
the  Secretary,  who  is  apprised  of  what  this  law 
means,  to  make  a recommendation  after  consul- 
tation with  the  County  Societies. 

Presidext  Vax  V.ulkexburgh  : Well,  of  course, 
what  we  want  to  do  is  to  empower  the  Council 
to  act  for  the  House  of  Delegates. 

Dr.  McGuire:  That  is  what  I so  move,  that  the 
Council  be  so  empowered. 

(The  motion  was  seconded.) 

Dr.  C.uxxox:  I would  like  to  say,  before  any 
motion  is  passed,  that  it  is  important  that  all  the 
doctors  be  satisfied  that  the  action  taken  in  terms 
of  fees  is  satisfactory  throughout  the  State  be- 
cause I cannot  risualize  any  more  touchy  subject 
than  fees  and  I hope  that  the  Council  in  working 
this  thing  out  on  a county  level  will  satisfy 
everyone 

I want  to  put  out  also  that  these  fees  are  sub- 
ject to  renegotiation  annually  with  the  Govern- 
ment. 

Dr.  Aldex:  A question  on  this  matter.  I think 
this  is  done  on  a county-wide  basis,  the  fee  sched- 
ule, is  that  correct,  Norman? 

Dr.  C.\xxox:  We  are  working  it  out  on  a 
county-wide  basis,  but  it  is  desirable  from  the  De- 
partment of  Defense  that  it  be  state-wide  because 
it  is  easier  to  handle  if  the  fees  are  uniform,  and 
of  course  we  want  the  highest  fees,  not  the  lowest 
fees,  and  it  should  be  easier  to  w'ork  out  imiform- 
ly  than  if  we  had  to  work  out  the  lowest  fees. 

Dr.  Aldex  : I wanted  to  emphasize  that  we 
have  already  done  a little  work  on  this  in  New 
Castle  Coimty.  As  a matter  of  fact.  I think  the\' 
are  trying  to  have  it  completed  by  this  coming 
Saturday.  The  radiologists  in  the  northern  end 
of  the  state  met  this  past  week  and  went  through 
some  ten  pages  of  fee  schedules  and  arrived  at  a 
inutually  satisfactory  figure.  It  was  their  inten- 
tion to  submit  a copy  of  that  to  Dr.  Dobson  or 
Dr.  McNinch  for  the  tw'o  lower  counties  as  a 
guide,  or  w hatever  they  chose  to  do  with  it. 

But  I do  want  to  emphasize  that  these  figures 
that  are  listed  are  to  be  maximum  figures.  They 


are  not  necessarily  the  bill  you  will  submit,  but 
you  must  put  a figure  down  that  is  maximum  to 
cover  all  eventualities  in  any  one  of  these  cases. 

Dr.  Caxxox:  Well,  the  Department  of  Defense 
also  hopes  that  the  fees  will  be  reasonable. 

Dr.  Aldex:  I did  not  mean  to  imply  that  they 
would  be  unreasonable,  but  the  difiiculty  came  up, 
especially  in  connection  with  radio  therapy,  where 
it  is  rather  difficult  to  give  charges  that  would 
cover  any  eventuality,  because  you  are  dealing 
with  a number  of  modalities,  they  ask  for  figures 
which  will  cover  treatment  by  x-rays,  radium, 
radon,  or  any  radio  isotopes,  you  see,  and  that  is 
to  include  the  cost  of  the  source. 

So  that  the  figure  must  be  high  enough  that  you 
will  make  out  all  right  as  far  as  a maximum  is 
concerned. 

In  other  w^ords.  if.  say,  it  is  a breast  case  that 
received  external  irradiation  and  W'ould  subse- 
quenth^  or  during  the  same  course  receive  some 
form  of  radio  isotopes,  maybe  radio-active  gold, 
something  of  that  sort — so  that  it  is  important 
that  the  fee  be  high  enough  to  cover  the  cost  of 
such  care. 

Dr.  Levy:  It  was  our  feeling  in  New  Castle 
County — I might  state  that  I appointed  Les  WTiit- 
ney  chairman  of  the  New  Castle  County  com- 
mittee. and  he  and  I had  gone  over  a number  of 
members  of  his  committee,  and  they  have  been 
actively  working  on  this  fee  schedule,  and  it  was 
our  hope  that  the  lower  counties  would  also  have 
committee  chairmen  and  men  w'orking  on  their  fee 
schedules,  and  then  the  three  counties  should  get 
together,  either  through  their  chairmen  or  a joint 
committee  of  the  three  counties,  and  that  would 
represent  our  State  Society  fee  schedule.  I hope 
the  lower  counties  will  get  to  w'ork  on  this  fee 
schedule  as  promptly  as  possible. 

Presidext  Vax  Valkexburgh:  Well,  Sussex 
County  has  a committee,  and  they  are  working 
on  it.  And  I think  your  suggestion  is  ver>'  good 
for  the  three  committees  to  meet  and  iron  out  the 
various  differences  in  fee  schedules. 

Mr.  Morris:  I might  add  that  a meeting  of 
that  kind  is  planned  for  the  last  week  of  this 
month  between  the  three  coimty  committees. 

Presidext  Vax  Valkexburgh:  Is  there  further 
discussion  on  this  resolution,  or  do  we  have  a 
question  before  the  House? 

Dr.  Caxxox  : There  is  a motion  by  Dr.  Mc- 
Guire that  the  Council  be  empowered  to  act  for 
the  House  of  Delegates  in  these  three  matters.  I 
don't  know  who  seconded  it. 

Dr.  Bailey:  I seconded  it. 

Presidext  Vax  Valkexbl-rgh  : Those  in  favor 
of  this  motion  will  say  “aye”. 

(The  motion  was  carried.) 

Dr.  Caxxox:  The  next  item  on  the  Council 
minutes  had  to  do  with  authorization  by  the 
House  of  Delegates  for  the  Executive  Secretary 
to  write  checks  for  the  payment  of  matters  rela- 
tive to  the  Journal  fund.  He  is  bonded  to  the 
extent  of  SIO.OOO.  I think  I am  correct.  Dr. 
Tarumianz — am  I correct? 

Dr.  Tarumiaxz:  Yes. 

Dr.  Caxxox:  The  House  of  Delegates  has  to 
authorize  Mr.  Morris  to  w rite  checks. 

Dr.  McGuire:  I move  that  that  authority  be 
given. 

Dr.  Tarumiaxz:  I second  the  motion. 

Presidext  Vax  Valkexburgh:  It  has  been 
moved  and  seconded  that  the  authority  be  given 
to  Mr.  Morris  to  write  checks. 

Dr.  Washburx:  That  really  will  involve  a reso- 
lution acceptable  to  the  bank. 
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Dr.  Tarumianz:  No,  he  is  bonded.  That  is  our 
responsibility. 

Dr.  Washburn:  But  the  bank  will  not  accept 
his  signature  until  a resolution  is  adopted  by  the 
authority  concerned  which  authorizes  it  to  present 
to  the  bank. 

Mr.  Morris:  The  authority  concerned  I believe 
is  the  Publications  Committee  of  this  Society. 

Dr.  Tarumianz:  You  are  giving  the  authority 
to  the  committee? 

President  Van  Valkenburgh:  Yes. 

Dr.  Washburn:  All  right. 

President  Van  Valkenburgh:  Giving  authority 
to  the  committee  to  allow  Mr.  Morris  to  write 
checks  on  their  funds. 

The  motion  has  been  made  and  seconded.  Those 
in  favor  say  “aye”. 

(The  motion  was  carried.) 

President  Van  Valkenburgh:  What  else  do 
you  have.  Dr.  Cannon? 

Dr.  Cannon:  We  had  that  matter  of  Vocational 
Rehabilitation,  to  select  a physician.  Did  we  get 
anything  from  that? 

President  Van  Valkenburgh:  Dr.  Stambaugh 
said  that  he  had  no  one  in  the  State  of  Delaware 
whom  he  wanted  to  propose  or  could  propose  as  a 
candidate  for  that  award. 

Dr.  Cannon:  Then  I do  not  know  of  any  fur- 
ther business,  unless  there  is  something  from  the 
floor. 

Dr.  Beebe:  I have  something  to  bring  before 
the  House  of  Delegates,  and  I think  maybe  Dr. 
Fox  can  add  a little  bit  to  it. 

We  have  had  considerable  difficulty  with  the 
Medical  Examiner  and  the  Medical  Examiner’s 
law  in  Sussex  County.  I don’t  know  whether  this 
is  the  place  to  bring  it  up  or  not,  but  I would  like 
to  bring  it  before  the  House. 

Apparently  the  Medical  Examiner  met  with  the 
Sussex  County  Medical  Society  at  one  time  over 
in  Milton  last  spring,  and  he  told  us  about  his 
problems,  and  during  the  discussion  he  brought 
out  that  he  was  not  going  to  come  down  very  fre- 
quently to  do  autopsies  in  this  area,  and  we  told 
him  that  particularly  during  the  summertime  we 
had  a lot  of  accidents  and  drownings  and  things 
that  many  times  should  have  autopsies  performed 
upon  them. 

He  in  turn  actually  told  us  that  he  could  not 
and  would  not  do  it,  that  he  was  the  Medical 
Examiner  mainly  for  Wilmington,  and  he  had 
enough  work  to  do  there  and  was  not  going  to 
come  to  Sussex  County. 

Well,  we  felt  that  he  was  honest  in  telling  us 
that  but  we  didn’t  like  the  remarks  very  much. 

Now,  on  several  occasions  during  the  summer 
— on  one  occasion  in  particular,  the  State  Police 
and  the  Coroner  wanted  an  autopsy  performed, 
and  it  was  with  considerable  difficulty  that  they 
had  to  get  him  to  come  down  and  do  the  autopsy. 

We  realize  that  this  is  probably  more  than  one 
man  can  handle  and  that  his  budget  is  limited, 
that  probably  the  solution  would  be  a deputy,  or, 
even  better  than  that,  maybe  he  should  have  his 
office  in  Dover  where  he  could  go  both  ways,  in- 
stead of  going  from  one  end  to  the  other  end. 
Possibly  if  he  had  his  office  in  Dover,  with  a 
deputy  in  Wilmington,  that  might  answer  the 
question,  or  have  a deputy  at  least  in  this  area. 

I don’t  know  what  the  solution  is,  but  I would 
like  to  hear  some  discussion  of  the  matter. 

Dr.  J.  L.  Fox  (Seaford):  I might  add  to  that. 

In  the  early  spring  we  had  very  similar 
troubles  in  Seaford,  as  Dr.  James  Beebe  spoke 
about.  Patients  would  die,  and  the  Medical  Ex- 


aminer would  sign  them  out  as  a heart  attack,  or 
this  and  that,  and  it  was  in  some  cases  very 
questionable  to  the  family  physician  who  had 
questioned  the  diagnosis.  He  felt  that  he  was  not 
able  to  make  a diagnosis  on  these  individual  cases 
and  he  didn’t  see  how  the  Medical  Examiner,  the 
assistant  to  the  Medical  Examiner,  could  make  a 
diagnosis  without  autopsies. 

The  question  came  up  at  our  Nanticoke  Me- 
morial Hospital  staff  meeting,  and  as  secretary 
of  the  staff  meeting  I was  instructed  to  write  a 
letter  to  Dr.  Bjornson  and  send  copies  of  the 
letter  to  the  Boards  of  post-mortem  examiners 
and  the  Attorney  General,  who  is  authorized  and 
in  control  of  the  Medical  Examiner. 

As  a result  of  that  letter  Dr.  Bjornson  had  a 
conference  with  the  Board  of  Post-mortem  Ex- 
aminers and  came  down  to  Seaford  to  one  of  our 
staff  meetings  and  discussed  the  whole  situation 
with  us. 

At  that  time  one  of  the  things  brought  up  was 
the  possibility  of  authorizing  a local  pathologist 
to  do  autopsies  on  coroner’s  cases  in  which  there 
was  no  legal  question — for  instance,  deaths  in  the 
hospital  within  24  hours,  where  there  was  no 
violence  concerned;  deaths  of  premature  infants; 
and  some  of  the  things  would  probably  not  be 
worthwhile  for  Dr.  Bjornson  to  come  down  and 
do  the  autopsy  himself. 

Since  the  conference  that  we  had  with  Dr. 
Bjornson  things  have  smoothed  out  very  nicely  in 
Seaford  and  we  have  been  getting,  as  far  as  I 
know,  every  autopsy  that  any  member  of  the  staff 
has  felt  was  necessary. 

Another  thing  that  Dr.  Bjornson  did,  he  invited 
two  members  from  our  staff,  and  I was  under  the 
impression  that  he  would  invite  two  members 
from  every  hospital  staff  in  the  State  to  attend 
a dinner  meeting  in  Dover  which  was  held  some 
time  in  the  middle  of  August.  Dr.  Moyer  and  I 
were  invited,  but  we  were  both  unable  to  attend. 
So  I cannot  give  a report  on  that  meeting.  Per- 
haps someone  else  was  there. 

But  at  the  present  time  in  Seaford  things  are 
going  very  smoothly. 

Dr.  Beebe:  One  thing  we  have  in  Lewes  that 
you  don’t  have  in  Seaford,  and  not  only  Lewes 
but  Milford  and  Dover,  too,  and  that  is  that  Dr. 
Pollack,  our  pathologist,  is  on  the  Board  of  Medi- 
cal Examiners  and  therefore  he  says  that  he  is 
not  able  to  do  autopsies  that  fall  under  the  scope 
of  the  Medical  Examiner  because  he  is  an  em- 
ployee of  them,  and  for  some  reason  or  other  in 
the  law  he  cannot  do  it. 

Secondly,  he  refuses  to  have  anything  to  do 
with  an  autopsy  of  a hospital  patient  that  has 
been  admitted  to  the  hospital  and  died  under  the 
Medical  Examiner’s  law,  whether  they  are  hos- 
pital patients  or  not  or  whether  he  is  authorized 
to  do  it  or  not. 

So  they  are  problems  that  we  have  that  you  do 
not  apparently  have  with  your  pathologist  from 
Salisbury.  He  is  apparently  not  under  that  law. 

Dr.  J.  L.  Fox:  That  was  brought  up  by  Dr. 
Bjornson,  the  difficulty  of  Dr.  Pollack  being  on 
the  Board  and  he  could  not  employ  himself.  So 
they  felt  that  they  could  not  use  Dr.  Pollack  as 
pathologist.  That  is  one  of  the  things  that  they 
had  to  iron  out  one  way  or  another. 

Dr.  Howard:  I think  perhaps  I should  do  a 
little  talking  here  as  an  impartial  individual  and 
as  a pathologist. 

I attended  the  meeting  at  the  Dinner  Bell  and 
I am  very  unhappy  that  Jim  Beebe  was  not  there 
and  Dr.  Fox  was  not  there. 

I do  not  think  there  is  actually  any  problem 
whatsoever,  but  I think  there  has  been  a whole- 
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sale  dose  of  misunderstanding  from  the  very  be- 
ginning. 

Yes.  Dr.  Pollack  is  on  the  Board,  and  the 
Board  instructed  him  that  in  cases  which  bear 
directly  on  medico-legal  problems,  they  would 
prefer  that  he  not  do  the  autopsy. 

Now,  the  type  of  cases  of  direct  medical-legal 
involvement  are  your  murder  cases,  your  litiga- 
tion cases,  and  those  Dr.  Bjornson,  at  this  meet- 
ing at  the  Dinner  Bell — and  to  those  of  us  who 
have  been  following  this  project  through  its 
growing  pains,  and  it  has  had  them — is  more 
than  willing  to  do.  He  has  deputies  also,  and  he 
has  talked  with  Dr.  Pollack,  I believe — though  I 
can  only  say  secondhandedly. 

Now.  where  the  greatest  problem  of  misunder- 
standing has  arisen  is  the  interpretation  of  what 
the  coroner  in  the  past  should  have  done  as  an 
obligation  and  what  the  Medical-Legal  Practice 
Act  directs  the  Medical  Examiner  to  have  done. 

From  the  time  I came  to  Wilmington,  and  as 
in  other  hospitals  outside  the  State  and  in  Wil- 
mington at  the  present  time  it  has  been  the  policy 
of  the  hospital  to  report  to  the  Coroner  first  and, 
subsequently,  as  the  Act  was  changed,  to  the 
Medical  Examiner,  those  cases  that  fell  under  the 
Coroner’s  law,  or  under  the  Medical  Examiner’s 
law.  The  Coroner’s  law  specifically  stated  that 
the  Coroner  should  order  an  autopsy  in  all 
cases.  The  Coroner  was  layman.  That  law  was 
not  practiced  to  its  fullest  degree  and.  by  mutual 
agreement,  the  fact  that  every  case  under  the 
Coroner’s  Act  was  not  posted  was  prettv  well 
satisfactory  to  almost  every  physician  in  the 
State. 

However,  under  the  Coroner’s  Act  a case  that 
died  that  was  a hospital  case  was  autopsied  in 
New  Castle  County  by  the  hospital  pathologist  at 
no  charge  whatsoever  to  the  Coroner’s  Office.  That 
was  not  the  case  in  Kent  and  Sussex.  The  Cor- 
oner ordered  the  cases  done,  and  a pathologist 
was  paid  to  do  the  cases  for  the  Coroner’s  Office. 
In  New  Castle  County  cases  outside  the  hospital 
that  had  medical-legal  involvement  that  the 
Coroner  wished  to  have  done,  numbering  perhaps 
1,  2 or  3 a year,  were  performed  by  pathologists 
on  contract  to  the  Coroner’s  Office,  or  by  path- 
ologists even  from  outside  the  State  that  were 
employed. 

The  Medical  Examiner’s  Act  does  not  tell  or 
authorize  the  Medical  Examiner  that  he  must  do 
an  autopsy  on  any  specific  case.  It  tells  him  that 
he  must  to  the  best  of  his  judgment  protect  the 
citizens  of  the  State  of  Delaware  from  the  perpe- 
tration of  any  crime;  and  he  works  with  the  At- 
torney General’s  Office  in  that  regard. 

At  the  present  time  in  four  hospitals  in  the 
City  of  Wilmington,  the  cases  are  reported  to  the 
Medical  Examiner’s  Office,  as  indicated  by  the 
law.  If  the  Medical  Examiner  chooses  to  take  the 
case  out  of  the  hospital  and  autopsy  it  at  any 
place  or  autopsy  it  with  the  use  of  the  hospital 
facilities,  he  so  indicates.  If  he  tells  the  hospital 
that  there  is  to  his  judgment  from  the  investiga- 
tion or  the  report  of  the  physician  reporting  it 
no  medical-legal  implications,  it  then  behooves 
the  attending  physician  or  his  staff  to  obtain  per- 
mission from  the  responsible  people  concerned  in 
that  case,  and  then  the  hospital  pathologist  per- 
forms the  autopsy,  sending  a report  to  the  Medi- 
cal Examiner’s  Office  to  complete  it. 

If  the  Medical  Examiner  wishes  to  have  a case 
done,  he  may  then  also  request  the  pathologist  at 
any  one  of  the  hospitals  as  a contract  physician 
to  work  for  him. 

It  would  be  physically  impossible  for  your 
Medical  Examiner  to  cover  every  case  in  the 
State.  You  all  realize  that.  The  important  part 
is  to  iron  out  the  system,  help  Dr.  Bjornson  ob- 


tain trained  personnel  in  the  immediate  area  to 
assist  him  on  non-legal  type  of  cases  that  fall 
under  his  jurisdiction,  and  constantly  encourage 
the  Post-mortem  Board  to  gain  additional  funds 
so  that  we  can  have  trained  deputies  and  a toxi- 
cological laboratory  and  a bureau  of  investigation. 

At  the  meeting  at  Dover — and  there  were  sev- 
eral members  here  who  can  correct  me  if  I am 
wrong — there  was  no  dissension,  no  problem,  and 
a very  happy  discussion  among  all  concerned  in 
regard  to  the  problems  of  the  Medical  Examiner’s 
Office. 

Perhaps  I have  confused  the  issue,  but  I felt, 
having  attended  that  meeting  and  being  a patholo- 
gist. that  I should  speak. 

President  Van  Valkenburgh:  Is  there  any 
other  discussion?  Are  there  any  recommendations 
by  the  members  of  the  House? 

(There  was  no  response.) 

President  Van  Valkenburgh:  Dr.  Fox,  did 
you  have  anything  to  say  at  this  time? 

Dr.  Fox:  No. 

President  Van  Valkenburgh:  Is  there  any- 
thing else? 

Dr.  Cannon;  I have  nothing  else. 

Mr.  Morris:  I would  like  to  make  one  little 
suggestion  before  we  adjourn,  please. 

Some  of  these  exhibitors  have  been  here  in  the 
hotel  since  9 o’clock  this  morning,  and  they  have 
yet  to  see  their  first  physician.  We  are  requesting 
on  behalf  of  and  for  the  good  of  the  Society  as  a 
whole  that  everyone  make  it  a special  point  to 
visit  those  exhibits  today  as  well  as  tomorrow.  To- 
morrow will  take  care  of  itself.  There  will  be  a 
general  meeting,  more  people  here,  but  we  very 
urgently  request  that  you  do  look  in  on  those 
exhibits  before  the  next  general  meeting  starts  at 
8:30.  We  would  appreciate  it  very  much.  Thank 
you. 

Dr.  McGuire:  One  other  comment  on  that,  if 
I may,  at  the  risk  of  being  unpopular. 

You  will  notice  the  number  of  detail  men  who 
call  on  you  in  comparison  to  the  number  of  ex- 
hibitors bere  is  terribly  out  of  proportion,  and  I 
think  it  is  incumbent  upon  us  to  make  some  re- 
mark to  these  detail  men,  why  didn’t  you  display 
at  the  Delaware  Society  meeting? 

Dr.  Washburn:  Now,  there  is  a promoter. 

Dr.  McGuire:  That  is  how  we  make  money. 
We  have  too  few  exhibitors  in  comparison  to  the 
number  of  people  who  come  here,  only  two  or 
three  of  the  major  drug  firms.  There  are  quite 
a number  of  others  who  do  not,  and  we  at  least 
owe  these  fellows  something. 

Dr.  Bailey  : I move  we  adjourn. 

Dr.  J.  R.  Fox  (Dover):  Prior  to  adjournment, 
the  group  from  Kent  County  would  like  to  make 
some  comments  on  the  President-elect  candidate 
at  the  present  time. 

Dr.  H.  J.  Laggner  (Kent  County):  At  the 
present  time  Kent  County  does  not  have  a candi- 
date for  President-elect. 

President  Van  Valkenburgh:  Well,  of  course, 
that  poses  a problem  so  far  as  the  by-laws  are 
concerned.  There  has  been  mention  a number  of 
times  that  the  State  Society  in  their  apportion- 
ment of  Presidents,  two  to  Wilmington,  one  to 
Kent  and  one  to  Sussex  out  of  every  four  years, 
that  New  Castle  County,  with  three-quarters  of 
the  doctors,  is  getting  only  half  of  the  Presidents. 
So  there  has  been  some  discussion  about  chang- 
ing the  rule,  but  I don’t  know  whether  there  is 
any  way  in  which  we  could  elect  a President- 
elect who  is  not  from  Kent  County  for  the  year 
in  question.  Dr.  Tarumianz,  do  you  know  a way 
around  that? 

Dr.  Tarumianz:  I am  afraid  not.  The  only 
suggestion  I have  is  that  some  of  our  New  Castle 
County  medical  members  move  into  Kent  County 
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and  practice  medicine  there. 

Dr.  Laggner:  Kent  County  will  forego  its 

privilege  of  nominating  this  year  and  turn  it  hack 
to  the  floor  for  nominations,  or  to  the  Nomi- 
nating Committee,  whichever  would  he  in  order. 

President  Van  Valkenburgh:  Well,  I think 
we  wilt  have  to  think  that  one  over  and  come  up 
with  an  answer  later  unless  someone  has  it  now. 

Dr.  Washburn:  Mr.  President,  this  has  hap- 
pened on  other  occasions.  Counties  have  heen  a 
little  hit  dilatory  in  bringing  in  the  name  on  the 
day  the  House  met.  but  they  always  arranged  to 
get  together  and  bring  one  in  surely  by  the  next 
morning.  Has  Kent  County  actually  voted  not  to 
present  a candidate? 

President  Van  Valkenburgh:  So  I have  been 
told  by  the  President  of  the  County  Societv. 

Dr.  Washburn:  If  that  is  official,  all  right. 

President  Van  Valkenburgh:  I have  also  been 
so  informed  by  Dr.  Fox.  Dr.  Laggner.  Dr. 
Comegys  and  Dr.  McNinch.  I have  discussed  it 
with  them  at  reasonably  great  length  today.  Pre- 
viously I didn’t  know  about  it. 

Dr.  Tarumianz:  Mr.  President,  may  I go  back 
to  the  Medical  Examiner  question  for  a moment? 

It  behooves  this  House  of  Delegates  to  recom- 
mend to  the  Legislature  to  increase  the  appro- 
priation for  that  particular  office,  thus  allowing 
the  Medical  Examiner  to  have  at  least  two 
deputies  on  salary,  able  to  give  service  to  the  two 
lower  counties,  and  other  duties  that  he  might 
perform. 

Therefore  I move  that  the  House  of  Delegates 
pass  a resolution  in  favor  of  increasing  the  budget 
of  the  Medical  Examiner’s  Office  to  enable  him 
to  obtain  the  services  of  two  additional  deputies. 

(The  motion  was  seconded.) 

President  Van  Valkenburgh;  A motion  has 
been  made  and  seconded  that  we  send  a reso'u- 
tion  to  the  Legislature 

Dr.  Tartimianz:  To  the  President  Pro  Tern  and 
Speaker  of  the  House. 

President  Van  Valkenburgh:  All  right. 

Dr.  Washburn;  Should  it  not  go  through  our 
Legislative  Committee,  Dr.  Tarumianz? 

Dr.  Tarumianz:  It  would  be  wiser. 

Dr.  Washburn:  I would  say  so,  that  the  Legis- 
lative Committee  be  so  instructed. 

Dr.  Tarumianz:  To  present  this  resolution  to 
them. 

President  Van  Valkenburgh:  You  agree  on 
that  change.  Dr.  Tarumianz? 

Dr.  Tarumianz:  Yes,  sir. 

President  Van  Valkenburgh:  The  motion  has 
been  made  and  seconded.  Those  in  favor  say 
“aye”. 

(The  motion  was  carried.) 

President  Van  Valkenburgh:  As  to  this  other 
problem  with  regard  to  the  President-elect,  I 
think  we  will  have  to  think  it  over  and  we  will 
give  an  answer  tomorrow,  or  later. 

Is  there  any  other  business  to  come  before 
the  House  of  Delegates? 

(There  was  no  response.) 

Dr.  Bailey:  I move  we  adjourn. 

(The  motion  was  seconded  and  carried  and  the 
House  of  Delegates  of  the  Medical  Society  of 
Delaware?  adjourned.) 

President  Van  Valkenburgh:  Yesterday  we 
had  the  first  reading  on  some  proposed  changes 
in  our  by-laws  and  we  will  announce  at  the 
present  time  that  we  are  going  into  the  session 
of  the  House  of  Delegates.  The  House  of  Dele- 
gates is  again  in  session.  Do  you  want  to  see 
whether  there  is  a quorum.  Dr.  Cannon? 

Dr.  Cannon:  I see  a quorum. 

President  Van  Valkenburgh:  I will  declare  a 
quorum. 


Dr.  Cannon:  There  were  two  motions  read  at 
the  House  of  Delegates  session  yesterday  regard- 
ing changes  in  the  by-laws  which  requires  two 
readings,  one  concerning  the  composition  of  the 
Council  which,  according  to  the  present  by-laws, 
shall  consist  of  the  Councilors  elected  by  the 
component  societies.  President,  Secretary  and 
Treasurer,  and  it  was  moved — it  was  recom- 
mended by  the  Council  that  this  motion  and 
change  in  the  by-laws  be  as  follows:  That  the 

Council  shall  be  composed  of  the  Councilors,  offi- 
cers and  the  past  President  and  the  President- 
elect. This  was  designed  in  order  to  provide  more 
continuity  in  the  Council,  and  it  is  recommended 
that  this  change  be  adopted  by  motion  of  this 
House  of  Delegates. 

President  Van  Valkenburgh:  Are  there  any 
questions? 

(There  was  no  response.) 

President  Van  Valkenburgh:  You  heard  the 
motion.  Those  in  favor  please  say  “aye”. 

(The  motion  for  the  change  in  the  by-laws  was 
carried.) 

Dr.  Cannon;  The  second  motion  to  change  the 
by-laws  has  to  do  with  dues  for  half-yearly  pay- 
ment of  those  members  who  join  the  Society  late 
in  the  year.  The  by-laws  now  say  that  the  dues 
of  a physician  newly  elected  to  active  member- 
ship in  a component  Society  after  April  30  shaM, 
for  the  year  of  his  election,  be  one-half  of  the 
annual  dues  for  a member  of  his  class. 

In  order  to  conform  with  AMA  and  county 
dates,  the  motion  has  been  made  to  change  the 
by-laws  so  that  this  date  will  be  July  1 for  half- 
payment of  dues,  and  the  Council  so  recommends. 

President  Van  Valkenburgh;  You  have  heard 
the  reading  of  the  proposed  change  in  the  by- 
laws. Those  in  favor  of  the  motion  please  state 
by  saying  “aye.”. 

(The  motion  was  carried.) 

Dr.  Cannon:  I have  two  small  matters  which 
I would  like  to  take  care  of. 

First,  I would  like  to  introduce  Mr.  Larry 
Morris,  our  Executive  Secretary,  if  you  will  just 
stand  up  so  they  can  all  see  who  you  are.  (Ap- 
plause) 

Dr.  Cannon:  I also  have  been  asked  to  an- 
nounce that  because  of  the  lateness  of  the  morn- 
ing session,  the  luncheon  has  been  moved  up  to 
quarter  of  2,  which  means  that  we  will  probably 
start  our  afternoon  session  a little  late  and  we 
will  have  to  keep  things  rolling. 

I have  no  other  business. 

President  Van  Valkenburgh:  Is  there  any 
further  business? 

Dr.  FlinN;  Dr.  Van  Valkenburgh,  I would  like 
to  move  that  the  Delaware  State  Society  donate 
to  the  Delaware  Academy  of  Medicine  $1,000  per 
year,  payable  either  annually,  semi-annually,  or 
quarterly. 

(The  motion  was  seconded.) 

President  Van  Valkenburgh:  It  has  been 
moved  and  seconded  that  the  Medical  Society  of 
Delaware  pay  to  the  Delaware  Academy  of  Medi- 
cine $1,00()  per  year.  Is  there  any  discussion? 

Dr.  Shands:  I would  like  to  say,  as  President 
of  the  Academy,  that  this  year  our  expenses  are 
going  to  be  much  heavier  than  before,  as  we  are 
starting  now  plans  for  a new  building.  We  are 
going  to  need  every  dollar  we  can  raise,  I am 
sure,  to  do  anything  about  this  new  building,  and 
this  appropriation  at  this  time  is  certainly  very 
much  in  order. 

We  hope,  we  of  the  Executive  Committee  that 
the  Society  will  grant  this  sum. 

Dr.  Flinn:  Mr.  Chairman,  I would  like  to  call 
attention  to  this  Society  that  the  Academy  of 
Medicine  has  through  its  history  been  closely 
associated  with  the  Medical  Society  of  Delaware, 
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and  that  from  the  first  there  has  been  a desig- 
nated member  of  this  Society  sitting  on  the 
Executive  Committee  of  the  Academy,  and  that 
the  Academy’s  main  function  is  to  promote  medi- 
cal education  through  medical  channels  and 
through  the  public,  and  that  the  activities  have 
been  considerably  augmented  in  the  last  several 
years  and  that  the  tempo  has  been  increased  in 
the  last  year  or  two  in  both  the  professional  and 
lay  fields. 

The  Council  has  already  expressed  a desire  that 
as  soon  as  practicable  the  main  office  of  the  So- 
ciety, of  the  Medical  Society  of  Delaware,  will 
be  in  the  building  of  the  Academy  of  Medicine. 
And  within  the  last  year  the  activities  of  the 
Academy  have  been  particularly  extended  beyond 
the  confines  of  Wilmington  and  throughout  the 
whole  State. 

Therefore  it  is  of  vital  interest,  I feel,  having 
had  some  experience  in  both  organizations,  that 
this  Society  take  at  least  this  opportunity  to  show 
its  support  and  appreciation  and  cooperation  with 
the  Academy  of  Medicine. 

President  Van  Valkenburgh:  Thank  you.  Dr. 
Flinn.  Does  anyone  else  have  any  discussion  in 
regard  to  this  matter? 

(There  was  no  response.) 

President  Van  Valkenburgh:  The  motion  as 
stated  was  that  the  Medical  Society  of  Delaware 
appropriate  $1,000  each  year  beginning  with  1957. 
What  was  it  the  last  time,  $500? 

Dr.  Cannon:  Last  year  it  was  $500. 

President  Van  Valkenburgh:  Was  that  for 
’55? 

Dr.  Cannon:  It  was  moved  in  ’55  and  appro- 
priated for  ’56. 

President  Van  Valkenburgh:  Appropriated 
for  ’56.  Now,  you  have  heard  the  motion.  Those 
in  favor  of  the  motion  will  please  denote  by  the 
usual  voting  sign  by  saying  “aye”. 

(The  motion  was  carried.) 

President  Van  Valkenburgh;  The  “ayes” 
have  it.  It  was  not  put  in  our  budget  when  it  was 
made  up,  but  the  motion  has  been  made  and 
carried  that  the  Society  donate  $1,000  each  year 
to  the  Delaware  Academy  of  Medicine. 

Is  there  any  other  business  to  come  before  the 
House  of  Delegates? 

Dr.  Cannon;  No,  sir.  We  have  no  other  busi- 
ness. 

President  Van  Valkenburgh:  Is  there  a mo- 
tion to  adjourn  the  House  of  Delegates? 

(A  motion  was  made,  seconded  and  carried 
that  the  session  of  the  House  of  Delegates  be  ad- 
journed.) 

President  Van  Valkenburgh:  The  next  order 
of  business  is  the  election  of  a President-elect  for 
1957.  This  member  is  to  come  from  Kent  County. 

Dr.  Smith:  (Kent  County):  President  Van 

Valkenburgh,  members  of  the  Medical  Society  of 
Delaware,  and  guests: 

I rise  at  this  time  to  place  in  nomination  for 
the  office  of  President-elect  of  the  Medical  Society 
of  Delaware  for  the  year  1957  the  Kent  County 
selection,  as  we  have  selected  this  year  for  your 
approval  a resident  of  the  City  of  Milford.  He 
has  been  in  practice  there  for  some  24  years.  He 
has  done  an  outstanding  job.  He  is  a capable 
physician.  He  served  his  community  well.  He  is 
an  active  church  member,  he  has  served  on  the 
State  Board  of  Health.  He  has  shouldered  his 
load  down  at  the  hospital  in  taking  the  clinic 
work  and  working  in  the  Pediatrics  Department, 
and  I think  in  passing  we  should  say  that  a large 
measure  of  the  success  of  the  Pediatrics  Depart- 
nrient  and  the  Nursery  Department  at  the  hos- 
pital has  been  due  to  the  untiring  efforts  of  Dr. 
Baker  in  getting  behind  and  pushing  the  newer 
procedures. 


I would  like  to  say  also  that  he  keeps  up  with 
his  post-graduate  work,  he  attends  the  medical 
conventions,  and  he  is  a member  of  the  AMA  and 
all  the  component  societies. 

So  at  this  time  the  Kent  County  Society  takes 
a great  deal  of  humble  pleasure  in  presenting  for 
the  Medical  Society’s  action  the  name  of  Dr. 
John  B.  Baker  of  Milford. 

President  Van  Valkenburgh:  Thank  you.  Dr. 
Smith.  Dr.  Baker  has  been  nominated. 

Dr.  McCollum:  Mr.  President,  I move  the 
nominations  be  closed. 

Dr.  Bailey:  I second  the  motion. 

Dr.  Pollack;  Mr.  President,  I take  privilege 
and  pleasure  in  seconding  the  nomination  of  Dr. 
Baker. 

President  Van  Valkenburgh:  It  has  been 
moved  and  seconded  that  the  nominations  be 
closed. 

If  there  are  no  other  nominations,  I will  de- 
clare the  nominations  closed,  and  the  Secretary 
will  cast  a ballot  for  Dr.  Baker. 

Dr.  Cannon:  I will  do  so,  Mr.  President. 

President  Van  Valkenburgh;  Dr.  Baker,  do 
you  care  to  come  forward  and  say  a few  words 
or  just  from  where  you  are  if  it  is  difficult  to  get 
up  here? 

Dr.  John  B.  Baker:  I have  a new  bridge  and 
am  having  trouble  crossing  it.  (Laughter) 

I thank  you  very  much,  and  I will  do  the  best 
I can,  and  if  the  bridge  will  permit  me,  I will 
cross  this  one.  (Applause) 

President  Van  Valkenburgh  : A motion  is  now 
in  order  for  adjournment. 

(A  motion  was  made,  seconded  and  carried  for 
adjourning  the  session.) 

(At  this  point  the  convention  adjourned  until 
2:30  o’clock,  p.m.,  September  14,  1956.) 


CHANGE  IN  ANNOUNCED  SCHEDULE 

The  Wilmington  General  Hospital  Sched- 
uled Surgical  Conferences  have  been 
changed  from  the  first  and  third  Saturdays 
to  the  first  and  third  Wednesdays. 

The  Hospital’s  Journal  Club  meets  on 
the  first  Saturday  at  10:00  a.m.  in  the 
board  room. 

THAT  150,000-MEMBER  CHECKUP 

A conscientious  car-owner  takes  his  auto 
in  for  an  occasional  over-haul.  He  knows 
that  even  though  repairs  may  be  minor, 
amounting  merely  to  a motor  tune-up,  re- 
moval of  a “knock,”  or  spark  plug  replace- 
ments, regular  attention  improves  his  car’s 
performance  over  a long  period  of  time. 

A nationwide  survey  of  physicians,  com- 
missioned by  AMA,  shows  that  medical  or- 
ganizations, too,  can  profit  by  similar  in- 
ternal inspections.  Difficulties  may  be  minor, 
but  according  to  some  physicians,  medical 
organizations  aren’t  hitting  an  all  cylinders. 

Faulty  Transmission? 

Medical  organizations  must  give  increased 
attention  to  the  problems  of  boosting  meet- 
ing attendance  and  devote  more  efforts  to 
drawing  all  members  into  active  society 
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participation.  Individual  physicians  need 
more  information  about  actual  benefits  of 
membership  as  well  as  about  policies  and 
projects  of  their  medical  organizations.  Too 
many  physicians  apparently  don’t  know  the 
facts  about  their  own  organizations. 

Survey  findings  brought  the  need  for  at- 
tention to  some  of  these  problems  into 
sharper  focus.  For  example,  only  half  of 
the  physicians  in  this  country  report  they 
are  active  in  county  and  state  organizations. 
One  doctor  in  four  says  he  didn’t  vote  in  his 
local  society’s  last  election.  More  than  a 
third  say  they  belong  only  to  medical  spe- 
cialty groups  not  associated  with  AMA,  or 
that  they  are  more  active  in  these  other  or- 
ganizations. 

Furthermore,  about  half  of  the  doctors 
think  of  county  and  state  societies  as  being 
different  from  AMA,  when  in  reality  these 
organizations  compose  the  national  associa- 
tion. Additional  break-downs  in  the  lines  of 
communications  between  individual  mem- 
bers and  their  organizations  show  up  in  mis- 
understandings about  medical  policies  and 
lack  of  knowledge  about  organizational  ac- 
tivities and  services.  A typical  misconcep- 
tion has  to  do  with  dues;  only  half  of  AMA 
members  actually  know  what  national  dues 
are  and  most  doctors  overestimate  rather 
than  underestimate  dues. 

It’s  encouraging  to  find  that  90%  of  doc- 
tors in  private  practice  report  they  are 
members  of  the  AMA.  More  than  half  of 
the  AMA  members  surveyed  reported  they 
belong  to  the  Association  because  it’s  custo- 
mary, it’s  the  doctors’  organization,  or  they 
believe  in  its  policies.  Yet  15%  say  mem- 
bership is  necessary  for  hospital  affiliation 
or  that  it’s  compulsory.  Informed  physi- 
cians know  that  hospitals,  not  medical  so- 
cieties, determine  rules  and  regulations  for 
securing  hospital  privileges.  And  no  physi- 
cian is  forced  to  associate  himself  with  any 
medical  organizations;  if  he  joins,  he  does 
so  voluntarily. 

Many  doctors  cite  AMA  services  or  ac- 
tivities which  they  like,  such  as  the  Journal, 
meetings  and  conventions,  information  and 
exchange  of  ideas,  and  legislative  action. 
But  others  say  the  Association  is  not  repre- 
sentative, criticize  it  for  being  remote  and 
uninterested  in  the  individual  physician  and 


complain  about  its  conservatism.  Conse- 
quently, about  a fifth  of  the  members  say 
they  do  not  get  value  received  for  their 
AMA  dues. 

Although  survey  questions  asked  only 
about  physicians’  opinions  in  regard  to 
AMA  services,  activities  and  policies,  similar 
criticism  would  no  doubt  have  been  given 
had  doctors  been  asked  their  opinion  about 
their  state  associations.  All  along  the  or- 
ganizational line,  it’s  apparent  that  a better 
informational  job  needs  to  be  done.  The 
aid  of  state  and  county  groups  is  needed  to 
help  sell  physicians  on  the  merits  of  co- 
operative action  through  medical  organiza- 
tions. For  when  a physician  criticizes  AMA, 
he  is  actually  criticizing  his  local  society 
and  his  state  association,  too.  When  his 
society  joins  in  the  complaining,  the  breech 
within  the  rank  widens. 

In  the  minds  of  some  medical  men  a 
mythical  “giant”  has  been  built  up  in  AMA. 
Newspapers  have  contributed  to  this  illu- 
sory creation.  AMA  is  an  influential  organ- 
ization and  since  it  comprises  the  greatest 
percentage  of  physicians  in  this  country,  it 
rightly  claims  title  of  official  spokesman  for 
the  profession.  Yet  over  the  years  critics  of 
organized  medicine  have  chisled  a psycho- 
logical rift  by  saying,  “You  individual  MDs 
are  ok  and  you’re  doing  a good  job — but 
AMA  off  in  Chicago  or  Washington  is  the 
villian!”  In  reality,  the  individual  physi- 
cian is  AMA.  Repetition  of  this  idea  has 
made  it  harder — or  less  desirable — for  an 
individual  physician  to  identify  himself  with 
AMA. 

This  insidious  dissociation  process  may 
be  a contributing  factor  to  the  splintering 
off  into  smaller  specialty  groups  which  has 
been  becoming  more  widespread  in  the  past 
few  years.  Unaffiliated  organizations  are 
less  controversial;  with  one  or  two  excep- 
tions they  have  received  far  less  attention 
in  the  public  press.  When  physicians  who 
said  they  were  more  active  in  these  specialty 
groups  v/ere  asked  why,  they  gave  these  re- 
plies: my  specialty;  local,  closer;  more  in- 
teresting; smaller,  more  social;  more  worth- 
while; easier  to  get  to  meetings.  One  clue 
for  alert  societies  aiming  at  greater  mem- 
ber participation  was  given  in  the  response 
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by  some  doctors  that  “there’s  nothing  to 
do  in  A.M.A.’’ 

Although  the  scientific  programs  of  spe- 
cialty groups  will  always  hold  appeal  for 
numbers  of  physicians,  the  danger  lies  in 
the  tendency  of  such  organizations  to  begin 
speaking  out  separately  on  non-scientific 
matters  affecting  medicine.  When  many  or- 
ganizations begin  professing  to  speak  for 
medicine,  the  public  becomes  confused  and 
the  over-all  impression  is  given  that  the 
members  of  the  medical  profession  can’t 
agree  among  themselves.  Nobody  denies  the 
right  of  members  to  criticize  their  own  or- 
ganizations or  to  disagree  with  their  ac- 
tions; yet  there  are  times  when  it  is  vital 
for  medicine  to  present  a united  front. 
Those  who  believe  in  democracy  accept  the 
premise  that  the  opinions  of  the  majority 
should  prevail — until  the  minority  can 
change  the  opinions  of  that  majority. 

Battery  Needs  Recharging 

The  links  in  the  chain  of  medical  or- 
ganization are  the  county  and  state  associa- 
tions. When  poor  attendance  weakens  their 
effectiveness,  the  collective  strength  of  the 
entire  profession  is  diminished.  According 
to  the  survey,  50%  of  the  doctors  attend 
most  meetings  of  their  local  or  county  so- 
ciety. Yet  6%  say  they  attend  no  meetings, 
16%  very  few,  9%  some  and  9%  half.  The 
problem  of  meeting  attendance  appears  to 
be  greatest  in  the  East,  where  only  38%  of 
the  doctors  say  they  attend  most  meetings. 
Western  states  evidentally  chalk  up  the 
greatest  attendance  since  61%  of  the  doc- 
tors say  they  turn  out  for  meetings.  Central 
and  Southern  states  fall  midway  between, 
with  54%  in  the  Midwest  and  56%  in  the 
South  attending  most  meetings.  One  or  two 
other  interesting  sidelights  were  revealed  in 
the  study.  For  example,  internists  least 
often  say  they  attend  county  meetings. 
Only  35%  of  the  internists  say  they  attend 
most  meetings  as  contrasted  with  an  aver- 
age of  50%  of  all  other  types  of  doctors. 
Internists  also  least  often  say  they  voted 
in  the  society’s  last  election  of  officers. 

Doctors  in  the  East  least  often  believe 
they  get  their  money’s  worth  in  return  for 
dues  (32%  as  against  an  average  of  23%). 
Here  again  internists  reflect  a less  favorable 
attitude  toward  medical  organizations  than 


other  doctors.  Twenty-six  percent  of  the 
internists  feel  full  value  is  not  received  in 
return  for  dues  while  general  practitioners 
least  often  express  dissatisfaction  on  this 
count  (21%). 

Another  revealing  discovery  is  that  doc- 
tors rate  the  American  Dental  Association 
higher  in  terms  of  favorable  impressions 
than  they  do  their  own  medical  organiza- 
tions. About  three  out  of  four  doctors  say 
their  impressions  of  both  AMA  and  the 
ADA  are  all  good  or  more  good  than  bad. 
Yet,  one  doctor  in  twelve  says  he  has  nega- 
tive impressions  of  AMA  while  only  one  in 
50  is  critical  of  the  dental  association.  Doc- 
tors rank  the  American  Bar  Association  in 
third  place. 

Time  after  time  in  the  study  the  indivi- 
dual physician  proved  to  be  far  more  critical 
of  his  colleagues  and  of  medical  organiza- 
tions than  the  public.  For  example,  24% 
of  the  doctors  say  the  public  looks  upon 
AMA  as  a doctors’  union  and  medical  trust. 
Yet,  this  survey  shows  only  37%  of  the 
public  has  this  opinion.  During  the  past 
few  years,  the  medical  profession  has  work- 
ed hard  to  regain  the  confidence  and  good 
will  of  the  public.  Now  it’s  obvious  that 
some  concentrated  internal  public  relations 
efforts  are  necessary  in  order  to  rekindle 
physicians’  enthusiasm  and  interest  in 
medical  organizations.  Larger  numbers  of 
physicians  ought  to  be  pulling  their  own 
weight  in  their  societies,  rather  than  drag- 
ging their  heels  and  allowing  a few  men  to 
serve  as  standard  bearers.  Medical  organi- 
zations must  concentrate  on  doing  a better 
job  of  informing  their  members  about  their 
activities,  policies  and  services. 

Physicians,  in  an  effort  to  revamp  their 
service  programs  for  the  public  and  to  stave 
off  a government  medical  program,  have 
taken  it  on  the  chin  from  many  critics.  Most 
have  accepted  just  criticisms  humbly  and 
moved  ahead  to  correct  sources  of  dissatis- 
faction. Perhaps  it’s  time  now  to  stop  being 
on  the  defensive — to  help  physicians  regain 
a sense  of  pride  in  the  medical  organiza- 
tions to  which  they  belong.  An  organization 
whose  aims  are  “to  promote  the  science  and 
art  of  medicine  and  the  betterment  of 
public  health’’  need  not  apologize  for  its 
efforts  to  advance  these  noble  objectives. 

Published  in  Philadelphia  Medicine  September  7.  1956. 

Courtesy  of  Editor 
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FOR  POSITIVE  DIURESIS 


ROLICTON* 


• oral  b.  i.  d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indicates  that  a majority 
of  patients  can  be  kept  edema -free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois. Research  in  the  Service  of  Medicine. 


^Trademark  of  G.  D.  Searle  & Co. 
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From  your  'patient's  viewpoint,  Doctor  . . . 


is  this  the  painfui 
part  of  the  treatment? 


It  can  be,  unless  your  patients  know  the  true  facts  about  the  cost  of 
medical  care.  Parke-Davis  is  reaching  millions  of  people,  in  LIFE, 
SATURDAY  EVENING  POST  and  TODAY’S  HEALTH,  with  a 
consistent  advertising  campaign  whose  theme  is  “prompt  and 
proper  medical  care  can  be  one  of  life’s  biggest  bargains.’’ 

In  addition  to  the  magazine  advertisements,  Parke-Davis  makes 
folder-reprints  available  for  use  in  pharmacies.  Chances  are,  a large 
percentage  of  the  prescriptions  you  write  are  being  packaged  with 
one  of  these  folders  explaining  the  value  of  modern  prescription 
medicines — reaching  your  patients  right  at  the  time  when  they  are 
most  conscious  of  the  cost.  To  date,  more  than  six  million  of  these 
folders  have  been  ordered  by  pharmacists. 

In  these  advertisements,  we  strive  to  present  the  facts  about 
medical  care  clearly  and  unemotionally  . . . with  the  objective  of 
increasing  the  public’s  appreciation  of  why  costs  and  procedures 
involved  are  reasonable  and  fair. 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


If  you  would  like  reprints  of  this  Parke-Davis 
“cost  of  medical  care”  series,  just  drop  us  a line. 
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GRADATIONS  OF  ANALGESIA 


‘TABLOID'  ‘EMPIRIN’  COMPOUND® 

Acetophenetidin  gr.  2V2,  Acetylsalicylic 
Acid  gr.  3V2,  Caffeine  gr.  V'2 


^'TABLOID'  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  ’/e,  No.  1 (N) 


^‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  No.  2 (N) 


‘TABLOID’ ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  '/2,  No.  3 (N) 


^‘TABLOID’ ‘EMPIRIN’  COMPOUND 

®^with  CODEINE  PHOSPHATE  gr.  1,  No.  4 (N) 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  lU.S.A.)  INC. 
Tuckahoe,  N.  Y. 


Baynard  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
ILMINGTON,  DELAWARE 


PARKE 

S'n^/i/te/iona/ 

• 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 
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organomercurial  diuretics 
permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition/'jf? 

st^Modell,  W.;  The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


in  very  special  cases 
a very  superior  brandy... 
specify 


mmmmmBBY 

COGNAC  BRANDY 

84-  Proof  j Schieffelin  & Co,,  New  York 


GRADATIONS  OF  ANALGESIA 
with  light  sedation 


‘EMPIRAL’®  ^ 

Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  21/2 
Acetylsalicylic  Acid  gr.  3‘/2 


'CODEMPIRAL’®  No.  2™ 


Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2V2 
Acetylsalicylic  Acid  gr.  31/2 


‘CODEMPIRAL’®  No.  r 

Codeine  Phosphate  gr.  Vz 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  21/2 
Acetylsalicylic  Acid  gr.  31/2 


(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  lU.S.A.)  INC. 
Tuckahoe,  N.  Y. 


of  every d 


In  “Rheumatism^ 


ultU 


n 


THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


combine : 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


PREDNISOLONE  {1  v 

+ 

ASPIRIN  iOJGm.) 

+ 

ASCORBIC  ACID  {50 

+ 

ANTACID  {0.2  Gm) 


SfCEarly  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 
Still’s  disease 
Psoriittic  arthritis 
Bursitis 


Synovitis 

Tenosynovitis 

Myositis 

Fibrositis 

Neuritis 


^rformance 

ivities 

itienfs 

mpressed  Tablets 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 


for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  1-i  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
(TEMPOGEN  Forte,  I or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  I tablet  every  four 
or  fire  days  to  maintenance  level. 

SUPPLIED;  TEMPOGEN  and  TEMPOGEN  Forte 
— in  bottles  of  100  Multiple  Compressed  Tablets. 
(TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  1.  PA. 
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After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 


MONODRAL-  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

. well  tolerated  “PP®’’  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotihty 
for  three  and  one  half  to  five  hours.* 

EACH  TABLET  CONTAINS:  DOSAGE:  1 or  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mephobarbital).  trade- 
marks  reg.  U.  S.  Pat.  Off. 

^References  and  clinical  trial  supplies  available  on  request. 


December.  1956 


Delaware  State  Medical  Journal 


XXXI 


KARO®. . . meets  the  need  for  a completely 
assimilable  carbohydrate  in  infant  feeding 


Physicians  and  parents  alike  appreci- 
ate the  efficacy,  convenience  and  econ- 
omy of  Karo  Syrup.  For  this  double- 
rich, readily  miscible  mixture  of  dex- 
trin, maltose  and  dextrose  is  easily 
digested,  well  tolerated  and  com- 
pletely utilized. 

Three  generations  of  use  as  a milk 
modifier  have  shown  that  even  prema- 
ture babies  thrive  on  Karo . . . and  that 
its  use  does  not  induce  flatulence,  colic, 
fermentation  or  allergy. 

Karo  permits  easy  adjustment  of 


formula  and  transition  from  liquid  to 
solid  food  as  circumstances  demand. 
It  may  be  used  with  sweet,  acid,  evap- 
orated, dried  or  protein  milk.  Light  or 
dark  Karo  each  supply  equivalent  nu- 
tritive and  digestive  values . . . yielding 
60  calories  per  tablespoonful. 


1906  • SOth  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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’''‘clinical  response 
good  or  excellent” 

In  one  recent  study,  1 8 patients  with  acute  follicular  tonsillitis  and  septic  sore  throat, 
were  given  erythromycin.  Infecting  organism  was  Str.  pyogenes.  The  investigator 
stated,  "/n  all  18,  the  clinical  response  could  be  regarded  as  either  good 
or  excellent."' 

This,  of  course,  is  only  one  of  many  reports  showing  the  effectiveness  of 
Erythrocin  against  coccic  infections.  You'll  get  the  same  good  results 
(nearly  100%  in  common,  bacterial  respiratory  infections)  when  your 
prescription  reads  Fllmtab  Erythrocin  Stearate. 


"toxicity  lower 
in  erythromycin-treated 
patients  ” 


After  a study  of  208  patients  treated  with  erythromycin  (78),  procaine 
penicillin  (78)  and  a placebo  (52),  the  investigator  stated:  . . the  incidence  of 

toxicity  (compared  to  procaine  penicillin)  was  significantly  lower  In  the 
erythromycin-treated  patients."' 


Actually,  Erythrocin  stands  on  a remarkable  record  of  safety.  After  four  years, 
there's  not  a single  report  of  a severe  or  fatal  reaction  attributable  to 
erythromycin.  Also,  allergic  reactions  rarely  occur.  Filmtab  Erythrocin  Stearate 
(100  and  250  mg.),  is  available  in  bottles  of  25  and  100,  at  all  pharmacies. 


tilmtab’ 


® Filmtab — Film  sealed  tablets,  Abbott;  pat. 
applied  for. 

l.Herrell,  W.  E.,  Erythromycin,  Antibiotics 
Monographs,  No.  1,  p.  29,  New  York,  Med- 
ical Encyclopedia,  Inc.,  1955. 

Idem  p.  30. 
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"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bokers  Services,  inc.,  Chicago 


Trasenllne- 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


ZJ2229H 
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in  inflammatory  skin  diseases 


all  the  benefits  of  the  “predni-steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence^-2-3  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

Keferences:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  23,)  1956.  2.  Margolis, 
H.  M.  et  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  et  al,  J.A.M.A. 
158:459,  ^June  11,)  1955. 


Multiple 

Compressed 


(Buffered  Prednisone) 


CoBydeltra' 

*^(Buffered  Prednisolone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  . INC. 
PHILADELPHIA  1.  PA. 


'CO-DELTRA*  and  ‘CO-HYDELTRA*  arc  the  trademarks  of  Merck  . ^vc. 
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the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


$4,S00,000  ASSETS 
$24,S00,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 
OMAHA  2.  NEBRASKA 


PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHTS 


r 


'At  Insole  extension  and 
heel  where  support  is  most 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Bo/oncing  and  Synchronizing  the  Shoe  with  the  Foot.'* 

Write  for  detoi/j  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot>so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

< -> 


FRAIM’S  DAIRIES 

^iocYucYi 
SPtnce  J9VO 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

Ylt€a/iY^ 

Won-irtcu^ 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 
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We  maintain 

prompt  city- wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S,  INC. 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  & 

Delaware  Ave.  W.  Gilpin  Drive 

& Dupont  St.  Willow  Run 

Dial  OL  6-8537  WY  4-3701 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhooil 

Service 
Station 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
^PREMARIN® 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
NewYork,  N.  Y.  • Montreal,  Canada 
5646 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  L.ABORATORIES  DIVISION 

A.V£MCA.Y  (jjjuuumd  COMPAXY 

PE.ARL  RIVER.  NEW  YORK 
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Vpjohii 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 


It’s  actually  easy  to  save  — when  you  buy  Series  E 
Savings  Bonds  through  the  Payroll  Savings  Plan. 
Once  you’ve  signed  up  at  your  pay  office,  your 
saving  is  done  for  you.  The  Bonds  you  receive  pay 
good  interest— 3^  a year,  compounded  half-yearly 
when  held  to  maturity.  And  the  longer  you  hold 
them,  the  better  your  return.  Even  after  maturity, 
they  go  on  earning  10  years  more.  So  hold  on  to 
your  Bonds!  Join  Payroll  Savings  today— or  buy 
Bonds  where  you  bank. 


I 


‘‘Don’t  worry, 

I’m  not  going  to  sing” 


I 

I 


1 


The  OLD  L.\DY  had  lost  her  voice.  That  rich, 
vibrant  contralto  which  had  rung  through 
opera's  golden  age  was  long  gone.  And  she 
made  no  bones  about  it. 

Standing  at  the  network  microphones, 
she’d  loudly  promise  her  audience:  “Don’t 
worry.  I’m  not  going  to  sing.” 

^et.  everv  Christmas  Eve.  she  did  sing. 
And  millions  of  homes  hushed  to  listen.  For 
Stille  \acht.  Heilise  \acht  does  not  demand 
a big  voice.  Rather,  a big  heart. 

And  Ernestine  Schumann-Heink  had 
alwavs  had  that.  From  the  beginning,  when 
she  threw  away  her  budding  career  for  love, 
only  to  wind  up  deserted  with  her  four  chil- 
dren. Through  \^orld  \'iar  I.  when  she  sang 
to  sell  Libertv  Bonds  while  she  had  sons 
fighting— on  both  sides.  Right  up  to  the  end 
of  her  turbulent  life,  she  stayed  warm,  gen- 
erous and  brave. 

Naturally,  her  adopted  country  loved  her. 
Because  Americans  admire  heart,  and  as  the 
little  stories  in  every  daily  paper  show,  they 
have  plenty  of  it.  That’s  one  of  the  vital  rea- 
sons why  America  is  strong  and  why  her 
Savings  Bonds  are  a tremendous  guarantee 
of  security. 

The  heart  and  strength  of  165  million 
Americans  stand  behind  these  Bonds. 

There  could  be  no  better  guarantee.  So, 
for  yourself,  and  for  your  country,  invest  in 
L . S.  Savings  Bonds  regularly.  And  hold  on 
to  them. 


Safe  as  America 


U,S,  Savings  Bonds 


The  U>S.  Government  does  not  pav  for  this  advertisement,  ft  is  donated  by  this  publication  in  cooperation  vith  the 
Advertising  Council  and  the  Magazine  Publishers  of  America, 


December,  1956 


Delaware  State  Medical  Journal 


xli 


Relax  the  best  way 
...  pause fDi*  Coke 

Make  your  pause  at  work 
truly  refreshing.  Have  a frosty  bottle 
of  pure,  delicious  Coca-Cola 
. . . and  be  yourself  again. 


announcing 

Compazine 

a further  advance  in  psychopharmacology 


minimal  side  effects  • 

Few  drugs  have  been  so  thoroughly  studied  before  introduction 
or  introduced  with  such  a substantial  background  of  clinical 
experience. 

In  the  more  than  12,000  cases  treated  with  ‘Compazine’  here  and 
abroad,  and  in  experimental  studies  at  very  high  dosage,  no  blood 
change  or  jaundice  attributable  to  ‘Compazine’  was  observed. 


Smith,  Kline  & French  Laboratories,  Philadelphia  1 

* Trademark  for  proclorperazine,  S.K.F. 


The  New  York  Academy  of  Medicine 
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Not  renewable  after  6 weeks 
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